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Abstract 
Title: Rehabilitation in the Home: an exploration of attitudes, perceptions and 

beliefs of referrers, consumers and service providers. 

Purpose: The main aim of this research was to explore the beliefs and attitudes 

held by health professionals and patients regarding early supported discharge 

(ESD); specifically related to a Perth based ESD service called Rehabilitation in the 

Home (RITH). 

Design: Qualitative and quantitative methodologies were used in the study design. 

The main focus of the study was a cross sectional online survey of potential 

referrers to RITH and allied health professionals working within RITH. The online 

survey was based on the Theory of Planned Behaviour and as such, involved an 

initial elicitation process, which was used to inform the content of the 

questionnaire. Additionally, a data audit was completed to examine whether the 

RITH service was actually being used as an ESD service.  

Method: Two separate elicitation processes were undertaken. One-to-one 

interviews were conducted with patients (n = 10) and their corresponding treating 

staff member (n = 10) within the inpatient setting, exploring attitudes and beliefs 

towards leaving the hospital sooner and receiving rehabilitation in the home. 

Consultants involved with inpatient rehabilitation (n = 9) were also interviewed 

concerning the decision making for the timing of, and patient suitability for, 

referral to the RITH service.  

The online survey was developed based on the findings from the interviews and 

was piloted on staff (n = 10) from a separate, but equivalent ESD service based in 

Perth prior to the main survey being conducted. Finally, data routinely collected by 

RITH and the South Metropolitan Health Service were audited to consider the rate 

of participation in ESD (RITH) for patients with a diagnosis of either fractured neck 

of femur (NOF) or stroke as well as inpatient length of stay (LOS) for these patients 

prior to referral to RITH. 

Results: There were 113 respondents to the online survey; 90 referrers and 23 

RITH staff members. Findings from the survey indicated that the decision to refer 

to RITH was made by the hospital team who, in general, approved of referral to the 

RITH service. On average, both referrers and RITH staff had a moderately 

favourable attitude towards ESD and the RITH service. The majority of patients 

and hospital staff, including referrers and treating specialists, generally 
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understood and appreciated the advantages ascribed to ESD and RITH including 

reduced inpatient LOS and improved levels of patient comfort once home. 

However, views varied with regards to some of the factors upon which the decision 

to refer to RITH rests. Referrers views differed concerning: the frequency at which 

a willing and capable carer was present in the home; the influence of carer stress 

on the decision to refer to RITH; whether home modifications and equipment 

provision needed to be complete prior to referral to RITH; and whether they would 

refer a patient to RITH with a mobility level of requiring the assistance of one 

person to transfer. Over one fifth of referrers had concerns about the capability of 

the RITH service to provide specialist input for patients with stroke and over two 

fifths of referrers did not think RITH provided hospital equivalent therapy 

intensity. Opinion amongst RITH staff members also varied on some of these 

topics; however RITH staff generally had a more favourable attitude towards RITH. 

The majority of all survey respondents reported that RITH was an ESD service and 

believed it was utilised as such. However, one tenth of referrers and one fifth of 

RITH respondents did not think that RITH was utilised as an ESD service. 

Conclusion: Although the RITH service was generally held in favourable regard by 

health professionals and consumers, there were variations in opinion amongst 

referrers and RITH service providers regarding issues related to patient eligibility 

and RITH service capability. The impact of these differences in opinion amongst 

referrers and RITH service providers on patient selection and ESD utilisation is 

unknown and requires further investigation. 
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Chapter 1 – Introduction 

        
Health care in Australia has shifted focus in order to provide the right health care, 

for the right people, at the right time, in the right place. The demand for health care 

and rehabilitation services is increasing due to population growth, an increase in 

the proportion of older people, emergence of chronic disease and medical 

advances that preserve and prolong life1, 2. Additionally, patient centred care has 

become a focus for health care delivery in Australia; placing increased emphasis on 

respect for patient preferences, physical comfort, emotional support, continuity 

and transition of care and equitable access to care3. Health care delivery in 

community and home based settings is now widely implemented as health care 

providers aim to deliver high quality, efficient and cost effective forms of 

treatment2, 4. 

 

In common with other developed countries, Australia’s population is ageing and 

the prevalence of disability and chronic disease is increasing. Between 1988 and 

2008, the proportion of Australians aged 65 years and over rose from 10.8% to 

13.3%5. During this time, the rate of population growth among those aged over 85 

years increased by 61% and is projected to increase to 1.8 million in the next 50 

years5. The total number of people with disability in Australia doubled between 

1981 and 2003, to reach an estimated 3.9 million5. The 2004 – 05 National Health 

Survey identified that many Australians live with long-term health conditions such 

as cardiovascular disease (19% of the population), diabetes (3.6% of the 

population) and arthritis and musculoskeletal conditions (31% of the population)5. 

These factors are driving changes in health care delivery in Australia to a greater 

extent than previously4, 6. 

 

Placing the patient at the centre of their care has become an important focus in the 

provision of high quality health care; and has been identified as particularly 

important for vulnerable or disadvantaged populations including the young, the 

elderly, disabled or the mentally ill3. All of these groups are placing increasing 

demands on the health care system. Respect for patient preferences, provision for 

patient choice and allowing for patient access to safe, quality and appropriate 

health care services are key principles considered in patient centred care7. Home-
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based care aims to improve continuity of care and provide cost effective quality 

care that best meets the needs of the patient. Research considering home based 

healthcare as an alternative to inpatient care began in the 1990’s and included the 

fields of stroke8, 9, orthopaedics10, 11 and aged care rehabilitation12-15 amongst 

others. This research indicates that home based health care can result in 

equivalent, if not better, outcomes for patients16, 17 and is considered an acceptable 

alternative to hospital care by patients 18-20. It has been proposed that a primary 

advantage of home-based rehabilitation is that it offers the patient an important 

choice about the delivery of their care21, 22. However, there is emerging evidence 

that variation exists in selection processes for inpatient rehabilitation23-26 and 

early supported discharge services27 which  may lead to inequity of access.  

 

Community and home-based health services do not utilise a single model of health 

care delivery; a number of models of delivery have been described and examined 

in the literature21, 28-33. It is important to acknowledge and identify the differences 

that exist between models of community-based rehabilitation services before 

comparing services and considering current research21.  Four types of community 

rehabilitation approaches have been described for a stroke population: early 

supported discharge rehabilitation (inpatient substitution); post-discharge 

rehabilitation (equivalent to outpatient services); late community rehabilitation 

(commencing some months after the stroke); and general practitioner guided 

rehabilitation as an alternative to hospital admission21, 34. There is evidence to 

suggest that this classification is applicable to community rehabilitation in 

general28-32. In Australia, a distinction has been made between rehabilitation in the 

home services that replicate hospital care (inpatient substitution) and those that 

provide ambulatory care programmes which complement hospital care (outpatient 

equivalent)33. In Perth, Western Australia for example, the hospital substitution 

program is called Rehabilitation in the Home (RITH) and the ambulatory care 

program is called ‘Healthy at Home’. 

 

The South Metropolitan Area Health Service (SMAHS) RITH service is structured to 

provide inpatient substitution and aligns itself with the definition for ‘Early 

discharge hospital at home’ (EDHAH). An EDHAH service provides active 

treatment by health care professionals in the patient’s home for a condition that 
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would otherwise require acute hospital inpatient care16. Acute health care is 

generally provided for a short period of time to treat a new illness or a flare-up of 

an existing condition and may include treatment at home, short-term hospital 

stays or emergency medical services35.  

 

Home based rehabilitation services have been operating in Perth for several 

decades. The SMAHS RITH program began in the late 1980’s. Post acute 

rehabilitation care was provided in the patient’s home, with the service based at 

Royal Perth Hospital (RPH). The North Metropolitan Area Health Service (NMAHS) 

had several community based rehabilitation programs which combined to become 

‘Homelink’ in 2000. This service, based at Sir Charles Gairdner Hospital (SCGH), 

also provided home-based post acute care. Fremantle Hospital Health Service 

(FHHS) (within SMAHS) successfully piloted a home rehabilitation program (RITH) 

with an EDHAH focus in 2005. In 2006 the RPH and FHHS home-based 

rehabilitation services amalgamated to provide EDHAH for SMAHS. In 2009, the 

RITH services for the NMAHS (Homelink) and SMAHS collaborated to develop 

common referral and service delivery processes aimed at providing a consistent 

EDHAH service across the Perth metropolitan area. At the time of this study, there 

were three SMAHS (RITH) teams and a single NMAHS (Homelink) team (the 

staffing levels of the RITH and Homelink teams for 2010/2011 are outlined in 

Table 1). These teams accepted referrals from eleven hospitals within the Perth 

metropolitan area.  

 

Table 1 Allied Health Staffing Levels of RITH & Homelink Teams 2010/2011 
 

 RPH RITH FHHS RITH RGH RITH Homelink 

Physiotherapy FTE 4.8  4.0 2.3 4.4 

Occupational Therapy 
FTE 

4.0  2.0 1.0 2.9 

Social Work FTE 1.6 0.5 1.0 1.6 

Speech & Language 
Therapy FTE 

1.4 0.5 1.0 1.2 

Dietician FTE 0.5 0.5 - 0.6 
Therapy Assistant FTE 2.8 1.0 1.0 2.0 

   * FTE = Full time equivalent 
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The RITH services each have a coordinated multidisciplinary team with the 

capacity to provide physiotherapy, occupational therapy, social work, speech 

pathology, dietetic, medical consultation and clinical psychology services. Agencies 

within the community provide personal care services to support early discharge 

and Hospital in the Home (HITH) provides nursing services. RITH referral sources 

include any hospital within the Perth metropolitan area. Referrals are accepted 

from a range of medical specialties (general medical, general surgical, neurology, 

neuro-surgical, orthopaedic, respiratory and geriatric; refer to Figure 1) and there 

is no age limit for eligibility to the service. 

 

Figure 1 Breakdown of SMAHS RITH referrals according to medical 
specialty36 
 

The SMAHS RITH service has specific admission criteria (see  
Figure 2), but also states that patient referrals can be considered on a case by case 

basis. 
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For admission to RITH it is essential that clients: 
 are medically stable with the treating team consenting to client’s transfer to 

RITH  
 are an early transfer from hospital to their home due to RITH involvement; & 
 have a demonstrated need for domiciliary allied health input which cannot be 

provided in an out-patient setting  
 
In addition clients must:  

 Live in the catchment area  
 Be able to actively participate in goal orientated rehab program  
 Consent to home management  
 Have adequate home support  
 Have an accessible & safe home environment 

 
Rehabilitation in the Home is happy to consider clients on case by case basis. 
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Figure 2 Admission Criteria for SMAHS RITH 
Eligibility and participation rates for hospital substitution programs have been 

reported in the literature, including Australian studies concerning stroke (29% 

eligibility; 22% participation)37 and fractured neck of femur (36% eligibility; 20% 

participation)29. Despite the widespread implementation of hospital substitution 

programs in Australia, minimal information has been reported regarding actual 

eligibility and participation rates.  Data relating to inpatient LOS prior to accessing 

hospital substitution programs in ‘real life’, which would provide further insight 

into the utilisation of hospital substitution programs in practice, are also limited. 

There are minimal data available concerning eligibility and participation rates or 

inpatient LOS for the SMAHS RITH service.  

 

The absence of research regarding ‘real-life’ utilisation of hospital substitution 

programs is accompanied by a lack of research concerning attitudes and beliefs of 

the health professionals who refer to these programs. In 2008 however, FHHS 

RITH surveyed hospital based health professionals who referred to their service as 

part of a quality improvement activity. The survey found that only half of all 

respondents were able to accurately identify RITH as an early supported discharge 

or hospital substitution service and 79% of respondents inaccurately expected 

RITH to be able to provide care for a patient for longer than 4 weeks. A significant 

proportion of referrers were unsure whether RITH staff had the appropriate level 

of clinical expertise to manage neurological (22% unsure), orthopaedic (13% 

unsure) or respiratory (28% unsure) clients. However, most respondents (93%) 

were sure that RITH staff could appropriately manage elderly patients and patients 

with a recent fall or general rehabilitation needs. These results clearly illustrate a 

degree of uncertainty amongst referring health professionals to the FHHS RITH 

service. This is of concern, as there is evidence that treating inpatient health 

professionals play a key role in the selection of suitable patients for EDHAH and 

that they may influence patients’ beliefs about the effectiveness of these services 

and the patients’ ability to cope with early discharge home14, 22, 29, 38. 

 

More generally in Western Australia, the beliefs and attitudes held by inpatient 

hospital staff towards early discharge and rehabilitation in the home services are 

not well understood. Beliefs and attitudes of hospital staff towards EDHAH 

services may affect patient willingness to consent to early discharge and may 
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directly relate to the number of referrals made and to the timing of referral to such 

services. The benefits attributed to these programs can only be realised if they are 

appropriately utilised. The main aim of this research is to explore the beliefs and 

attitudes held by health professionals and patients regarding ESD. 
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Chapter 2 - Literature review      
   
Before considering the literature regarding rehabilitation in the home, it must first 

be clear what type of service is being examined and for what clinical diagnosis. 

Research regarding home based rehabilitation can be found in the fields of aged 

care31, rehabilitation of cardiac39 and pulmonary40 conditions, fractured NOF29, 41, 

and stroke9, 42, amongst others. Home based rehabilitation may refer to inpatient 

or outpatient substitution services.  

 

2.1 Characterising service type 

Inpatient hospital substitution services may provide acute care8, 10-12, 14, 43-45, 

rehabilitation9, 13, 22, 29, 38 or a combination of both15, 31, 37, 41. Titles such as ‘Hospital 

at Home’, ‘Early Supported Discharge’, ‘Home Based Rehabilitation’, ‘Early 

Discharge Home Rehabilitation’ and ‘Early Discharge Hospital at Home’ may 

describe services with the same structure and function, or they may not. For 

example, ‘Hospital at Home’ (HaH) may refer to a hospital admission avoidance 

service46 or an early supported discharge service12. Some outpatient services share 

similar titles to inpatient substitution services; ‘Stroke rehabilitation in the home 

setting’47, ‘home based therapy after stroke’48, ‘home based rehabilitation 

programmes after hip fracture’49 and ‘In-home Rehabilitation for adults with new 

mobility devices’32 for example, are all related to outpatient substitution services.  

Several outpatient substitution services are described as ‘community based 

rehabilitation’ which can assist to distinguish them from inpatient substitution 

services50. 

 

SMAHS RITH provides inpatient substitution allied health services. The SMAHS 

RITH service aligns itself with the definition of EDHAH; a service that provides 

active treatment by health care professionals in the patient’s home for a condition 

that would otherwise require acute hospital inpatient care16. This is the most 

accurate description of RITH but, as their title suggests, they provide a 

combination of acute care and rehabilitation that would otherwise be provided in a 

hospital, rather than acute care substitution alone.  This literature review will 

focus on home based inpatient substitution programmes in geriatric rehabilitation, 

and following stroke or fractured NOF.   
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In the existing literature, the title attributed to a program usually offered some 

indication about what services were likely to be provided, but this varied 

according to clinical diagnosis. There is an enormous amount of variation in the 

services provided in different settings and for different patient populations. For 

example EDHAH programs (acute care substitution) for fractured NOF involved 

nursing care with some allied health input10, 11, 43, 44, 51; while inpatient 

rehabilitation substitution schemes involved allied health with or without 

nursing30, 41 and were referred to as ‘home rehabilitation’. In the provision of 

home-based aged care rehabilitation, all teams had access to both nursing and 

allied health: acute care substitution12, 14; combined acute care and rehabilitation 

substitution15, 31; and rehabilitation substitution13, 38. Services for older adults 

providing acute care substitution were referred to as ‘HaH’ and were all based in 

the UK12, 14, 15; whereas inpatient rehabilitation substitution programs for aged 

care had ‘rehabilitation’ in their title13, 31, 38. Hospitalisation at home52 and early 

discharge schemes for stroke8, 37, 45, 53, 54 included allied health and nursing 

services, while home rehabilitation programmes involved allied health only9, 22. 

Brewer and Williams27 have described a ‘spectrum’ of approaches to the delivery 

of ESD for stroke; however all services aim to reduce length of patient 

hospitalisation. Overall, programs with ‘Hospital at Home’ or ‘Early Supported 

Discharge’ in their title were acute care substitution services and involved nursing 

and allied health; whereas programs with ‘home rehabilitation’ in their title were 

more likely to provide allied health services without nursing and were a substitute 

for inpatient rehabilitation services. 

2.2 Relationship between length of stay and EDHAH services 

There is accumulating evidence for the advantages of home based services. An 

important outcome of these services is reduced length of stay (LOS) with various 

attendant benefits, such as reducing costs and lessening risks associated with 

hospitalisation, especially for older clients. Home rehabilitation services, whether 

acute care or rehabilitation inpatient substitution, have clearly demonstrated a 

reduction in hospital LOS. For instance, a Cochrane systematic review reported 

that people who were hospitalised after stroke (with mild – moderate disability) 

went home a mean of 8 days earlier with EDHAH55. Reductions in average hospital 

LOS with stroke ESD ranged from 6 days53, up to 15 days9, 37, with variations in 

admission criteria, timing of patient selection, and country of origin providing part 
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explanation for these differences. Early supported discharge services for fractured 

NOF have been shown to reduce acute hospital LOS by 6.9 days on average28; while 

combined EDHAH and rehabilitation services have reduced inpatient LOS by an 

average of 14 days30. Teams providing care of the elderly at home have 

demonstrated an average reduced LOS of 5 days with EDHAH12; 9 days with a 

combined service of EDHAH and rehabilitation31; and 19 days with home 

rehabilitation13.  

 

One benefit attributed to reducing inpatient LOS is reduced exposure to iatrogenic 

complications. Inpatient hospital stays are frequently associated with preventable 

adverse events that can result in poor patient outcomes and hospital acquired 

infections which result in higher healthcare costs56, 57. Preventable adverse events 

related to medical procedures, adverse drug reactions and falls have an overall 

reported incidence of 2.8% in patients 65 years and over, 1.6% in patients aged 19 

- 65 years58 and 12% in patients with stroke59. The incidence of hospital acquired 

infections has been reported to be 7.8% in the UK56 and 10.5% in Canada60. In the 

UK, elderly patients had one of the highest incidence rates of hospital acquired 

infections with an average increased LOS of 23.4 days56. An Australian study of 

Victorian hospitals reported that 6.9% of patients experienced at least one adverse 

event (including infection) during hospitalisation and on average these patients 

remained in hospital for 10 days longer57. Adverse events were associated with 

higher mortality and higher cost (an additional 18.6% of total inpatient hospital 

budget)57. Common sense would suggest that a shorter LOS would reduce the 

chance of experiencing an iatrogenic complication, and therefore improve 

outcomes and reduce costs. In a small sample of patients (n = 160), a home based 

stroke rehabilitation service reported a trend towards a reduced incidence of 

lower respiratory tract (hospital inpatient 30% incidence; HaH patient 26.7%) and 

urinary tract infections (hospital inpatient 23.3% incidence; HaH 20% incidence) 

in patients receiving hospital substitution care52. 

 

Another benefit attributed to reducing LOS is a reduction in healthcare costs. There 

is however, uncertainty about the cost effectiveness of HaH as an alternative to 

standard hospital care15 as cost analyses of HaH programmes have described 

reduced13, 61, 62 as well as increased costs14, 43. Coast et al (1998) speculated that 
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the inconsistency in these findings may result from differences in type, size, scope, 

and organisation of schemes; the context in which the service operates; and 

utilisation of the scheme63. EDHAH programs can vary with regards to target 

patient group, base for service delivery (hospital-based versus community-based) 

and types of services included in the schemes16. For geriatric rehabilitation it is 

unclear whether reduced LOS in acute services results in overall cost reduction13 

or simply results in a cost shift to primary care15. The after hospital costs for a 

person with a fractured NOF that is treated at home may be greater43, 64 but the 

cost saving of reduced acute inpatient LOS may offset these costs28. There is more 

consistent evidence that stroke rehabilitation in the home costs less than inpatient 

rehabilitation65. Langhorne et al (2005) summarised findings from five ESD stroke 

trials by concluding that although the methods of cost analyses used were variable, 

the savings demonstrated from released hospital bed-days, were greater than the 

cost of the ESD service66.  

 

Overall, reservations remain about whether EDHAH results in cost savings as 

findings are dependent upon how cost analyses are completed15, 37. Research that 

indicates EDHAH and home rehabilitation result in longterm benefits such as 

extended capabilities in activities of daily living31, 67, 68 and a higher incidence of 

community residence10, 28, 66 may point to cost savings for the community that are 

too broad to be accounted for by a simple cost analysis.  

 

2.3 Other outcomes of EDHAH 

A number of benefits, aside from reduced LOS, have been assigned to EDHAH 

programs. These include higher levels of functional ability, a reduction in the 

utilisation of health and social services post-discharge from hospital and an 

increased likelihood of residing in the community, among others.  

 

Data related to management of fractured NOF indicates that HaH results in better 

recovery of function in the first 6 – 12 weeks10, 30, 69. Six months or 1 year later 

however, similar functional levels have been achieved by all patients10, 30, 69, 

although carer burden may be less for the caregivers of patients who receive 

home-based therapy69. The evidence also suggests that elderly patients who 

choose home-based rehabilitation over inpatient rehabilitation are more likely to 
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have gained full recovery one year after sustaining a fractured NOF (home-based 

52.7% versus inpatient-based 32.9%)41. Readmission rates of 10%10 and 15.8%11 

have been reported for HaH patients, but these have been related to fracture 

complications, rather than a result of receiving acute care in the home.  

  

EDHAH and home rehabilitation programs for elderly patients have demonstrated 

outcomes for function, mortality and residential status equivalent to hospital 

based treatment12, 14, 15, 31, 38. Early home based management may reduce the 

incidence of delirium38; result in a faster return of function14, 31; and reduce 

utilisation of inpatient hospital services following discharge (though demands on 

home care services may remain the same)12, 31. It may be that the advantage from 

reducing inpatient LOS (and minimising the effects of hospitalisation) is greatest 

for this patient group. 

 

Stroke ESD studies have demonstrated equivalent outcomes for activities of daily 

living when comparing home and hospital-based rehabilitation22, 37, 53, 55. Better 

levels of physical health and social reintegration have been demonstrated with 

home-based stroke rehabilitation when compared with usual hospital care at 3 

month follow-up53 and higher scores on the General Health Questionnaire have 

also been evident at 3 months (but there was no longer a between group difference 

at 6 months)54. Depression scores have been reported to be lower at 6 month 

follow up for people receiving home rehabilitation52. Higher levels of perceived 

health status have been reported for those who received stroke ESD at 5 year 

follow-up70. These data need to be interpreted with caution as other factors that 

could influence perceived health status (such as recurrence of stroke or level of 

functional ability) were not reported. ESD services have not been demonstrated to 

be associated with a difference in the level of independence achieved after 654 or 

12 months22, although improved abilities of extended activities of daily living have 

been reported after 12 months71 and 5 years67 when utilising other outcome 

measures.  There has been no significant difference in the requirement of home 

care support at 6 months37 or 12 months71 in those who have received ESD and 

home rehabilitation compared with conventional in-hospital rehabilitation and 

community care. There is some evidence to suggest however, that there is less 

utilisation of day hospital services by those who received ESD services22, 71. 
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Ricuada et al52 reported that patients who had received home rehabilitation 

instead of general medical ward care were less likely to reside in a nursing home at 

6 month follow-up, while Anderson et al65 reported there was no significant 

difference between the residential status of the two cohorts (this may be related to 

differences in health care systems between Italy and Australia.) Fjaertoft et al72 

reported that residence in institutional care and mortality were seen less 

frequently at 5 years in those who had received stroke unit care with ESD 

compared with ordinary stroke unit care but did not provide sufficient information 

to establish a clear link between these outcomes and type of service delivery. 

Indredavik et al45 reported that patients who received home rehabilitation were 

more likely to be living at home 6 weeks post stroke, but by 6 months post stroke 

there was no longer a significant difference in place of residence. The authors 

explained that extended support was provided at home and in day clinics as part of 

the early discharge program which enabled patients in the ESD group to return 

home sooner45. Effective links between the early discharge team and support 

services in the community, with particular attention to the transition from the 

hospital to the home environment, were said to play an important role in 

successful early discharge home45. The importance of effective cross-disciplinary 

and organisational collaboration, in combination with a clear understanding of 

eligibility criteria,  has recently been emphasised as a key element in successful 

implementation of stroke ESD73. 

 

2. 4 Eligibility for, and participation in, EDHAH 

Patient satisfaction and quality of life are important considerations for EDHAH and 

home rehabilitation service utilisation. There are reports that ‘most’ patients 

prefer home based services16, 74. However, patient consent to EDHAH is an 

inclusion criterion in many research trials11, 13, 22, 29 and it is unclear whether this 

biases patient satisfaction results as patients with a strong preference for hospital 

care may decline to take part in EDHAH and home rehabilitation research trials15.  

An understanding of what proportion of patients are eligible and accepting of ESD 

will clarify which patients can benefit and also outline the impact of EDHAH 

programs on service delivery for specific patient groups29, 41. An additional 

consideration is whether the eligibility rate reported in the literature is achievable 

more generally in clinical practice75.  
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Two trials have reported patient suitability and eligibility for EDHAH in geriatric 

rehabilitation: one based in Australia38 and the other in England14. Both studies 

received referrals from hospital wards however patients in the Australian study38 

were referred for geriatric rehabilitation and then triaged for the EDHAH service, 

while patients in the English study14 were specifically referred for EDHAH. The 

Australian study applied broad eligibility criteria: residence within catchment 

area; suitable for rehabilitation (expected to return home and live reasonably 

independently); and not living in a nursing home prior to hospital admission38.  

The English study included these criteria and an additional four: appropriate home 

circumstances and adequate support from carers; patient would otherwise require 

further hospital care if EDHAH was not available; patient was expected to remain 

in hospital for 1 to 28 days from time of referral; and the patient’s General 

Practitioner (GP) would accept clinical responsibility for patient on discharge 

home with EDHAH14. The Australian study found that only 30% of patients 

referred for geriatric rehabilitation were eligible for rehabilitation at home; 53%  

were not suitable for rehabilitation; 7% did not require rehabilitation; 5% lived 

outside the catchment area; and a further 5% were not eligible for other reasons 

not specified38. An additional 17% of those referred declined to participate in the 

program (patients, 11%; carers, 6%), resulting in a participation rate of only 

16%38. In contrast, the English study reported a participation rate of 64%14; 80% 

of referred patients were deemed suitable, however 16% of the referred patients 

declined to participate (reasons were not provided)14. It may be that the greater 

level of detail outlined in the eligibility criteria of the English study assisted 

hospital staff to appropriately identify suitable patients. However patient 

preferences will always be a factor which determines participation in home based 

rehabilitation programs. The literature on this area is scant.   

  

Other investigations have utilised a screening process - completed by the EDHAH 

researchers or EDHAH staff - of all patients admitted to hospital with a fractured 

NOF to assess eligibility for HaH services10, 11, 29. Three studies (one Australian and 

two English) concerning HaH for fractured NOF have reported eligibility rates; 

however the eligibility criteria differed in each study.  The Australian service 

reported an eligibility rate of 36% and utilised detailed admission criteria (many in 

common with RITH) requiring that: the patient was medically stable; the patient 
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had adequate mental and physical capacity; the patient was expected to return 

home; there was adequate social support; the patient resided within catchment 

area; the home environment was suitable; and there was carer consent28. One of 

the English studies required patients to have attained their pre-morbid level of 

orientation, be medically stable, have suitable accommodation and provide 

consent to be eligible for HaH11. Although this study differed from RITH in that the 

EDHAH service included a daily visit from a nurse, with the capability of an 

overnight visit if necessary, and allied health input, it found that only 25% of 

referred patients were eligible for EDHAH11. The other English study had 

purposely unclear admission criteria and reported a higher eligibility rate of 

56%10. Reasons reported for ineligibility for EDHAH (from highest to lowest 

incidence) were that patients were medically unfit, had died, had unsuitable 

accommodation, previously resided in a nursing home, or had a medical 

complication11, 29. Not all patients eligible for EDHAH following a fractured NOF 

consented to participate. Rates of patient refusal have been reported to be as low 

as 8%11 and as high as 46%29. Giusti et al (2006) completed a study where all 

community dwelling patients admitted to hospital with a primary diagnosis of 

fractured NOF were given the option of hospital or home-based rehabilitation, 

regardless of frailty or cognitive status:  In this cohort study, 50% of patients chose 

inpatient rehabilitation and 50% chose home based rehabilitation41. Patients who 

have declined to participate in EDHAH following a fractured NOF have cited a 

preference for inpatient rehabilitation (26%); described feeling anxious about 

returning home too soon (16%); or their carer refused (26%)29. The discrepancy in 

patient consent rate and rate of eligibility for EDHAH across study cohorts could be 

related to differences in models of service delivery combined with variations in 

admission criteria.. Overall, approximately one fifth of all patients admitted to an 

acute hospital with fractured NOF were eligible and consented to EDHAH11, 29. 

 

There is a large variation in the eligibility rate reported for stroke ESD (refer to 

Table 2). A median recruitment rate of 41% (median range 13% - 68%) of all 

stroke inpatients was reported in a Cochrane systematic review on early 

supported discharge services for acute stroke55. This large disparity in rate of 

eligibility is likely to result from the differences in admission criteria (including the 

time post stroke at which the decision about eligibility was made) and whether 
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patients were selected from a stroke unit or not. The highest eligibility rates 

(68%45 and 39%9) occurred when patients came from a stroke unit and patient 

selection took place within one week of stroke onset. A lower eligibility rate (20%) 

was described for a similar situation when suitability was limited according to 

having a Barthel Index score76 between 5 – 19/100 at 72 hours post-stroke54. The 

Australian study had admission criteria similar to RITH and reported the following 

reasons for ineligibility for EDHAH: already discharged home (37%); discharged to 

a nursing home (19%); death (22%); and out of catchment (2%)37. The selection of 

appropriate patients took place up to 4 weeks post-stroke in the trials where lower 

eligibility rates were reported22, 37, 53. In these studies, a significant proportion of 

patients were discharged home before they could be considered for ESD: 64%22; 

37%37; and 20%53. These results clearly indicate that not all patients will qualify 

for ESD after stroke and that patients eligible for one service may not necessarily 

be eligible for another27. Brewer and Williams (2010)27 have reported that some 

stroke ESD services may be more selective than others and this may be dependent 

upon specific features of the  service delivery model, such as frequency and 

number of visits, as well as resource availability including staffing.  

 

Table 2 Eligibility and refusal rates in Stroke ESD studies 

Country of Origin Eligibility Refusal 

Sweden9 39% Not reported 

Australia37 29% 7% 

Norway54 20% 1% 

Norway45 68% Not reported 

Canada53 13% Not reported 

Ireland22 13% 0.6% 

Italy52 43% 8% 

 

Four of the trials involving EDHAH for stroke have reported the incidence level of 

patient refusal (see Table 2): it was very low (1% and 0.6%) in two studies22, 54; 

and higher (7% and 8%) in two other studies37, 52. Although these studies were 

undertaken in different countries and patient selection occurred at different time 

points post-stroke, the authors provided no explanation regarding reasons for 

refusal. 
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Only three of the EDHAH studies (stroke22 and geriatric rehabilitation14, 38), where 

rate of eligibility was reported, relied upon referral to their program from staff 

external to the EDHAH service. All three provided an inpatient rehabilitation 

substitution service; two reported low rates of patient suitability (13%22 and 

30%38) while the other reported a relatively high rate of eligibility (64%14). In the 

majority of studies however, it was the researchers or EDHAH team members who 

were responsible for selecting patients from a diagnosis specific group of patients 

(fractured NOF10, 11, 29and stroke9, 37, 45, 52-54). The main reasons for ineligibility 

following fractured NOF were related to accommodation or medical issues. 

Patients with stroke were likely to be unsuitable if their stroke had resulted in 

severe or very mild disability (defined parameters within admission criteria) or 

they had already returned home. Significant rates of refusal have been reported in 

Australian research involving geriatric rehabilitation (11%)38; fractured NOF 

(46%)29; and stroke (7%)37; however limited explanations were provided for 

patient refusal to participate. Eligibility criteria for EDHAH services included 

considerations of medical stability, level of patient function, adequate support in 

the home, a safe/suitable home environment and patient and carer consent. 

Although some EDHAH services had a number of admission criteria in common, 

the inclusion and exclusion criteria used by EDHAH services varied.    

 

2. 5 Patient perceptions and levels of satisfaction 

The advantages and disadvantages of home based rehabilitation, as perceived by 

patients and carers, will have an impact on consent to participate in EDHAH and on 

the overall level of consumer satisfaction. Consumers’ views are an important 

aspect in the assessment of quality of care38. Satisfaction ratings for EDHAH in 

elderly patient groups have been measured quantitatively via surveys and 

questionnaires14, 15, 38 and qualitatively by using interview and focus groups12, 31, 33. 

In general, a high level of patient and carer satisfaction (measured via survey) has 

been reported in hospital and home based patient groups13, 14, 38. One study 

reported a significantly higher level of patient satisfaction with EDHAH compared 

to inpatient rehabilitation38 and another reported that patients receiving EDHAH 

perceived they had a higher level of involvement in decision making once home14. 

Elderly patients receiving EDHAH were more likely to report that they had 

received their preferred form of care (62% of EDHAH patients compared with 20% 



 24 

of routine hospital care patients)15. Results from patient and carer interviews 

indicate that there is a marked variation in patient experiences according to 

condition, hospital setting and stage in the rehabilitation process12, 31, 33, 77. 

Problems anticipated by patients and carers prior to discharge, such as an inability 

to cope or a risk of falling once home, were not realised; while previously 

unconsidered issues, such as social isolation and functional dependence became 

more apparent following discharge33. Benefits ascribed by patients to EDHAH 

included individualised treatment with better intensity and more encouragement; 

therapeutic effect of family and friends at home; and being away from the 

undesirable aspects of the hospital environment (e.g. poor hygiene, patients with 

disturbing behaviour, noisy night staff)31, 33. Patients who lacked confidence or 

perceived themselves as too unwell to return home early considered EDHAH to be 

a drawback31. Advantages of hospital rehabilitation included access to equipment 

not available at home and an ability to share experiences with others going 

through similar life events33. Satisfaction with home based rehabilitation is likely 

to vary among elderly patients, but there is evidence to suggest that most report a 

good level of satisfaction; equivalent to, if not better than, hospital based 

rehabilitation. 

 

The level of satisfaction (measured via survey) among caregivers and patients who 

received EDHAH following a fractured NOF has been reported in four studies11, 43, 

44, 64. When compared with hospital based care, level of satisfaction with EDHAH 

has been identified as comparable11. The majority of patients (82%) and carers 

(68%) believed that the timing of discharge with EDHAH was appropriate, 

however a significant number (11% patients, 22% carers) considered they were 

discharged home prematurely43. A small pilot (n = 15) study reported that all 

patients would be willing to participate in EDHAH again64 and up to 97% of 

patients receiving EDHAH similar to RITH believed they received an appropriate 

amount of support once discharged44. This information indicates that patients are 

generally satisfied with EDHAH in the management of fractured NOF, but a 

significant proportion of patients would prefer to remain in hospital for a longer 

period of time. Perhaps this preference is related to the traumatic nature of 

sustaining a fractured NOF. 
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The majority of EDHAH trials for patients post stroke have collected data regarding 

patient and carer satisfaction via questionnaire8, 9, 22, 37, 54, 78. A Cochrane systematic 

review concluded that there was no significant difference in satisfaction with 

services between hospital or home based early intervention55 however there is 

some evidence within individual studies to indicate that EDHAH may be associated 

with higher levels of satisfaction. Patients who had received home based 

rehabilitation believed they had more control over their treatment plan9; were 

more satisfied with their hospital care prior to discharge8; and were happier 

overall with provision of services22. There was a low level of satisfaction regarding 

understanding about stroke and information provision by health professionals 

during the course of rehabilitation, by all patients with stroke37. Interestingly, 

patients from a study based in Thailand showed a preference for the service which 

they had received, despite being randomly allocated: only 30% of hospital based 

patients would have preferred home treatment, while 79% of those who received 

EDHAH preferred returning home early78. This may indicate that patients are less 

likely to accept EDHAH if they have had no previous experience of it. A Swedish 

study reported on the experiences and perceptions of patients with stroke and 

their relatives who have received a home rehabilitation program similar to RITH79. 

The experiences described by these patients varied markedly and were related to 

their individual differences, rather than any differences in service provision. The 

author concluded that additional factors, such as the relatives’ resources and 

ability to assist, should be considered before referring patients to EDHAH79.  

 

In 2011, the FHHS RITH service completed a project that explored patient and 

carer perceptions of hospital and home-based services77. Patients (n=22) and 

carers (n=9) who had received inpatient care at FHHS hospital (from a variety of 

treating specialties including general medicine, geriatric medicine, emergency 

medicine, orthopaedic rehabilitation and stroke rehabilitation) and RITH 

management after hospital discharge, were interviewed77. Commonly perceived 

advantages of RITH included: freedom, comfort and privacy of home; provision of 

encouragement and emotional support in the context of everyday living at home; 

active involvement in goal setting, with personal relevance; and a responsive, 

flexible multidisciplinary team. Differences between hospital, RITH and 

community services such as level of access to medical care and differences 
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between therapist management and goal setting were perceived areas for 

improvement, as well as the transition between these services77. Overall, the 

number of positives ascribed to RITH by patients and carers far outweighed the 

negatives. Additionally, it may be considered that many of the negatives described 

by patients and carers were common across the continuum of care, rather than 

specific to EDHAH provision. 

 

This evidence suggests patient satisfaction may not be dependent upon whether 

care is provided in hospital or at home, rather patient and carer satisfaction levels 

are equivalent across both service models. However, most of the evidence is based 

upon findings from surveys which provide simple and easily quantifiable data 

which may not be sensitive enough to identify the advantages or disadvantages of 

alternative service delivery models. The qualitative research has indicated that the 

majority of patients generally report a high level of satisfaction with EDHAH, but 

some have significant concerns about returning home early; and this is different 

for different people at different stages. There is a suggestion that patients may 

receive conflicting information from medical and nursing staff about their ability to 

manage at home and this may contribute to their concerns about returning home 

early29. 

 

2.6 Perceptions, attitudes and knowledge of referrers and hospital staff 

FHHS RITH relies on other health professionals to refer patients to their service. 

Only a small number of EDHAH studies14, 22, 38 have examined settings where staff 

external to the EDHAH service refer patients. The impact of external referral 

sources on EDHAH utilisation is unclear, however there has been some suggestion 

that information provided by hospital-based health professionals may impact on 

patient acceptance of EDHAH services22, 29. It is important to consider the 

perceptions, attitudes and knowledge of health professionals regarding EDHAH 

services as they may influence access to and acceptability of early discharge home 

rehabilitation programs to patients. 

 

Two EDHAH researchers have made comment on the potential impact of staff 

perceptions in previously published investigations. Donnelly et al22 conducted a 

randomised controlled trial of early supported discharge home rehabilitation for 
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patients with stroke and observed that a relatively small number of patients took 

part in the research compared to the number of potential recipients. He postulated 

that this may have been related to hesitancy among staff, “regarding service 

change & the process of developing inter-sectoral professional trust & confidence 

in new ways of organising and delivering rehabilitation as well as with eligibility 

criteria” 22:p132. Crotty et al29 investigated the eligibility and acceptability of EDHAH 

to patients following a fractured NOF and reported that patients received 

conflicting information from medical and nursing staff on their ability to manage at 

home and this may have influenced their decisions about accepting early discharge 

home rehabilitation29. 

 

A study evaluating an early discharge orthopaedic service in Australia has reported 

on awareness and satisfaction levels of hospital staff and the patient’s GPs43. Most 

(96%) of the hospital staff surveyed (9 nurses, 6 physiotherapists, 5 occupational 

therapists and 3 social workers) were aware of the service and could accurately 

identify the service as one that supported early patient discharge and provided 

multidisciplinary input. Only 66% of the respondents believed that both the 

patient and the hospital always benefited from the program43. Seventy one percent 

of GPs (n = 29) were aware of the service and 92% felt that the service benefited 

some or all of their patients43. The authors offered no explanation regarding the 

34% of hospital staff that did not feel the service was always of benefit to patients 

and the hospital; nor the 8% of GPs who did not think the service would benefit 

their patients.  

 

Perceptions, attitudes and knowledge of referrers have been examined in other 

fields: hospice care in Northern Carolina80; cardiac rehabilitation (CR) in North 

West England81; specialist eating disorder services in the United Kingdom82; 

specialised palliative care (SPC) services in Australia83; and an inpatient 

psychiatric liaison service also in the United Kingdom (UK)84. In four of these 

studies48, 80, 81, 83 respondents were asked to complete and return a questionnaire 

which gained information about the respondents’ professional and personal 

demographics, the respondents’ understanding of the service in question and 

potential triggers and/or barriers to referral. The study by Solomons et al84 
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explored referrers perceptions of the inpatient psychiatric liaison service via 

interview. 

  

The study concerning referral to hospice care identified the following barriers to 

referral: referrers’ lack of knowledge of patient eligibility guidelines; referrer 

difficulty predicting life expectancy (and therefore appropriateness for service); 

and concerns that patients and family may view referral to hospice care as a cost-

saving measure80. When referrers to SPC services were surveyed, it was identified 

that specialists with more experience were the most likely to refer to SPC 

services83. Referrers mostly based their decision to refer on the disease process 

and the physical symptoms of the patient, without recognising the capability of SPC 

to meet psychological, social, cultural & spiritual needs as well as physical needs83. 

Despite almost half of all referrers believing that all advanced cancer patients 

should be referred to SPC services, only one quarter of referrers reported actually 

referring more than 80% of their patients; that is, beliefs about referral were 

inconsistent with practice83. The survey of referrers to CR similarly reported that 

referrers felt they provided care according to guidelines, yet there was under-

utilisation of CR programs81. Low referral rates were linked to funding limitations, 

limited facilities, a shortage of trained staff and poor physical ability of patients to 

participate in CR81. Respondents indicated that participation in CR would increase 

if it was offered to patients by medical staff81. The inpatient liaison psychiatry 

service referrer study by Solomons et al84 interviewed 25 referrers and identified 

that health professionals had different interactions with the service according to 

their discipline and therefore differed in their expectations of the service. This 

finding is of interest in the context of RITH where a variety of health professionals 

(with differing roles in patient care) refer to their service. The study concerning 

specialist eating disorder services82 surveyed GPs using a questionnaire developed 

from the Theory of Planned Behaviour (TPB) to assess attitudes, perceptions and 

intention to refer. “According to the TPB, human action is guided by three kinds of 

considerations: beliefs about the likely outcomes of the behaviour and the 

evaluations of these outcomes (behavioural beliefs), beliefs about the normative 

expectations of others and motivation to comply with these expectations 

(normative beliefs), and beliefs about the presence of factors that may facilitate or 

impede performance of the behaviour and the perceived power of these factors 
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(control beliefs)”85:p1. Green et al82 identified that intent to refer was significantly 

related to behavioural beliefs concerning cognitive attitudes (how sensible/ 

appropriate/helpful referral would be) and perceived subjective norms (would 

other professionals/ guidelines/evidence recommend referral) rather than 

characteristics of the GP or their workplace82. These results indicate that there are 

many factors (attitudinal, informational, economic, societal and systematic) that 

influence referral behaviour and these may vary according to the individual 

experience of referrers, the type of service provided, and the environment in which 

the service is delivered. 

 

2.7 Summary 

It is clear that models of health care delivery are widening to include greater 

provision of care in the community and that EDHAH and home rehabilitation 

services have an important role to play in providing patient centred care. There is 

clear evidence that EDHAH results in reduced hospital LOS. It is less clear whether 

there is a resultant reduction in costs, but at worst, it would appear that EDHAH 

and home rehabilitation services are not more expensive than equivalent inpatient 

care. It is possible that cost savings resulting from early discharge home based 

rehabilitation may be realised from reductions in the incidence of adverse hospital 

events, reduced demands on inpatients hospital beds and improved patient well 

being. Outcomes that have, as yet, been difficult to quantify. Patient outcomes for 

EDHAH are equivalent to those achieved by inpatient care in the long term, and 

result in a faster recovery in the short term. Successful home treatment however, 

depends on a number of factors, including appropriate selection of patients38. How 

this can be achieved has not been elucidated.   

 

The evidence demonstrates that there is a large variation in the rate of patient 

eligibility for EDHAH and home rehabilitation services, dependent upon the 

individual characteristics of those services. There is variation in criteria for 

admission, duration and frequency of service provision and professions included in 

the multi-disciplinary team, independent of target patient group. In addition to 

this, patient’s needs and abilities vary markedly, as do their perceptions about 

what type of health care is appropriate for them.  
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It is often the role of hospital based health professionals to guide patients through 

the healthcare system either informally in the form of advice and support, or 

formally via referral and transfer of care. Evidence suggests that referring health 

professionals play a key role in the selection of patients suitable for EDHAH and 

influencing patients’ beliefs about the effectiveness of these services and their 

ability to cope with early discharge home. However, health care professionals will 

make decisions based on their own attitudes, experience, knowledge and beliefs. 

Referrer surveys have demonstrated that referrer awareness of service availability 

and admission criteria is not enough to ensure appropriate utilisation of the 

service in question. 

 

There is little information available regarding patient preferences or patient 

perceptions of EDHAH services, particularly prior to patients making a decision 

about participation in EDHAH. Similarly, although there has been suggestion that 

views held by hospital staff about EDHAH may influence patient acceptance of 

EDHAH services, only a limited amount of information relating to the opinions of 

hospital staff concerning EDHAH exists. Research has investigated referrer 

attitudes, perceptions and beliefs in other fields and has identified that opinions 

and knowledge held by referrers can influence referral behaviour. However, the 

attitudes and beliefs of referrers to EDHAH have not yet been explored, nor those 

of EDHAH service providers. This study aimed to gain some understanding of the 

attitudes, perceptions and beliefs of referrers, consumers and service providers 

concerning EDHAH. 
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Chapter 3 - Methodology       
   
This research explored the beliefs and perceptions of potential referrers to early 

discharge home based rehabilitation (RITH) and RITH service providers (staff 

members); using both quantitative and qualitative methodologies. The overall 

study methodology and timelines are summarised in Figure 3. Initial ethics 

approval was gained from the FHHS Human Research Ethics Committee (HREC); 

and reciprocal ethics approval was subsequently received from RPH HREC, SCGH 

HREC and the University of Western Australia HREC.   

 

 

Figure 3 Project time-line 
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The main focus of this research was a cross sectional online survey investigating 

the attitudes and beliefs held by SMAHS allied health staff that can and/or do refer 

to RITH and allied health professionals who work within RITH. The cross sectional 

survey design was based on TPB85 and was undertaken to gain an understanding 

of the following:  

•  What beliefs do referrers, consumers and RITH service providers 

have about the perceived  advantages and disadvantages of EDHAH 

services;  

• What are the potential barriers and enablers for implementation of 

EDHAH services and how are they perceived by referrers, consumers 

and RITH service providers ; and  

• What are the attitudes held by referrers regarding referral to the 

SMAHS RITH service? 

A comparison of the beliefs and perceptions held by referrers with those held by 

RITH staff members was also of interest. 

 

In parallel to the online cross sectional survey, data concerning the rate of patient 

participation, as well as inpatient LOS prior to referral to the FHHS RITH service, 

for the diagnoses of stroke and fractured NOF were examined via data audit for the 

purpose of comparison with that reported in the literature. 

  

As recommended by Ajzen85 and Francis et al86 a series of elicitation processes 

were undertaken to inform the development of the cross sectional online survey. 

These are outlined below. 

 

3.1 Elicitation process 

An elicitation process was undertaken to assist in the development of items for 

survey inclusion. A sample size of 25 participants is indicated as ideal for a TPB 

elicitation study86. This elicitation study was completed in two parts; part one 

involved interviews with Rehabilitation Consultants and part two involved pairs of 

hospital inpatients and staff members who were directly involved in their care. A 

total of 29 participants were involved in the elicitation process for this study. 
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3.1.1 Interviews with Consultants involved in rehabilitation 

Consultant doctors involved in rehabilitation within SMAHS were contacted via 

email and invited to participate in an interview regarding factors that indicated 

patient suitability for referral to inpatient rehabilitation and RITH. These 

interviews were considered to be ‘key informant interviews’ which are specifically 

useful when an understanding of consumers’ motivation, perceptions and 

behaviour is required 87. Consultant doctors involved in rehabilitation within 

SMAHS were approached as they would have specific knowledge that would relate 

to utilisation of the RITH service. Interviews ranged from 30 to 60 minutes in 

duration and were conducted using a non-schedule standardised format (in which 

the interviewer worked from a list of questions (see APPENDIX 1) but the phrasing 

and order of questioning was adapted to suit individual respondents). The 

interview responses were written down during the interview and reviewed 

immediately after each interview to ensure accuracy.  A summary report of each 

participant’s responses was compiled shortly afterwards as recommended87.   

 

3.1.2 Inpatients / corresponding staff member interviews 

Information about attitudes and perceptions of patients and ward staff regarding 

ESD and RITH, was examined by interviewing a convenience sample of ten 

inpatients and ten corresponding staff members directly involved in their care. 

Patients were recruited from the acute stroke unit and rehabilitation ward of a 

single SMAHS hospital. Patients were invited to participate if they were able to 

provide informed consent; were likely to be on the rehabilitation ward or acute 

stroke unit for longer than 1 week; were likely to return home; and required allied 

health input. Permission to recruit patients was gained from their treating 

consultants on the ward at the commencement of the study. Suitable patients were 

identified by the candidate in conjunction with the ward coordinator over a 7 week 

period in October and November 2010. The ward manager provided all suitable 

patients with an information sheet (see APPENDIX 2) and established whether 

they were willing to participate in the interview. The candidate approached all 

willing patients within 3 days of their verbal agreement to seek written, informed 

consent. The patient interviews were conducted whilst the patient was still an 

inpatient (within 3 days of written consent). Once a patient had provided written 

consent, a corresponding health professional (nurse, physiotherapist, occupational 
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therapist or speech pathologist) directly involved in their care, was also invited to 

be interviewed. The candidate selected staff members so that each professional 

group would be represented in the interview process and provided consenting 

staff members with an information sheet (see APPENDIX 2) after which written, 

informed consent was gained. The patient and their corresponding health 

professional were interviewed separately using a standard set of questions that 

considered their attitudes and beliefs about ‘leaving hospital sooner and having 

rehabilitation in their home’ (see APPENDIX 3). The structure and content of these 

standard questions was developed in accordance with the recommendations for 

constructing questionnaires based on TPB86. Interviewees were invited to provide 

any further comments about ESD or RITH in addition to the standard questions. 

Patient and staff interviews were tape recorded for ease of transcribing. The 

patient participants also completed a General Self Efficacy Scale (GSE) form88-90 to 

allow evaluation of the role that self efficacy may have had on their likelihood of 

agreeing to early supported discharge (see APPENDIX 4). The GSE scores were 

calculated for each inpatient and compared with their reported likelihood of 

leaving hospital sooner with RITH. 

 

The interview data were analysed in two groups: group one, rehabilitation 

consultant interviews; group two, inpatient and ward staff interviews. Interview 

transcripts were imported into the QSR NVivo software package91 to facilitate the 

management of the large amount of written text. Data analysis began with the 

candidate reading each interview transcript several times to start identifying 

patterns in the data92. The QSR NVivo software91 was firstly used to sort all 

responses to the individual questions into separate topics; and secondly to code 

the data. A process of analytic coding was completed by the candidate whereby the 

meanings of interviewee comments were considered in context and interpreted 

such that the ideas held by the respondents were clearly identified92. These ideas 

were labeled as themes within the QSR Nvivo software and the coded verbatim 

responses were tabled under these themes; electronic memo’s were utilised to link 

data and ideas93. The number of interviewees that shared similar ideas (themes) 

under each topic was counted. Paper copies of the coded data were reviewed to 

reconsider the coding (‘coding on’) as part of the analytical coding process92. The 

final coded data were reviewed and major themes were identified manually. 
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Consequently, the thematic analysis of the interview transcripts was conducted 

utilising a combination of manual and computer assisted methods, as utilised by 

other researchers93, 94.   

 

 

3.2 Cross sectional online survey 

The cross sectional online survey was developed based on the principles of TPB 

and utilising the information gained during the elicitation process. There were two 

groups within the target audience: allied health professionals who worked in a 

hospital within SMAHS with the potential to refer to the SMAHS RITH service 

(referrers) and allied health professionals who worked for the SMAHS RITH 

service (RITH staff members).  

 

The survey was piloted with allied health staff members of the Homelink (NMAHS 

RITH) service at Sir Charles Gairdner Hospital prior to SMAHS wide 

implementation of the survey. Ten Homelink staff members completed a paper-

based version of the survey; pilot respondents provided written feedback about 

content, wording and formatting of the questionnaire. Minor changes in wording 

and formatting were made in consultation with the research supervisor and a 

researcher with experience in this field.  The pilot study identified a number of 

questions that were not applicable to RITH staff; consequently two versions of the 

final survey were developed: one for referrers and another for RITH staff (see 

APPENDIX 5). 

 

The final surveys were formatted electronically with assistance from IS staff from 

the School of Surgery, Faculty of Medicine, Dentistry and Health Science at the 

University of Western Australia using SelectSurvey.NET (http://selectsurvey.net/). 

The survey link was sent to Departmental section heads at each hospital within 

SMAHS (refer to Table 3)  who had agreed to distribute the survey to their staff. 

The seven SMAHS hospitals included in the survey, accounted for 75% of all 

referrals to RITH in 2010/2011 (the remaining 25% referrals came from NMAHS 

hospitals)36. The survey link was sent to RITH staff members via the RITH Area 

Manager. Consent was assumed based upon the participant’s decision to complete 

and submit the electronic survey. Responses were emailed directly to a nominated 
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in-box in a de-identified format. A sample size of 80 has been suggested as the 

minimum acceptable to achieve a moderate effect size for TPB studies using 

multiple regression analyses85; consequently this study aimed for a sample size of 

100 to allow for  incomplete or unusable responses. 

 

Table 3 SMAHS Hospitals Participating in Cross Sectional Survey 

SMAHS: 
Received survey link 

NMAHS: 
Did not receive survey link 

Royal Perth Hospital  
Wellington Street Campus (RPH WSC)* 

Sir Charles Gairdner Hospital + 
(SCGH) 

Royal Perth Hospital 
Shenton Park Campus (RPH SPC)* 

Osborne Park Hospital (OPH) + 

Fremantle Hospital Health Service 
(FHHS)* 

Joondalup Health Campus (JHC) + 

Kaleeya Hospital * Swan District Hospital (SDH)* 
Rockingham General Hospital (RGH)*  
Bentley Health Service (BHS)*  
Armadale Health Service (AHS)*  
* In 2010/2011 serviced by RITH 
+In 2010/2011 serviced by Homelink 
 

The cross sectional survey elicited quantitative and qualitative data. Demographic 

data for respondents were collected, including profession, number of years since 

qualifying, work site and areas of current practice. The main body of the 

questionnaire for SMAHS hospital staff (referrers) contained 46 questions 

concerning behavioural beliefs, normative beliefs and control beliefs in accordance 

with the recommendations for TPB surveys86. The format of some of these 

questions deviated from that recommended such that statements required 

respondents to select a ‘strongly agree’, ‘agree’, ‘neither’, ‘disagree’ or ‘strongly 

disagree’; this was done to facilitate ease of responding (similar to that described 

by French et al95). The RITH staff questionnaire omitted the questions related to 

perceived control and direct subjective norm (DSN) because RITH staff members 

do not refer patients to RITH; as a result the main body of the RITH staff 

questionnaire had only 36 questions. Responses within the main body of the 

questionnaire utilised a 5 point Likert scale. Although a 7 point scale is 

recommended, a number of studies have utilised a 5 point Likert scale on TPB 

surveys95. Under the construct of the TPB, the responses on the five point Likert 

scale were ascribed a score. For the direct questions, the scores were used to 

calculate a mean response value on a scale of 1 to 5 for each construct; direct 
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behavioural beliefs (DBB), direct perceived behavioural control (DPBC) and DSN. 

The numerical values attributed to the indirect questions were used to calculate a 

sum total for indirect behavioural beliefs (IBB), indirect subjective norm beliefs 

(ISN) and indirect perceived behavioural control beliefs (IPBC). A measure of 

intention to refer was included for referrers. They were asked to state how many 

of the next 10 patients in their primary area of practice they would expect to refer 

to RITH. The survey also included a number of questions related to referral to, and 

utilisation of, RITH that required a ‘yes/no’ response, with an option to provide 

written comment. Respondents were also asked to rate an additional six 

statements related to EDHAH outcomes as ‘true’ or ‘false’ (see APPENDIX 5).  

 

3.2.1 Data analysis for the cross sectional online survey  

The numerical scores obtained for direct and indirect behavioural, normative and 

control beliefs were statistically analysed: distribution and frequency of responses 

were derived; correlation between the direct and indirect scores was calculated to 

consider internal consistency; simple regressions were completed to consider 

differences in scores between referrers and RITH staff; and multiple regressions 

were completed to consider the interaction effect between profession, site, time 

qualified and the ‘number expected to refer’ in the future.  

 

The survey responses which utilised a 5 point Likert Scale were analysed 

quantitatively and qualitatively.  The Fisher’s Exact Test (FET) was calculated for 

each question to identify possible associations between the respondent group (i.e. 

referrers or RITH staff) and the responses received. The qualitative analysis 

compared responses between referrers and RITH staff; and included a subgroup 

analysis of referrers according to primary area of specialty. There were seven 

primary specialty subgroups: neurology; rehabilitation; aged care; general surgical 

and cardiorespiratory; general medicine; orthopaedics; and ‘other’ specialties 

which were grouped together (emergency department, acute assessment unit 

(AAU), nephrology, paediatrics and mental health, haematology and oncology, 

trauma, management and leave cover). As numbers in each of these sub-categories 

were small, formal post hoc analyses were not undertaken and data were pooled. 
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For all statistical tests, a probability of p<0.05 was selected as the criterion 

representing a meaningful difference. Responses to the ‘Yes/No and comment’ 

questions related to RITH utilisation were collated and qualitatively analysed. 

 

3.3 FHHS RITH data audit        

Each RITH site maintains a database that routinely collects information related to 

every patient that receives RITH care. This database does not include referred 

patients that are not accepted to the RITH service. As a convenience sample, the 

2009 FHHS RITH database was selected for this audit. Service provision and 

casemix across RITH sites is generally comparable36.  

 

Patients with stroke or fractured NOF referred from FHHS were identified using 

the database field of ‘Diagnosis’. Patients with a diagnosis of ‘stroke’, ‘TIA’, 

‘subdural haemorrhage’, ‘CVA’, ‘MCA infarct’ or a title describing infarct of a brain 

region, were included in the stroke group for this audit. The SMAHS Performance 

Unit provided data concerning the total number of patients admitted to FHHS with 

a diagnosis of stroke or fractured NOF from the SMAHS TOPAS Datacube (which is 

a routine data collection tool for the Health Department of Western Australia). The 

total number of patients on the FHHS RITH database with a diagnosis of stroke or 

fractured NOF, who were referred from the FHHS, was identified. The total number 

of patients referred from FHHS and accepted to RITH, was divided by the total 

number of patients admitted to FHHS for each diagnosis to calculate a participation 

rate.  
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Chapter 4 - Results        
   
The main aim of this research was to explore the beliefs and attitudes held by 

health professionals and patients regarding early supported discharge; specifically 

related to a Perth based ESD service called Rehabilitation in the Home. 

 

The main focus of the study was a cross sectional online survey of potential 

referrers to RITH and allied health professionals working within RITH. Both online 

survey and audit methodologies were used to inform the research questions, from 

which qualitative and quantitative data were derived.  

 

There were 113 respondents to the online survey; 90 referrers and 23 RITH staff 

members. The principal finding from the survey indicated that both referrers and 

RITH staff held a moderately favourable attitude towards ESD and the RITH 

service. 

 

Qualitative data collected during the elicitation phase via interview with patients 

and their treating ward staff, as well with Consultants involved in rehabilitation, 

results from the cross sectional online surveys (quantitative and qualitative data) 

and findings from the FHHS RITH data audit are all reported below. The main 

findings have been summarised in Table 4.  

 

The primary responses to the survey have been thematically grouped to allow 

qualitative analysis of the survey findings, in addition to statistical analysis. Other 

findings arising from the surveys, not considered key to the discussion, are 

detailed within the Appendices to this thesis. 
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Table 4 Summary of the key findings arising from this thesis investigation 

Consultant 

Interviews 

• Safety and ability to cope at home were the main factors 

considered when referring to RITH 

• Some believed that RITH could not provide appropriate 

specialist skills and/or intensity of therapy for patients 

with a neurological diagnosis  

Patient & 

Staff 

Interviews 

• Patients and staff generally approved of early discharge 

with home-based rehabilitation 

• There was no indication that staff beliefs had a negative 

influence on patient views regarding participation in ESD 

Online 

Survey 

• Referrers and RITH respondents had a moderately 

favourable attitude towards ESD and RITH; RITH 

respondents held a more favourable view 

• One third of referrers did not agree that it was important to 

reduce inpatient LOS to increase inpatient bed capacity 

• There was significantly higher level of concern amongst 

referrers regarding the chance of patient re-presentation to 

hospital following early discharge 

• There was no clear opinion amongst referrers or RITH staff 

as to whether patients received the same intensity of 

therapy with home based rehabilitation as is provided in 

hospital 

• Some concern was expressed amongst referrers regarding 

RITH’s capability to provide specialist stroke care 

• One fifth of all respondents did not think that the RITH 

service provided acute care 

• One tenth of referrers and one fifth of RITH respondents 

did not believe that RITH was utilised as an ESD service 

 

4.1 Elicitation process 

4.1.1 Interviews with Consultants involved in rehabilitation 

In the first part of the elicitation process, nine Consultant doctors (a medical 

consultant, rehabilitationist and seven geriatricians involved in rehabilitation) 
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from seven of the eight Perth Metropolitan hospitals serviced by RITH, agreed to 

be interviewed. In 2010/2011, 81% of referrals received by the RITH service 

originated from these seven hospitals36. Consultants outlined the factors that they 

considered when deciding whether a patient was suitable to go home with RITH 

and at what stage of the patient journey suitability for RITH was considered (see 

APPENDIX 6 for a more detailed summary of findings from consultant interviews).  

 

Safety for the patient, their family and treating home visiting staff, coupled with an 

identified ability for the patient and their carer to cope at home, were the main 

factors considered with regards to patient suitability for RITH. Safety was 

considered in the context of physical function, cognition/insight and 

environmental safety. The absence of available and suitable home supports 

negated the possibility of a patient going home with RITH for most interviewees; if 

a patient was not independently functioning, the presence and availability of 

family and/or carers to assist was considered essential. The question of patient 

and carer consent to go home with RITH was not perceived as an issue by any of 

the consultants. However, views varied about the ability of RITH to manage 

patients with significant medical problems. Some consultants indicated that the 

RITH service could not provide appropriate specialist skills and/or intensity of 

therapy for patients with a neurological diagnosis such as stroke. Interviewees 

indicated that the timing of referral to RITH was dependent on a number of factors 

including: level of staff experience, the duration of RITH service intervention 

(linked with staff awareness of this), current inpatient rehabilitation waiting times 

and staff expectations. Consultants indicated that it was their decision, made in 

collaboration with the multidisciplinary team, to refer patients to RITH and that 

allied health professionals activated the written referral to the RITH service.  

 

4.1.2 Inpatients / corresponding staff member interviews 

In the second part of the elicitation process, ten inpatients and ten health 

professionals directly involved with their care were interviewed. Details of 

inpatient and staff responses can be found in APPENDIX7. Five patients were from 

an acute stroke unit (ASU) and five patients were from a rehabilitation unit (RU) 

based within one of the eight hospitals serviced by RITH. Patient details are 

summarised in Table 5: age ranged between 41 and 85 years; five of the patients 
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lived alone at the time of their hospital admission; nine of the ten patients were 

admitted to hospital with a diagnosis of stroke; and mobility level at time of 

interview ranged from hoist transfer to independently ambulant. 

 

Table 5 Details of interviewed patients 

 
* Already had a discharge plan in place at time of interview, to be discharged home with RITH 
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41  Right MCA 
Stroke 

72 
days 

Alone  Assist x2 
walking  

33 Extremely 
Likely  

60  Thalamic 
Haemorrhage 

30 
days 

With 
daughter 
family  

Hoist 
transfer  

40 Extremely 
Likely 

66  Basal Ganglia 
Haemorrhage 

28 
days 

With wife  Assist x2 
walking  

28 Likely  

68  Internal 
Capsule 
Infarct 

7 days 
Alone  Hoist 

transfer  
32 Extremely 

Likely 

71  Occipital Lobe 
& Thalamic 

Infarct 
5 days 

With wife  Independent 
walking  

35 Extremely 
Likely 

 76* Basal Ganglia 
Infarct 

61 
days 

With wife  Independent 
walking 
quad-stick  

39 Extremely 
Likely 

 79* External 
Capsule 
Infarct 

28 
days 

With wife  Assist x1 
walking   

36 Extremely 
Likely 

79  Lentiform 
Nucleus 
Infarct 

27 
days 

Planned 
move to 
daughters  

Assist x1 
transfer  

31 Unlikely  

 85* Lacunar 
Infarct 

21 
days 

Alone  Supervised 
walking   

35 Extremely 
Likely 

79 Fractured 
Neck of Femur 

11 
days 

Alone Independent 
walking 
frame 

40 Extremely 
Likely 
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The General Self Efficacy scale indicated a high level of self efficacy in 9 of the 10 

patients and a moderate level of self efficacy in the remaining patient (refer to 

transfer to independently ambulant. 

 

Table 5). Although the aim was to interview patients prior to the establishment of 

a discharge plan, three patients (all from the RU) had a discharge plan to go home 

with RITH at the time of interview. Eight of the ten patients were extremely likely 

to agree to home sooner with RITH. Most patients were extremely likely to agree to 

ESD regardless of age, living situation or mobility level. 

 

The group of ten health professionals interviewed included six nurses and four 

allied health professionals (participant details are summarised in Table 6). 

 

Table 6 Details of interviewed health professionals 

Profession  Time 

Qualified  

Time on Ward Agree to ESD?  

Registered Nurse  13 years  13 years  Likely  

Enrolled Nurse  7 years  2 years  Likely 

Enrolled Nurse *  2 years   2 years  Ext Likely  

Registered Nurse  1 year  2 years (1yr as EN)  Unsure  

Registered Nurse  8 months  3 months  Unsure  

Registered Nurse* 2.5 months 2.5 months Likely 

Physiotherapist *  36 years  20 years  Ext Likely  

Speech Pathologist  30 years  20 years  Ext Likely  

Physiotherapist *  3 years  2 years  Ext Likely  

Occupational 

Therapist  

9 months  1 week  Likely  

* Already had a discharge plan in place at time of interview: were to be discharged home with RITH 
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There was a wide range of experience amongst staff interviewees; time qualified 

ranged from 2.5 months to 36 years and time spent based in the RU or ASU ranged 

from 2.5 months to 20 years. Eight of the health professionals stated that it was 

either ‘likely’ or ‘extremely likely’ that their patient would leave hospital sooner to 

go home with RITH. The two staff members who were ‘unsure’ were new graduate 

nurses caring for patients with a low level of mobility (hoist transfer and walking 

with assistance of 2) at the time of interview. 

 

Patients and staff alike reported a greater number of positives than negatives 

associated with leaving the hospital sooner to go home with RITH (refer to Figure 

4). In a broad sense, patients and staff had similar views concerning the 

advantages and disadvantages of leaving the hospital sooner to go home with 

RITH. Patient and staff interviewees agreed that being at home in familiar 

surroundings and closer to family and friends was an advantage. Staff generally 

considered home would bring a higher level of comfort and allow for context 

specific rehabilitation. Patients described benefits to their well being from being in 

their own home, as well as an improved level of comfort, both of which would help 

their rehabilitation. Four patients discussed how being at home would be better 

for them mentally and emotionally, however no staff members reported 

considering this. Three patients mentioned the benefit of ‘freeing up’ a hospital bed 

while only one staff member did so. Staff described a number of disadvantages that 

their patient could encounter if they were to leave hospital sooner with RITH. 

These included a reduced intensity of rehabilitation compared with hospital; 

possible readmission to hospital due to recurrence of illness; an unsuitable home 

environment that would make life difficult at home; and a reduced level of 

confidence away from the supportive hospital environment. Most patients 

considered that the reduced level of support from health care professionals once 

home would be the main disadvantage. Additionally, two patients thought they 

could feel lonely once home and another two worried about the burden of care on 

their family. Patients did not think they would dislike going home sooner with 

rehabilitation in the home. 
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Figure 4 Total number of positive and negative statements made by patients 
and staff regarding leaving hospital sooner to receive hospital in the home 
 
 
All patients and staff considered that people would generally approve of them 

going home with RITH and that hospital staff wouldn’t send them home until ‘they 

were ready’. However, three patients stated that their physiotherapist would 

disapprove if they were to go home ‘too early’ and would likely recommend a 

longer period of inpatient rehabilitation; two patients reported they had a 

concerned family member, although the family member’s concerns were unlikely 

to affect the patient’s decision making; and three other patients stated it was ‘too 

early to know’ which people would approve or disapprove of an earlier discharge 

home. 

 

When asked about barriers and enablers, staff and patients agreed that the 

presence of family support would make it easier to go home with RITH. Level of 

patient mobility in the context of activities of daily living and safety was discussed 

by both patients and staff but opinion about the level of mobility required for 

discharge home with RITH varied. All patients stated they would need to be 

ambulant before going home, but for some this meant walking a few steps with 

minimal assistance while others wanted to be ‘completely independent’. Staff 

opinion about the level of mobility required for discharge with RITH similarly 

varied according to the patient and their individual situation. Five staff members 

reported that a home environment assessment would need to be completed before 
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the patient could go home. Patients who had encountered complications during 

their inpatient stay (including falls, infection, catheterisation and recurrence of 

stroke) reported these as potential barriers to discharge with RITH, as did their 

treating health professional.  

 

The level of agreement between each patient and their treating health professional 

regarding the likelihood of them leaving hospital sooner and having rehabilitation 

in the home varied (refer to Table 7).  Exact agreement occurred between the 

patient and their treating staff member in four instances, however three of the four 

matching pairs were those who already had a discharge plan to go home with 

RITH. Of the seven pairs that did not have a discharge plan, six pairs did not have 

exact agreement:  three pairs agreed in the affirmative but did not agree with the 

same level of certainty; and three pairs did not agree at all. Two of the instances 

where no agreement occurred involved newly graduated nurses (who were 

‘unsure’) and patients who had previously lived alone and had a low level of 

mobility at the time of the interview. The third instance of no agreement involved a 

patient whose ‘unlikely’ response was incongruent with the rest of the interview 

responses. 

 

The eventual discharge outcome for all patients, except one who lived in a rural 

location, was discharge home with the RITH service. The three patients with an 

existing discharge plan to go home with RITH at the time of interview went home 

within 6 days of completing the interview.  Of the seven patients that did not have 

a discharge plan at the time of interview, the five that were able to mobilise went 

home within one month of the interview and the two people who were hoist 

transfers went home 2 months and 6 months respectively after their interview.  

  



 47 

 

Table 7 Comparison of patient and health professional agreement to RITH 

Living 

Situation 
Mobility 

Patient 

Agreement 
Staff Agreement 

Spouse  Indep Quad-stick *  Extremely Likely Extremely Likely 

Spouse  Assist x1 *  Extremely Likely Extremely Likely 

Alone  Supervision *  Extremely Likely Extremely Likely 

Spouse  Assist x2  Likely  Likely 

Daughter  Hoist  Extremely Likely Likely 

Spouse  Indep  Extremely Likely Likely 

Alone Independent 

walking frame 

Extremely Likely Likely 

Alone  Assist x2  Extremely Likely Unsure  

Alone  Hoist # Extremely Likely Unsure  

Daughter  Transfer x1  Unlikely  Extremely Likely 

* Already had a discharge plan in place at time of interview: were to be discharged home with RITH 

# Resided in a rural location and did not go home with RITH 

 

Staff and patients had a generally positive view of leaving the hospital sooner to 

receive rehabilitation at home. Patients were only willing to return home once they 

were ambulant in some capacity and this depended on each individual’s situation 

and expectations. Staff supported patients in this assertion. Most patients were 

extremely likely to agree to go home sooner with RITH because of the increased 

comfort, freedom and normality they associated with going home. Although staff 

had a positive opinion regarding leaving hospital sooner to go home with RITH, 

their views about the benefits of RITH were less certain. Patients and their treating 

staff member reported similar considerations regarding the idea of leaving 

hospital sooner to go home with RITH; although there were distinct differences in 

point of view. However, there was little indication from these data that staff had a 

negative influence on patient views regarding participation in ESD. 
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4.2 Cross sectional online survey 

4.2.1 Respondents 

A total of 113 respondents returned completed surveys: 90 referrers and 23 RITH 

staff members. There was a broad representation of professions and hospital sites 

amongst the respondents. Although, the RITH group (n=23) appears small 

compared with the referrer group (n=90), this level of response indicates that 

greater than 50% of RITH allied health staff participated. Summaries of 

distribution of employment for the online survey respondents are provided in 

Table 8 and Table 9.  

 

Table 8 Cross sectional survey respondents’ employment distribution 

Respondents Profession Site % 

  Royal Perth Hospital    
 Physiotherapist 14   
 Occupational Therapist 9   
 Other Allied Health Professional 13   

Subtotal  36 41% 

  Fremantle Hospital Health Service    
 Physiotherapist 9   
 Occupational Therapist 7   
 Other Allied Health Professional 13   

Subtotal  29 32% 

  Other health service    
 Physiotherapist 15   
 Occupational Therapist 2   
 Other Allied Health Professional 8   

Subtotal  25 27% 
Subtotal SMAHS Respondents 90 100% 

  RITH    
 Physiotherapist 8   
 Occupational Therapist 7   
 Other Allied Health Professional 8   

Subtotal RITH Respondents 23 100% 

Total 123  
‘Other Allied Health Professional’ included social worker, dietician and speech pathologist 
‘Other Site’ includes Armadale Health Service Bentley Health Service & Rockingham Regional Hospital  

 

 

The main treating specialties were well represented amongst referrer respondents 

(refer to Table 9), with a broad range of experience; time qualified ranged from 

recently graduated to up to 40 years, with an average of 10 years since 

qualification.  
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Table 9 SMAHS respondents’ distribution according to primary specialty area 

Primary Specialty 
Area Profession  Site  

Aged Care Physiotherapist 5 FHHS 2 

 Occupational Therapist 5 RPH 4 

  
Other Allied Health 
Professional 4 

Other 
Site 8 

Subtotal  14  14 

Rehabilitation Physiotherapist 7 FHHS 4 
  Occupational Therapist 2 RPH 7 

 
Other Allied Health 
Professional 9 

Other 
Site 7 

Subtotal  18  18 

Orthopaedics Physiotherapist 6 FHHS 5 

 Occupational Therapist 2 RPH 2 

 
Other Allied Health 
Professional 0 

Other 
Site 1 

Subtotal  8  8 

General Surgical & 
Cardiorespiratory 

Physiotherapist 7 FHHS 3 
Occupational Therapist 2 RPH 5 

 
Other Allied Health 
Professional 1 

Other 
Site 2 

Subtotal  10  10 

Other Specialties * Physiotherapist 1 FHHS 6 
 Occupational Therapist 4 RPH 5 

  
Other Allied Health 
Professional 7 

Other 
Site 1 

Subtotal  12  12 

Neurology Physiotherapist 8 FHHS 5 
 Occupational Therapist 1 RPH 10 

 
Other Allied Health 
Professional 6 

Other 
Site 0 

Subtotal  15  15 

General Medicine Physiotherapist 4 FHHS 4 
 Occupational Therapist 2 RPH 3 

  
Other Allied Health 
Professional 7 

Other 
Site 6 

Subtotal  13  13 
 ‘Other Allied Health Professional’ included social worker, dietician & speech pathologist 
‘Other Site’ includes Armadale Health Service Bentley Health Service & Rockingham Regional Hospital  
* Includes emergency department, nephrology, paediatrics and mental health, haematology and 
oncology, trauma, AAU, management and leave covers. 

 

4.2.2 Survey responses  

The majority of referrers and RITH staff had a favourable opinion regarding 

outcomes for EDHAH as indicated by responses to the ‘True or false’ questions in 
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the survey (refer to Table 10). However, there was a consistently higher favourable 

response rate from RITH respondents compared with the referrer group. 

 
Table 10 Responses to ‘True or false?’ questions regarding EDHAH outcomes 

QUESTION 
TRUE FALSE No Response 

Referrer RITH Referrer RITH Referrer RITH 

EDHAH services  result 
in reduced hospital 
length of stay 
regardless of patient 
diagnosis                                   

64% 75% 36% 
 

21% 
 

0% 4% 

Patient satisfaction is 
comparable between 
hospital services and 
EDHAH services                                       

67% 
 

88% 
 

31% 12% 2% 0% 

Patients who utilize 
EDHAH services are 
less likely to get an 
infection than patients 
who receive usual 
hospital care                     

78% 
 

88% 
 

20% 
 

8% 
 

2% 4% 

Patients who receive 
EDHAH regain 
functional mobility at a 
faster rate in the first 3 
months than patients 
who receive usual 
hospital care                                    

69% 
 

92% 
 

28% 
 

0% 
 

3% 8% 

The cost of providing 
hospital based care is 
higher than the cost of 
providing EDHAH      

94% 
 

96% 
 

3% 
 

0% 
 

3% 4% 

Regardless of diagnosis, 
patients who receive 
EDHAH have a higher 
level of independence 
in the long term when 
compared to equivalent 
patients who receive 
usual hospital care 
                      

66% 
 

75% 
 

31% 
 

17% 
 

3% 8% 

 
Ninety four percent of the referrer group had previously utilised the RITH service. 

Referrers generally reported a good level of satisfaction with the RITH service 

(refer to Table 11): 72% were ‘very satisfied’ or ‘somewhat satisfied’; however 

20% were unsure or did not provide a response. Only 5 respondents (6%) were 

‘somewhat dissatisfied’ (3 of whom worked in neurology). 
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Table 11 SMAHS respondents’ level of satisfaction with RITH 

Primary Specialty 

Area 

Very/Somewh

at Satisfied 

Somewhat 

Dissatisfied 

Don't 

Know/No 

Response 

Aged Care 9 0 5 

Rehabilitation 16 0 2 

Orthopaedics 5 1 2 

General Surgical & 

Cardiorespiratory 
7 0 3 

Other Specialty 8 0 4 

Neurology 11 3 1 

General Medicine 9 1 3 

Total 65 (72%) 5 (6%) 20 (22%) 

 

TPB scores 

In relation to this survey, behavioural beliefs represent the attitudes towards 

utilising/referring to RITH; perceived behavioural control reflects the extent to 

which a person feels able to refer to RITH; and subjective norm is the respondent’s 

perception of the social pressure to either refer or not refer to RITH (see Table 12). 

The measure of intention is a proxy measure of behaviour and in this case, 

represents the intention to refer to RITH. Responses coded as ‘direct scores’ 

utilised general questions that measure overall attitudes or perceptions, while 

‘indirect scores’ were responses to specific questions related to topics highlighted 

during the elicitation process. Scores for direct and indirect behavioural beliefs, 

perceived behavioural control and subjective norm, as well as values for ‘Intention 

to refer’ are reported in Table 13. The Shapiro-Wilk test for normality indicated 

that scores did not significantly depart from a normal distribution. 
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Table 12 Description of abbreviations for TPB attributes 

 
Abbreviation 

 

 
TPB Attribute 
 

 
Question type... 
 

 
Questions 
about... 
 

DBB 
Direct Behavioural 
Beliefs 

General overall 
attitudes Attitudes of the 

respondent 
towards referring 
to RITH 

IBB 
Indirect 
Behavioural Beliefs 

Attitudes towards 
specific ESD and 
RITH-related 
topics 

DPBC 
Direct Perceived 
Behavioural 
Control 

Overall confidence 
in ability to refer 
 

The extent to 
which the 
respondent felt 
able to refer a 
patient to RITH 

IPBC 
Indirect Perceived 
Behavioural 
Control 

Specific barriers 
or enablers for 
referral to RITH 

DSN 
Direct Subjective 
Norm 

Overall level of 
social pressure 
 

The perceived 
level of social 
pressure to either 
refer or not refer  
to RITH 

ISN 
Indirect Subjective 
Norm 

Social pressure 
from specific 
groups of people 

 

Scores for DBB and IBB were similar between the referrer and the RITH staff 

groups; IBB scores indicated a moderately positive attitude towards RITH for both 

respondent groups (referrers scored 56 out of a possible maximum of 110 and 

RITH staff 62/110). The average DPBC and DSN scores (3.67 and 3 respectively, 

out of a possible 5) indicated that referrers as a group were uncertain about how 

much control they had over the decision to refer to RITH and there was neither 

social pressure to refer, or not to refer, to RITH. The IPBC and ISN scores varied 

widely, reflecting a wide variation in individuals’ responses to these questions. On 

average, referrers indicated they were likely to refer only two (range 0-9) out of 

the next ten patients from their primary treating specialty to RITH.  

 

  



 53 

Table 13 TPB scores 

Score Type 
(score range) 

Respondent 
group 

Average Minimum Maximum 

DBB Referrers 4 2.75 5 

(0  to 5) RITH 4.5 3.75 5 

IBB Referrers 56 15 101 

 (-110 to 110) RITH 62 15 104 

DPBC Referrers 3.67 2.33 4.67 

(0  to 5) RITH N/A N/A N/A 

IPBC Referrers 2 -10 14 

(-30 to 30) RITH N/A N/A N/A 

DSN Referrers 3 1.67 4.67 

(0  to 5) RITH N/A N/A N/A 

ISN Referrers 7 -12 20 

 (-30 to 30) RITH 13 2 24 

Intention to 
refer (0 – 10) 

Referrers 
RITH 

2 
N/A 

0 
N/A 

9 
N/A 

DBB (Direct Behavioural Beliefs); IBB (Indirect Behavioural Beliefs); DPBC (Direct Perceived 
Behavioural Control); IPBC (Indirect Perceived Behavioural Control); DSN (Direct Subjective Norm; 
ISN (Indirect Subjective Norm) 

 

Significant correlations were found between the DBB and IBB scores for both 

respondent groups (refer to Table 14). This indicates that the indirect behavioural 

belief questions are likely to reflect respondents’ behavioural beliefs (i.e. attitudes 

towards referral to RITH). There was moderate correlation for the referrer group 

(rho=0.51, p<0.0001) and strong correlation for the RITH respondent group 

(rho=0.72, p<0.0001). There was no significant correlation between the direct and 

indirect scores for PBC or SN in the referrer group (refer to Table 14). The poor 

correlation for PBC and SN may indicate that the IPBC and ISN questions were 

poorly constructed or did not adequately cover the breadth of the measured 

construct (i.e. PBC or SN). 

 

Simple regression analyses found a significant difference between the referrer 

group and the RITH staff group for the DBB score but not the IBB score. RITH 

respondents had a slightly more favourable attitude towards RITH than referrers. 

There was no significant difference between groups for the IBB score. Additional 

differences were found when considering interactions between ‘intention to refer’, 

‘site’ and ‘profession’ for each of the TPB scores. Although these differences were 
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statistically significant they are unlikely to represent any real influence of 

discipline or service on referral trends (refer to APPENDIX 8 for further details). 

 

Table 14 Correlation between direct and indirect TPB scores 

Referrers 
DBB & IBB rho = 0.51 (p = 0.0001) 

Moderate 

Correlation 

 DPBC & IPBC rho = 0.17 (p = 0.11) No Correlation 

 DSN & ISN rho = 0.11 (p = 0.29) No Correlation 

RITH DBB & IBB rho = 0.72 (p = 0.0001) Strong Correlation 

DBB (Direct Behavioural Beliefs); IBB (Indirect Behavioural Beliefs); DPBC (Direct Perceived 
Behavioural Control); IPBC (Indirect Perceived Behavioural Control); DSN (Direct Subjective Norm; 
ISN (Indirect Subjective Norm) 

 

The response rates from the direct and indirect questions regarding behavioural 

beliefs, perceived behavioural control and subjective norm are elaborated in 

APPENDIX 9. In the following section, the results concerning the direct questions 

have been reported under the following headings:  

• Direct behavioural beliefs (n=4 questions),  

• Direct perceived behavioural control (n=3) and  

• Direct subjective norm (n=3).  

 

Whereas, the responses to questions concerning the indirect beliefs have been 

grouped under the following headings: 

• Potential benefits and disadvantages of home based rehabilitation 

and ESD (n=13),  

• RITH service capability (n=6), 

• Eligibility: barriers and enablers (n=10), and  

• Approval of RITH (n=6). 

The response data were also grouped according to primary treating specialty (see 

APPENDIX 10), but in most cases the numbers for any given response were too 

small to support any definite conclusions. The responses to the ‘Yes/No and 

comment’ questions about RITH utilisation are reported together at the end of this 

section. 
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Direct measures 

Direct behavioural beliefs  

The majority of referrers and RITH staff rated RITH as ‘very beneficial’ or 

‘beneficial’ (99% and 100% respectively) and ‘very good’ or ‘good’ (94% and 100% 

respectively). However, RITH staff were significantly more likely to consider RITH 

to be ‘very beneficial’ (47% referrers; 83% RITH staff, FET p<0.007) and very good 

(43% referrers; 78% RITH staff, FET p<0.014). Only, half (52%) of the referrer 

group considered referring to RITH was ‘very easy’ or ‘easy’ compared with 78% of 

RITH staff. One third of referrers and one fifth of the RITH staff group rated 

referring a patient to RITH as neither easy nor difficult. Referring a patient to RITH 

was considered very difficult/difficult by 11% of referrers. The majority of 

referrers and RITH staff (88% and 100% respectively) rated referring to RITH as 

‘very effective’ or ‘effective’. RITH staff members were significantly more likely to 

consider RITH to be ‘very effective’ (11% referrers; 52% RITH staff, FET 

p<0.0001). 

 Direct subjective norm 

(Only referrers responded to these questions.) 

Seventy one percent of referrers agreed that they were expected to refer to RITH; 

however only 7% of referrers agreed they were under social pressure to refer. 

Responses to the statement, “Most people who are important to me think I should 

refer to RITH” were mixed; 30% agreed; 7% disagreed; and 63% provided a 

‘neither’ response.   

 Direct perceived behavioural control    

(Only referrers responded to these questions.) 

Most referrers were confident that they could refer to RITH (82%) and had control 

over the decision to refer (83%). However, 51% of referrers indicated that the 

decision to refer to RITH was not entirely theirs to make. 

 

 Indirect measures 

 Potential benefits and disadvantages of home-based rehabilitation and ESD 

Respondents clearly agreed that ESD services free up beds for people who need 

them more; 96% of RITH staff and 96% of referrers. Although 67% of referrers 

considered it important to reduce inpatient LOS to increase inpatient bed capacity, 
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referrer opinion differed significantly from that of RITH respondents. Referrers 

were more likely to provide a ‘neither’ response (21% referrers; 0% RITH, FET 

p<0.002) or ‘disagree’ (11% referrers; 4% RITH, FET p<0.002) and RITH staff 

members were significantly more likely to ‘strongly agree’ (12% referrers; 44% 

RITH, FET p<0.002) that it was important to reduce inpatient LOS to increase 

inpatient bed capacity. 

 

The majority of RITH respondents (78%) agreed that patients receive extra 

support from family and friends once they return home, while only 50% of hospital 

staff agreed with this statement. RITH staff members were significantly more likely 

to ‘strongly agree’ (referrers 7%; RITH 26%, FET p<0.029) and referrers were 

more likely to provide a ‘neither’ response (referrers 40%; RITH 22%, FET 

p<0.029). Both respondent groups generally agreed that additional support 

provided by family and friends at home was beneficial (referrers 93%; RITH 91%).  

 

Most referrers and RITH staff (91% and 100% respectively) agreed that RITH 

provided environmentally specific rehabilitation that could not be provided in 

hospital. Ninety six percent of RITH staff agreed that home based environmentally 

specific rehabilitation provides better outcomes than hospital based rehabilitation 

alone while only 68% of hospital staff agreed with this; RITH staff were 

significantly more likely to ‘strongly agree’ (referrers 12%; RITH 70%, FET 

p<0.0001) and referrers were significantly more likely to ‘disagree’ (referrers 

11%; RITH 0%, FET p<0.0001) or provide a ‘neither’ response (referrers 19%; 

RITH 4%, FET p<0.0001).  

 

The majority of all respondents (referrers 88%; RITH staff 100%) agreed that 

patients feel more comfortable in their own home. The majority of respondents 

(referrers 91%; RITH staff 100%) also agreed that the increased level of comfort 

people feel at home is beneficial for rehabilitation; however RITH respondents 

were significantly more like to ‘strongly agree’ (referrers 24%; RITH 65%, FET 

p<0.004). RITH respondents were significantly more likely to ‘strongly disagree’ 

with the statement, “Patients have a higher level of motivation in hospital, 

compared with home” (referrers 4%; RITH 39%, FET p<0.000); over one third of 

referrers indicated some uncertainty (’neither’ response: referrers 37%; RITH 9%, 
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FET p<0.000). The majority of all respondents agreed that high levels of 

motivation result in better outcomes for patients (referrers 98%; RITH 100%). 

 

One hundred percent of RITH respondents, compared with 71% of referrers, 

disagreed with the statement, “Patients are less active at home than in hospital”. 

RITH respondents were significantly more likely to ‘strongly disagree’ that patients 

were more active in hospital (referrers 14%; RITH 61%, FET p<0.000) and 

referrers were significantly more likely to provide a ‘neither’ response (referrers 

57%; RITH 39%, FET p<0.000) or ‘agree’ that patients were more active in hospital 

(referrers 26%; RITH 0%, FET p<0.000). The majority of all respondents (referrers 

98%; RITH staff 100%) agreed that when patients are more active they have better 

functional outcomes.  

 

There was a significantly higher level of concern amongst referrers regarding the 

chance of patient re-presentation to hospital following early discharge; 64% of 

referrers either ‘agreed’ or ‘strongly agreed’ that if patients were discharged from 

hospital ‘too early’ from hospital they would re-present to hospital, compared with 

22% of RITH respondents (FET p<0.000). RITH respondents were significantly 

more likely to either ‘disagree’ (referrers 13%; RITH 39%, FET p<0.000) or 

strongly disagree (referrers 0%; RITH 13%, FET p<0.000) with this statement. 

 

RITH service capability  

There was no clear opinion amongst referrers or RITH staff as to whether patients 

received the same intensity of therapy with home based rehabilitation as is 

provided in hospital. However, referrers were significantly more likely to ‘agree’ 

(referrers 53%; RITH 31%, FET p<0.027) that therapy intensity must be 

equivalent to that provided in hospital for ESD to be beneficial, while RITH staff 

were more likely to disagree (referrers 19%; RITH 39%, FET p<0.027).  

 

The majority of referrers and RITH staff agreed that RITH could provide specialist 

therapist input for people who require rehabilitation (83% and 91% respectively) 

and that specialist input was ‘extremely desirable’ or ‘desirable’ (98% and 91% 

respectively). However, difference of opinion between respondent groups became 

evident when considering whether RITH could provide appropriate specialist 
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input for people with stroke. Although the majority of both groups agreed that 

RITH could provide specialist stroke input (referrers 70% and RITH staff 91%), 

RITH staff were significantly more likely to ‘strongly agree’ (referrers 16%; RITH 

43%, FET p<0.052) and referrers were more likely to ‘disagree’ (referrers 9%; 

RITH 0%, FET p<0.052) or provide a ‘neither’ response (referrers 18%; RITH 9%, 

FET p<0.052). The majority of all respondents agreed that it was important for 

patients with stroke to receive specialist therapist input throughout their 

rehabilitation (referrers 97% and RITH 79%) however referrers were significantly 

more likely to ‘strongly agree’ (referrers 51%; RITH 35%, FET p<0.004) while 

RITH respondents were significantly more likely to ‘disagree’ (referrers 0%; RITH 

17%, FET p<0.004).  

 Eligibility: barriers & enablers 

Thirty percent of referrers compared with 65% of RITH respondents indicated that 

patients often had a willing and capable carer at home (‘often’ response: referrers 

30%; RITH 56%, FET p<0.002).  The remaining 35% of RITH respondents were 

‘unsure’, as were 50% of referrers. Twenty percent of referrers indicated that 

patients rarely had a willing and capable carer at home (‘rarely’ response: 

referrers 18%; RITH 0%, FET p<0.002).  Most referrers (77%) indicated that they 

were likely to refer a patient to RITH if they had a capable and willing carer at 

home.  

 

The majority of RITH staff (70%) believed that patients received an appropriate 

level of formal support when returning home with RITH while only 53% of 

referrers agreed (34% of referrers provided a ‘neither’ response). All respondents 

agreed that it was beneficial for patients to receive the right amount of formal 

support. 

 

The majority of referrers (59%) and RITH staff (74%) indicated that patient 

mobility was ‘very often’ or ‘often’ reduced after a hospital admission. There was 

some uncertainty amongst both respondent groups regarding patient mobility 

after hospital admission with 22% of respondents in both groups providing an 

‘unsure’ response. Nineteen percent of referrers indicated that patients ‘very 

rarely’ or ‘rarely’ had reduced mobility after hospital admission compared with 4% 
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of RITH staff members. Opinion was divided amongst referrers regarding the effect 

of patient mobility level on the decision to refer to RITH. 

 

Eighty three percent of RITH staff thought that patients required home 

modifications or equipment provision ‘very often’ or ‘often’ while only 53% of 

referrers did so; a greater number of referrers were uncertain (‘unsure’ response: 

referrers 38%; RITH 13%). This difference in opinion between referrers and RITH 

staff approached significance (FET p<0.062). Only a minority of referrers and RITH 

staff (9% and 4% respectively) believed that patients rarely required home 

modifications or equipment prior to discharge with RITH. When asked whether 

home modifications and/or equipment provision needed to be completed before 

referral to RITH, responses from both groups varied widely with no clear direction 

of opinion evident. 

 

In both respondent groups there was no clear opinion regarding concerns about 

carer stress: 47% of referrers and 39% of RITH respondents did not worry about 

carer stress while 18% of referrers and 48% of RITH staff did (FET p<0.016); 

referrers were more likely to provide a ‘neither’ response (referrers 35%; RITH 

13%, FET p<0.016). Ninety one percent of referrers and 70% of RITH respondents 

agreed that they would “...recommend a longer inpatient stay if high levels of carer 

stress were likely”; however referrers were significantly more likely to ‘agree’ with 

this statement (referrers 57%; RITH 39%, FET p<0.046) and RITH staff were more 

likely to ‘disagree’ (referrers 9%; RITH  31%, FET p<0.046).    

 Approval of RITH 

The majority of all respondents (referrers 74% and RITH 87%) agreed that 

patients often approved of leaving the hospital sooner to receive RITH, although 

referrers were significantly more likely to be ‘unsure’ (referrers 24%; RITH 9%, 

FET p<0.003) and RITH staff were more likely to be certain (‘very often’ response: 

referrers 7%; RITH 35%, FET p<0.003). The majority of referrers and RITH 

respondents (59% and 74% respectively) agreed that, “Doing what a patient 

thought they should do” was important to them; however 29% of referrers and 

17% of RITH respondents neither agreed nor disagreed with this statement.  

Overall, respondents indicated that patient opinion was valued and most patients 
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approved of going home with RITH, indicating a likely positive influence of patient 

opinion on referral to RITH. 

 

There was no clear opinion amongst referrers regarding the frequency with which 

a patient’s family and friends disapproved of them leaving hospital sooner to 

receive RITH, but referrers were significantly more likely to indicate that 

disapproval occurred ‘often’ (referrers 20%; RITH 4%, FET p<0.002) or to express 

some uncertainty (‘unsure’ response: referrers 35%; RITH 13%, FET p<0.002). 

Eighty three percent of RITH respondents indicated that patient’s family and 

friends ‘very rarely’ or ‘rarely’ disapproved of patients going home with RITH 

compared with 45% of referrers. The responses to, “Doing what a patient’s family 

and friends think I should do is important to me” were mixed; 42% of referrers and 

57% of RITH staff thought it was important to take their views into account while 

another 45% of referrers and 30% of RITH staff neither agreed or disagreed with 

the statement. It would appear that the effect of the opinions held by patients’ 

family and friends about referral to RITH is unclear. 

 

Sixty three percent of referrers and 74% of RITH staff agreed that, “Doing what the 

team they worked with thought they should do” was important to them. The 

majority of all respondents (referrers 80% and RITH 83%) also indicated that the 

team they worked with ‘very rarely’ or ‘rarely’ disapproved of patients leaving 

hospital sooner with RITH. This indicates there is minimal negative influence from 

referrers’ working team on the decision to refer to RITH.  

 

RITH Utilization: ‘Yes/No and comment’ questions 

One fifth of all respondents (3% RITH staff; 19% referrers) disagreed with the 

EDHAH definition provided by RITH management to describe the RITH service. 

The respondents that disagreed represented all disciplines and work sites; a 

greater proportion of referrers compared with RITH staff disagreed (24% of 

referrers versus 12.5% of RITH staff). Nineteen of the 24 ‘no’ respondents 

indicated that they did not think RITH provided acute care (refer to Box 1).  
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Box 1 Does the RITH service fit with the EDHAH definition? 
 “RITH is an “Early discharge hospital at home’ service providing a combination of 
acute care & rehabilitation that would otherwise be provided in an inpatient setting.” 
 

All respondents were asked whether RITH was used as an ESD service; the 

majority of all staff agreed that RITH was utilised as an ESD service. Ninety percent 

of referrers (4 ‘No’ respondents were excluded as they were not currently able to 

refer to RITH because they were not working in an inpatient setting) agreed that 

RITH was utilised as an ESD service. There were nine ‘No’ respondents amongst 

the referrer group (representative of all disciplines and work sites): three did not 

provide an explanatory comment; three had disagreed with the EDHAH definition 

initially thus providing explanation; and the remaining three provided varied 

comments (see Box 2). Twenty one percent of RITH staff disagreed; these ‘No’ 

respondents commented that patients were not referred early enough and existing 

barriers between services contributed to this (see Box 2). 

 

 

 

 

 

 

 

 

 

 

 
 
 
Box 2 Do you utilise RITH as an ESD service? 
 

Comments from ‘No' respondents: 
“Many patients can be at a very high level before they come to RITH; could be 
seen quicker.”            Physiotherapist – RITH 
 
“There are many complex reasons for this including barriers to and from the 
service from staff, services and culture of care.”        Physiotherapist – RITH 
 
“Not to its full capacity; the referrers and hospital staff are unsure of what level of 
function we can manage in the home.”       Other Discipline – RITH 
 
“RITH is a fantastic service however they are often a difficult service to refer to; 
the intensity is never the same as the inpatient setting.” ’    
            Occupational Therapist – General Medicine 
 
“Patient needs to be ready for RITH. Early discharge is not the sole determiner.”   

Other Discipline - Rehabilitation 

Comments from ‘No' respondents: 

“I do not perceive the RITH service to provide acute care – hence the rehab 
component of their title.”           
Physiotherapist - Orthopaedics 
 

“Not acute care i.e. that which requires specialist nursing or medical 
assessment, intervention or monitoring.”         Other Discipline - General Medicine  
 
“Acute patients need to be inpatients.”         Physiotherapist - Neurology 
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A number of survey respondents provided additional comments at the end of the 

survey. A summary of these comments can be found in APPENDIX 11. 

 

4.3 FHHS RITH data audit 

In 2009 FHHS RITH admitted 1321 patients to their service; including 175 patients 

with a diagnosis of stroke and 101 patients with a diagnosis of fractured NOF. The 

LOS prior to referral to RITH had a large amount of variation for both patient 

groups. The average FHHS inpatient LOS prior to referral to FHHS RITH was 19 

days for fractured NOF and 28 days for stroke. 

 
A total of 359 patients were admitted to FHHS in 2009 with a diagnosis of 

fractured NOF and 91 patients with a diagnosis of fractured NOF were referred to 

RITH from FHHS during this period. This represents a RITH participation rate of 

25% for FHHS patients with a diagnosis of a fractured NOF. 

 

A total of 525 patients were admitted to FHHS in 2009 with a diagnosis of stroke 

and 116 patients with a diagnosis of stroke were referred to RITH from FHHS 

during this period. This represents a RITH participation rate of 22% for all FHHS 

patients with a diagnosis of stroke. 

 

4.4 Summary of main findings 

Consultants and referrers reported that the decision to refer to RITH was 

considered by a team of hospital staff members and that the treating hospital team 

generally approved of referral to the RITH service. The responses received from 

the interviewed SMAHS Consultants and hospital treating staff members gave 

some suggestion that timing of referral to the RITH service was related to the level 

of experience and awareness staff had with regards to RITH which, in part, was 

related to whether or not the RITH service was co-located onsite with the referring 

hospital. Referrers also indicated that the process of referring to the RI`TH service 

could be difficult.  

 

On average, referrers and RITH staff had a moderately favourable attitude towards 

ESD and the RITH service. The majority of patients and hospital staff, including 

referrers and treating specialists, generally understood and appreciated the 
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advantages ascribed to early supported discharge and rehabilitation in the home 

including reduced inpatient LOS and improved levels of patient comfort once 

home. However, views varied with regards to some of the factors upon which the 

decision to refer to RITH rests. Rehabilitation Consultants within SMAHS held a 

variety of views regarding the ability of the RITH service to manage patients with 

significant medical problems and those working within specialist neurological 

services reported that RITH did not have the resources to provide an appropriate 

intensity of therapy and/or specialist skills for patients with neurological 

conditions. Referrers views differed concerning the frequency at which a willing 

and capable carer was present in the home and the impact of carer stress on the 

decision to refer to RITH; whether home modifications and equipment provision 

needed to be complete prior to referral to RITH; and whether they would refer a 

patient to RITH with a mobility level of requiring the assistance of one person to 

transfer. In addition to the concerns expressed by some consultants, over one fifth 

of referrers had concerns about the capability of the RITH service to provide 

specialist input for patients with stroke and over two fifths of referrers did not 

think RITH provided hospital equivalent therapy intensity. Opinion amongst RITH 

staff members also varied on some of these topics: whether home modifications or 

provision of equipment needed to be completed prior to referral to RITH; the 

impact of concerns about carer stress on the decision of timing for discharge home 

with RITH; whether home-based therapy intensity needed to be equivalent to that 

provided in the hospital for it to be beneficial; and whether RITH provides hospital 

equivalent therapy intensity.  RITH staff opinion held a higher level of favour for 

RITH on the remainder of questions when compared with referrer responses. 

 

The majority of all survey respondents viewed the RITH service as an early 

discharge hospital substitution service and believed it was utilised as such. 

However, almost one quarter of referrers and one eighth of RITH respondents did 

not agree that RITH offered a service that provided active treatment by health care 

professionals in the patient’s home for a condition that would otherwise require 

acute hospital inpatient care (definition of EDHAH 16) because they did not think 

RITH provided acute care. Additionally, one tenth of referrers and one fifth of RITH 

respondents did not think that RITH was actually being utilised as an ESD service. 
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Chapter 5 - Discussion       
   
The results summarized in the previous chapter indicate that, although the RITH 

service was viewed favourably by referrers and RITH staff alike, it was evident that 

referrers did not have the same level of confidence in the benefits attributed to 

ESD and home-based rehabilitation. Views associated with specific issues 

concerning eligibility for RITH were variable amongst referrers and unexpectedly, 

amongst RITH staff also. RITH service capability for the treatment of neurological 

diagnoses, more specifically stroke, was also in question for some referrers. The 

results gave some indication that timing of referral to RITH could be variable, 

dependent upon a number of factors including site specific features and the level of 

experience of the referrer. Additionally, some respondents, both referrers and 

RITH staff members, did not think that the RITH service was always used as an ESD 

service.  Ambiguity surrounding issues related to eligibility for RITH, coupled with 

specific concerns regarding RITH service capability, may impact on the actual 

utilisation of RITH as an EDHAH service. 

 

5.1 Eligibility for RITH 

The ESD and home-based rehabilitation literature indicates that large variations 

occur in patient eligibility for these services. The reasons for ineligibility are 

equally variable ranging from accommodation or medical issues following a 

fractured NOF11, 29 to a level of disability too high or too low to meet admission 

criteria54 or patients leaving hospital before they could be considered for stroke 

ESD22, 37, 53. The current study considered specific factors related to the following 

RITH admission criteria: accessible and safe home environment; adequate home 

support; and consent to home management. 

 

Safety and suitability of the home environment were particular concerns 

highlighted by Consultants, patients and their corresponding health professionals 

during the elicitation phase. Patients often require home modifications and/or 

provision of adaptive equipment prior to returning home from hospital as 

indicated by the majority of survey respondents (although one third of referrers 

were uncertain about this requirement). However, it was unclear amongst 

referrers and RITH respondents whether the provision of adaptive equipment 
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and/or home modifications needed to be completed prior to referral to RITH. Both 

the hospital and the RITH service have the capability to complete home 

modifications and provide adaptive equipment but it seems that it is unclear where 

the responsibility lies. This could be related to variability in the type of 

adaptations/modifications that may be required according to individual situations 

as well as the distinction between changes essential for safe discharge versus 

modifications/adaptations required for optimal functioning and rehabilitation in 

the home environment. In practice, provision of equipment and completion of 

home modifications prior to referral could result in a delay in referral to the RITH 

service; this could result in poor inpatient bed utilisation or ultimately negate the 

need for referral to RITH. Although it appears that the RITH service considers this 

aspect of patient eligibility and its level of responsibility and capacity to assist in 

the provision of equipment and home modifications on a case by case basis, the 

uncertainty amongst referrers and RITH staff regarding one of the main criteria for 

eligibility (safe home environment) may present as a barrier for referral or result 

in inconsistencies in the process of accepting referrals. 

 

Interviewed Consultants, patients and their corresponding health professionals 

indicated that the level of formal (health and social services) and informal (family 

and friends) supports available on discharge home with RITH were pivotal to the 

acceptance and success of early supported discharge. When interviewed, patients 

clearly stated that they would receive additional support from family and friends 

once home but also indicated that the main disadvantage of leaving the hospital 

sooner was the expected reduction in access to health professionals once home. 

These expectations held by patients are similar to those reported in the literature20 

and are confirmed by statements made by patients and carers interviewed 

following receipt of RITH services77.  

 

More than half of all referrers and two thirds of RITH respondents indicated that 

the formal support and supervision received by patients when discharged home 

with RITH was appropriate to their needs; however one third of referrers 

(representative of all treating specialties) and one fifth of RITH respondents were 

uncertain whether patients received adequate formal support and supervision 

following ESD. When patients are discharged home with RITH, hospital staff plan 
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and coordinate the discharge. Once the patient is home, it is the responsibility of 

RITH staff to instigate formal supports that were not identified as a requirement 

while in hospital and to assist in the management of any formal supports organised 

by the hospital. Given this shared responsibility, it is easy to understand why the 

majority of survey respondents agreed that the level of formal support provided to 

patients was appropriate, but it is difficult to understand why there was a small 

but significant amount of uncertainty. The variability that can occur across 

individual patient situations may provide part explanation. Also, in practice, 

referrers do not witness the effect of instated formal supports on their patients in 

the home environment and this could explain the higher degree of uncertainty held 

by referrers compared with RITH staff. There is some evidence to suggest that 

patients discharged home with ESD consider that they are provided an appropriate 

amount of support once home44 , although there is some indication that the 

transition between hospital and home-based services is not always ideal77. 

 

The presence of a willing and capable carer at home, although not representative 

of all forms of support provided by family and friends, is a key feature of adequate 

home support.  One half of referrers were unsure whether patients would have a 

suitable carer at home, although only 30% of referrers considered that it was often 

the case. In contrast two thirds of RITH staff indicated that patients often had an 

able and consenting carer at home. Although RITH staff may believe that a greater 

number of patients have a suitable carer at home than do hospital staff, this may be 

because referrers are less likely to refer a patient without a willing and capable 

carer to RITH. This difference in understanding about the number of patients with 

an accepting and competent carer at home could lead to different expectations 

about the number of referrals RITH should receive (i.e. RITH staff may expect a 

higher rate of referrals). The high degree of uncertainty amongst referrers 

regarding the presence of suitable and appropriate informal and formal supports 

for patients who are discharged home with RITH may represent a further barrier 

to RITH utilisation.  

  

Although not specified in the admission criteria, RITH reports a service capability 

of managing patients at home who are able to transfer with the assistance of one 

person; similar to that reported in some of the literature for ESD8, 42, 96. However, 
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there was no clear indication that referrers were likely to refer a patient with a 

mobility level of requiring the assistance of one person to transfer; almost half 

were uncertain (45% ‘neither’ response) and the remaining referrers were divided 

in their opinion. This uncertainty may be linked to the similar level of uncertainty 

amongst referrers regarding the presence of a willing and able carer in the home. 

There is suggestion in the literature that the resources of relatives and their ability 

to assist should be considered before referring patients to EDHAH79. An additional 

consideration is that patients and referrers may be likely to delay referral to RITH 

until the patient is ambulant in some capacity, as indicated by the ten patients and 

their corresponding health professionals during the elicitation phase interviews. 

All patients indicated they wanted to be ambulant in some capacity before 

returning home, with some reporting they wanted to be independently ambulant 

before leaving the hospital; such patients may represent missed opportunities for 

ESD utilisation or alternately be viewed as ‘late referrals’ by RITH service 

providers. 

 

Significant rates of refusal to participate in Australian ESD trials have been 

reported: geriatric rehabilitation (11%)38; fractured NOF (46%)29; and stroke 

(7%)37.  The findings from this study, however, indicated that patient consent for 

ESD is generally not an issue within the clinical setting, similar to findings reported 

by Cuncliffe et al31. SMAHS Consultants described that early discharge home with 

RITH was part of a discharge planning process undertaken in conjunction with the 

patient and their family, and as a result, consent was never a problem. Cuncliffe et 

al31 found that although patients held concerns about going home early, all of them 

were keen to return home. The inpatient interviews undertaken during the 

elicitation phase had similar findings; nine out of the ten interviewed inpatients 

indicated they were likely to agree to early discharge with RITH (the tenth patient 

who considered it to be unlikely, was in fact discharged home with RITH). The 

findings from the cross-sectional survey also indicated that referrers and RITH 

staff thought the majority of patients would approve of leaving the hospital sooner 

to go home with RITH. Perhaps the issues with patient consent reported in the 

literature are the result of patient choice between an established, well understood 

service delivery model and a new, untested service; or simply a patient preference 

for hospital care as reported by one quarter of patients who refused to participate 
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in ESD following a fractured NOF29. The RITH service has been established since 

2005 and although the service is expanding and developing on an ongoing basis, it 

may no longer be viewed as a new and untested service in Perth; hence 

acceptability to patients is likely to be higher. 

 

Home accessibility and safety is considered paramount by all involved in the early 

discharge of patients who go home with RITH, but there is a considerable degree of 

uncertainty among referrers and RITH service providers regarding the 

responsibility for and timing of the provision of adaptive equipment or home 

modifications before leaving the hospital and to a lesser extent, whether the level 

of home support received at home is appropriate to patients’ needs. The 

uncertainty regarding both of these issues may result from the shared 

responsibility for these tasks and may draw attention to common difficulties 

encountered when transitioning between hospital and the RITH service. It 

highlights a need for some clarity regarding these issues, possibly through effective 

liaison and communication between the hospital and RITH services, as they may 

represent barriers to referral. The importance of effective links between inpatient 

and home-based services, with specific reference to the transition from the 

hospital to the home environment, has been highlighted as a key factor is 

successful provision of ESD45. Additionally, despite the RITH service reporting the 

capability to manage patients with an ability to transfer with the assistance of one 

person, the combined uncertainty amongst referrers regarding the presence of a 

willing and capable carer at home and the desire of patients to be ambulant before 

leaving the hospital indicates that patients who require the assistance of one to 

transfer are unlikely to be referred to RITH. Most patients, if able to walk at a level 

they deem suitable for home, appear likely to consent to early discharge with 

RITH. 

 

5.2 Potential benefits and disadvantages of home based rehabilitation 
and ESD 

This research project established that patients and health professionals alike 

generally understood the benefits ascribed to home based rehabilitation and ESD; 

and, as expected, the attributed benefits of home based rehabilitation and ESD 

were very clearly understood by RITH staff members. There was however, a 
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degree of uncertainty amongst referrers (representative of all treating specialties) 

and RITH respondents regarding the level of support patients received from family 

and friends when they returned home with RITH and whether patients had higher 

levels of motivation in hospital or at home. The uncertainty pertaining to these two 

considerations is likely related to the variability that occurs between individual 

patients. Research concerning patient satisfaction with ESD has pointed to a large 

variation in individual situations which accounted for differences in experiences of 

ESD12, 31, 33, 77, 79. 

 

The two benefits of home-based rehabilitation and ESD with the strongest level of 

supporting evidence, reduced LOS and improved rehabilitation outcomes, were not 

subscribed to by over one tenth of referrers. According to TPB, this may affect their 

likelihood of referring to RITH. Reducing inpatient LOS is a well recognised ‘Key 

Performance Indicator (KPI)’ within the healthcare system and the best evidenced 

benefit of ESD services9, 28, 30, 31, 55. Despite recognising that ESD utilisation resulted 

in reduced LOS, only two thirds of referrers (compared with 96% of RITH staff) 

considered that it was important to reduce inpatient LOS to increase inpatient bed 

capacity. This may be related to the inconsistent evidence to support the cost 

savings attributed to ESD services15, 16, 43, 55, 62. In this study, two referrers made 

general comment questioning the cost effectiveness of RITH. Concerns regarding 

the impact of reduced inpatient LOS on clinical effectiveness may also be perceived 

as a limitation of the RITH service as a number of health professionals did not 

think that RITH provided hospital equivalent therapy intensity or specialist 

neurological skills. Furthermore, two thirds of referrers considered there was a 

potential for patients to re-present to hospital if they were discharged from 

hospital ‘too early’. Given that the decision to discharge a patient home with RITH 

is a shared decision where the inpatient team refer the patient and the RITH 

service decides whether to accept the referral it would seem unlikely that a patient 

would be discharged ‘too early’. Much of the literature indicates there is no 

increased likelihood of hospital readmission with ESD utilisation10, 11, 55, however a 

systematic Cochrane review has indicated that a cohort of older patients with a 

mix of conditions may be at greater risk of hospital readmission16.   
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Similarly, only two thirds of referrers agreed that home based, environmentally 

specific rehabilitation resulted in better rehabilitation outcomes when compared 

to hospital based rehabilitation alone, while 96% of RITH respondents were in 

agreement with this statement. There is an accumulating evidence base to support 

the claim that stroke ESD has equivalent or improved outcomes to inpatient care55 

but the outcomes associated with ESD for other diagnoses or general rehabilitation 

have a smaller evidence base with mixed results16. Rehabilitation provided in the 

home offers therapists an opportunity to understand patient context (personal and 

environmental factors) and enables patients to experience functioning with 

therapeutic guidance in a way that cannot be achieved in an inpatient setting97. 

RITH staff members have the benefit of experiencing the contextual advantages of 

home-based rehabilitation first hand, but referrers depend upon feedback from the 

RITH service about patient outcomes. General comments from some referrers 

indicated that communication with RITH staff is sometimes difficult and that 

information from RITH regarding patient outcomes may be scarce. Comments from 

RITH staff indicated some awareness of problems with communication between 

the services.  

 

It was clear that most survey respondents would agree to delaying patient referral 

to RITH if high levels of carer stress were likely. However, it was unclear whether 

carer stress was of significant concern to respondents. Almost half of all 

respondents in the cross sectional survey did not worry about carer stress and, of 

the remaining half of respondents, most referrers (35%) were uncertain while 

most RITH staff respondents (48%) indicated they were worried about carer 

stress. This varied opinion may be a reflection of the mixed evidence concerning 

carer stress levels and ESD. A systematic Cochrane review of ESD for stroke 

reported there was no significant differences between usual hospital care and ESD 

for carer health status, mood scores or level of satisfaction55, while individual 

studies have reported varied carer outcomes such as lower levels of mental health 

in caregivers of patients receiving home-based therapy22, 37 98  in contrast to 

significantly higher levels of carer satisfaction with ESD22, 54. Carer burden was 

reported to be lower for caregivers of patients receiving ESD following fractured 

NOF69.  
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In this study, health professionals and patients all generally subscribed to the 

benefits associated with the comfort and supportive nature of the home 

environment as has been described in previous ESD research31, 33, 77, 97. However, 

not all referrers were convinced of the importance of reducing inpatient LOS to 

increase bed capacity; nor were they convinced that home-based rehabilitation 

could result in better outcomes than those they could achieve through hospital 

treatment alone. Additionally, significantly more referrers than RITH service 

providers considered re-presentation to hospital was a concern if patients were 

discharged home ‘too early’. There is accumulating evidence to support the clinical 

and cost effectiveness of ESD and to allay fears of higher hospital readmission 

rates, of which a significant number of potential referrers to RITH do not appear to 

be aware. There is an opportunity for RITH service providers to increase 

awareness and knowledge amongst potential referrers to RITH, regarding the 

benefits of ESD services that they see on a daily basis.  

 

5.3 RITH service capability 

The definition for EDHAH indicates that home based intervention should be 

equivalent to hospital inpatient intervention16. Responses received during the 

elicitation phase indicated that hospital staff held concerns regarding RITH’s 

service capability to provide therapeutic input equivalent to that provided in the 

hospital, particularly for patients with a neurological diagnosis such as stroke. 

These concerns were confirmed in the cross sectional survey where two thirds of 

referrers agreed that for EDHAH to be beneficial, it needed to provide an 

equivalent intensity of therapy to that provided in hospital, but only two fifths of 

referrers (representative of all treating specialties) indicated that they considered 

that RITH provided an equivalent intensity of input. These beliefs are of concern as 

they could delay or reduce the number of referrals to the RITH service. 

Unexpectedly, there was a division of opinion amongst RITH staff with regards to 

the need for and the benefit of providing ‘hospital equivalent’ therapy intensity. 

Almost one third of RITH respondents indicated that “hospital equivalent” therapy 

intensity was not required for ESD to be beneficial and that RITH did not provide 

an equivalent intensity of therapy to that provided by the hospital; and another 

group of RITH respondents (comprising of almost one third) reported that therapy 

intensity does need to be equivalent to that provided in the hospital and that RITH 
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do provide “hospital equivalent” therapy intensity. Such a division of opinion 

amongst RITH staff may confuse communication with referrers about RITH service 

provision. 

 

For stroke there is considerable evidence to indicate that high intensity therapy 

when compared to lower levels of therapy in an inpatient setting results in better 

outcomes during the first 6 months of recovery99-102, although these improved 

outcomes are not maintained at 12 months99, 103. The evidence regarding the effect 

of therapy intensity following a fractured NOF has been reported to be 

inconclusive in a systematic Cochrane review 104. However, there is evidence to 

suggest high intensity input results in better outcomes for older adults with 

cognitive impairment following a fractured NOF in the inpatient setting105. 

Research concerning therapy intensity and ESD is scant. 

 

Australian research suggests that inpatients (general medical, orthopaedic and 

stroke care) spend a large proportion of time inactive and alone in hospital106-108. 

The 10 interviewed inpatients from the elicitation process indicated that they 

thought they would be more active at home because they would be more 

motivated and would be able to do more in their own environment; and most of 

the cross sectional survey respondents agreed that this would be the case. 

Although there is currently no research considering activity levels at home with 

ESD, there has been some research to indicate that patients assume more 

responsibility and demonstrate greater initiative in their rehabilitation once they 

are home109. The home environment, with its attendant benefits, may have a 

positive influence on activity levels that negates the need for an equivalent number 

of therapy hours for ESD to realise therapeutic benefits similar to or better than 

those achieved in hospital. The home setting may also provide for greater 

opportunities for task specific practice, which has proven benefits for 

rehabilitation outcomes110, 111. Also, it has been suggested that task specific 

therapy provided at a lower intensity (comparable to outpatient equivalent 

intensity) can result in enduring functional effects112. It is also important to 

consider whether or not patients would be amenable to high intensity therapy 113 

once home. These considerations may provide part explanation as to why some 
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RITH staff did not think it was important to provide “hospital equivalent” therapy 

intensity to patients in their own home.  

 

Referrers clearly thought that it was important for patients to receive specialist 

input for both rehabilitation and stroke and many also agreed that RITH could 

provide specialist rehabilitation and specialist stroke input. However, 9% of RITH 

staff and 18% of referrers indicated some uncertainty regarding RITH’s capability 

to provide specialist therapy for stroke (similar to the 22% of referrers who were 

‘unsure’ about the appropriate level of clinical expertise for neurological 

conditions in the 2008 FHHS RITH referrer survey); and a further 12% of referrers 

indicated that RITH did not have such a capability. A recent consensus for 

implementation of stroke ESD included the recommendation that members of the 

ESD team should have specialist knowledge in stroke care96 and by definition, ESD 

for stroke should provide hospital equivalent rehabilitation 27 which also comes 

with a recommendation for the inclusion of staff with stroke-specific expertise114. 

Although only a small minority of RITH staff indicated some uncertainty regarding 

RITH service capability concerning stroke, this could signify that concerns held by 

referrers may have some validity. 

  

The group of referrers from the treating specialty of neurology (n=15) was found 

to have the highest rate of concern about the RITH service in the subgroup 

analysis: one third considered that patients did not receive an appropriate level of 

formal support and supervision when discharged home with RITH; two thirds 

indicated that patients did not receive the same intensity of therapy with home 

based rehabilitation as is provided in hospital; and one third did not think RITH 

could provide specialist input for patients with stroke. The literature clearly 

outlines that differences exist between various stroke ESD models of care27, 55, 96. 

The RITH service model of service delivery falls within the spectrum that has been 

described in the literature27, however RITH does not meet some of the core 

guidelines from the recent consensus on stroke ESD96. The consensus 

recommended that, “...stroke ESD teams should be stroke specific and 

multidisciplinary, offering coordinated and planned discharge from hospital and 

continued rehabilitation...” 96:p1396. Additionally, it was recommended that both 

hospital staff and ESD members should identify patients appropriate for ESD96. 
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RITH is not a stroke ESD service, but rather an EDHAH service for any diagnosis 

amenable to home-based rehabilitation; hospital staff members identify and refer 

patients to RITH while RITH staff can only decide whether the referral is 

acceptable; and hospital staff members plan and coordinate discharge from 

hospital for all patients. With regards to team composition, it is recommended that 

the stroke ESD team should be multidisciplinary, including a stroke nurse (which 

RITH do not have) and that team members should have specialist knowledge of 

stroke. Given that RITH provides a general rehabilitation service, it is unclear 

whether all team members have specialist stroke knowledge. These variations in 

RITH service provision from the stroke ESD consensus core guidelines may 

provide some explanation for the level of concern amongst referrers, particularly 

those working in neurology.  

 

There is minimal evidence to support or refute the need for ESD services to 

provide therapy intensity equivalent to that provided in the hospital setting and 

current evidence indicates therapy intensity provided by ESD is variable27 and at 

times poorly accounted for. The context of the home environment and the role it 

can play in enabling task specific training points towards benefits of ESD that 

cannot be provided in a hospital setting, but again there is limited evidence to 

support this proposition. This paucity of evidence may explain the variable 

opinions held by referrers and RITH service providers alike. There is however, a 

growing body of evidence in the field of stroke ESD including clear 

recommendations for team composition, model of team work and intervention96. 

The RITH service in its current structure does not meet all of these guidelines, 

which may be a key reason for the concerns held by referrers regarding their 

capacity to provide specialist neurological input and more specifically, specialist 

stroke care. 

 

5.4 Varied opinion amongst RITH respondents 

There is only a small amount of literature concerning the perspectives of health 

professionals working within an ESD team31, 97.  ESD team members have 

described the meaning of rehabilitation in the home environment following 

stroke97 and outlined key factors (organisational and operational) that influence 

the provision of ESD31. A research team from the University of Nottingham (UK) 
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has outlined plans to interview stakeholders in the second phase of a study 

concerning the evaluation of ESD in practice115. Currently however, little has been 

reported about specific attitudes and beliefs held by ESD staff members concerning 

patient referral and eligibility, service provision or ESD utilisation.  

 

Unexpectedly, in this study, a division of opinion was found amongst RITH staff 

with regards to a number of issues.  There was no clear opinion between RITH 

respondents regarding some of the proposed negative outcomes associated with 

ESD provision: high levels of carer stress and re-presentation to hospital. 

Additionally, RITH respondents’ opinion was divided with regards to beliefs about 

the intensity of therapy input and ESD. One group of RITH respondents believed 

that hospital equivalent therapy intensity was necessary to realise the benefits of 

home-based rehabilitation and that RITH provided this level of intensity. A second 

group of RITH respondents thought that home based rehabilitation provided 

benefits without providing a therapy intensity equivalent to that provided in the 

hospital. Also, one eighth of RITH respondents did not align their service with the 

definition for EDHAH and one fifth of RITH respondents did not think RITH was 

utilised as an ESD service. These findings appear to indicate that RITH staff 

members have varied opinions regarding aspects of patient eligibility and RITH 

service capability. Effective communication and liaison between inpatient services, 

ESD teams and community services has been identified as a key factor to successful 

outcomes for ESD45. It is possible that the inconsistencies of opinion amongst RITH 

staff members could hinder communication with referrers and potentially 

represent a barrier to referral to RITH.   

 

5.5 Referral to, and utilisation of, RITH 

Referral to, and acceptance of, ESD services involves patients and their carers, 

inpatient health professionals and RITH service providers. Patient and carer 

satisfaction levels after receiving ESD are well documented and are at least 

equivalent to satisfaction levels for hospital-based care9, 22, 31, 33. However, there is 

minimal information about patient perceptions of ESD prior to experiencing it20, 31. 

There has been some suggestion that patients may receive conflicting information 

from medical and nursing staff about their ability to manage at home which may 

contribute to concerns about returning home early29. This is of particular interest 



 76 

in situations where the ESD service relies upon hospital staff external to the ESD 

team, to refer patients to their service, as is the case with RITH. In this study, 

comparisons were made between the opinions held by hospital patients and their 

treating hospital based health professionals concerning factors specific to that 

patient utilising the RITH service. Although only a small group, the majority of 

patients and their treating health professional were in agreement about the 

patient’s ability to return home early with RITH.  There was minimal indication 

from interviewed patients that members of the multidisciplinary team provided 

them with conflicting opinions regarding ESD; where staff members reported some 

level of uncertainty regarding patient discharge home with RITH, it may have been 

because those staff members were relatively inexperienced.  Neither patients nor 

their treating staff member considered that the patient would be discharged home 

with RITH until the patient was ready. Nevertheless, concerns held by allied health 

professionals related to the intensity of therapy input received with RITH, in the 

context of the patient leaving the hospital ‘too early’ were reported.  This study 

was unable to clarify the perceptions of patients’ family and friends’ approval of 

ESD, or the influence of their opinions on the utilisation of this service.  

 

Health professionals working in inpatient services approved of referring patients 

to RITH, as indicated by interview and survey responses.  The actual process of 

referring patients to RITH however, was considered not to be easy by 47% of 

referrers; referrers commented that referral was a complicated and arduous task. 

One referrer commented that they would refer more patients to RITH if the 

process of referral were easier; providing an indication that the level of difficulty 

referrers experience with the RITH referral process may be a barrier to referral 

and ultimately utilisation of the RITH service. One fifth of RITH respondents 

considered it to be neither easy nor difficult to refer to RITH, indicating there may 

be some awareness amongst RITH staff members regarding the difficulties 

reported by referrers with the RITH referral process. This level of dissatisfaction 

with the referral process warrants further investigation. It could reflect a real 

difficulty with the referral process, or perhaps a level of resistance amongst 

hospital staff to service change as postulated by Donnelly et al22. In Donnelly et al’s 

study, implementation of a new stroke ESD service involved different eligibility 

criteria and new ways of organising and delivering care and the authors suggested 
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that the relatively low number of patients that received stroke ESD may have been 

related to hesitancy amongst staff to embrace a new service model of delivery22.  

 

Current research examining referrer attitudes, knowledge and perceptions has 

identified that staff knowledge and awareness of a service, as well as their level of 

experience, affected the likelihood of referral80, 83. The responses provided by 

Consultants and treating health professionals during the elicitation phase reflected 

these previously reported findings. Consultants considered that staff members 

with less experience and/or poor awareness of the RITH service were less likely to 

refer; a view supported by the finding that it was two newly graduated nurses who 

reported that they were uncertain about whether their patient was likely to go 

home with RITH. Even so, the cross sectional online survey results indicated that a 

larger proportion of referrers (90%) identified RITH as an early supported 

discharge service compared with the findings of the 2008 FHHS RITH referrer 

survey where only half of the respondents did so. Although referrers recognised 

RITH as an ESD service, almost one quarter of referrers did not think that RITH 

provided a combination of acute care and rehabilitation that would otherwise be 

provided in the inpatient setting (the definition of EDHAH which RITH aligns itself 

with); most of these respondents commented that RITH did not provide acute care. 

Awareness of the nature and capacity of the RITH service appears to have 

improved among referrers but clarification regarding RITH service provision may 

be required and ongoing education, particularly for new hospital staff, is indicated. 

 

In contrast to referral processes for most of the EDHAH teams reported in the 

literature, the RITH service relies on referrers external to the RITH team to identify 

appropriate patients and plan and coordinate patient discharge home. One stroke 

ESD researcher has suggested that the liaison between inpatient staff and the ESD 

team may influence the total number of patients that will receive ESD22. Although 

the primary aim of EDHAH services is to relieve pressure on acute hospital beds16, 

there is the potential for inpatient-based health professionals to relate timing of 

referral to a variety of factors. Although all of the interviewed SMAHS Consultants 

believed that they utilised RITH to reduce LOS, 10% of referrers (representative of 

all treating specialties) and 21% of RITH respondents did not think that RITH was 

currently used as an ESD service. A comparison of inpatient LOS prior to discharge 
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with ESD between RITH and data reported in the literature indicates that this may 

be the case for some patients. ESD teams with similar capabilities to RITH have 

reported values for average inpatient LOS prior to ESD; 15 days for stroke37 and 

15.8 days for fractured NOF30. FHHS RITH data from 2009 indicates there is a 

longer inpatient LOS prior to discharge home with RITH for stroke (28 days) while 

inpatient LOS prior to discharge home with RITH following a fractured NOF (17 

days) appears to be comparable. The mixed views held by referrers regarding 

RITH service capability, including provision of acute care and specialist 

neurological skills, combined with the apparent extended LOS for some stroke 

patients prior to discharge with RITH, give some indication that RITH may not be 

currently utilised to its full potential as an ESD service. It is important to 

acknowledge that differences in casemix between the services from which these 

data are taken could account for some of these discrepancies25 as well as variations 

in processes of care116. A research group from Nottingham University (UK) is 

currently investigating the clinical implementation of stroke ESD115, 117. 

 

The question of what proportion of patients can benefit from ESD in practice has 

recently been raised75. Fisher et al75 reported that according to the stroke ESD 

consensus guidelines96, 27% of all patients admitted with stroke to the Nottingham 

University Trust NHS Hospital (UK) would be eligible for stroke ESD. This is a 

significantly lower level of eligibility than the eligibility rate of 40% for stroke ESD 

reported in the literature55. In 2009, 22% of all patients admitted with stroke to 

FHHS were discharged home with FHHS RITH. This rate of participation is in 

agreement with the participation rate of 22% reported by an Australian ESD 

service similar to RITH37 and the eligibility rate of 27% reported by the stroke ESD 

service in the UK75. With regards to fractured NOF, in 2009 25% of all patients 

admitted to FHHS were discharged home with FHHS RITH. This is comparable to 

the participation rate of 20% reported by an Australian home rehabilitation 

program similar to RITH30. The participation rates for RITH provide some 

indication that an appropriate number of patients may be accessing the service; 

however the data for inpatient LOS prior to implementation of the RITH service 

suggests that some patients may not be discharged early enough. 
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Referral to, and utilisation of, the RITH service is dependent upon two main 

factors: RITH service capability, i.e. the capacity to provide ‘inpatient equivalent 

care’ which in this case captures a broad range of medical specialties; and 

referrers’ knowledge of, and attitudes towards, the service capability purported by 

RITH. RITH aligns itself with the definition for EDHAH16 reporting a capacity to 

provide hospital equivalent care. Not all referrers were convinced that this was the 

case and some referrers reported that they did not use RITH as an ESD service; 

while one fifth of RITH staff agreed that RITH was not used as an ESD service. Data 

concerning LOS prior to referral to RITH provided some indication that this was 

true. This apparent extended LOS prior to referral to RITH, coupled with reports 

that not all referrers use the RITH service as an ESD service, may provide some 

indication that the concerns held by referrers, highlighted in this study, impact on 

utilisation of RITH. 

 

5.6 Variation in selection process for ESD 

There has been suggestion that variation exists in selection processes for early 

supported discharge services27 as it does in inpatient rehabilitation23-26; this raises 

concerns about equity of access to these services. Although, efforts have been 

made to make the selection of patients for rehabilitation more objective in order to 

improve equity of access for patients and promote effective use of limited health 

resources23, 118, 119, it has become evident that many factors influence the selection 

process. Research involving patient selection for inpatient rehabilitation, including 

stroke rehabilitation, has indicated that individual patient factors25, medical and 

non-medical factors120 and features of the rehabilitation unit24, 25, 120, the referring 

hospital and/or the network between these facilities24, 25 influences patient 

selection. Wade119 has suggested that criteria used to select patients for 

rehabilitation can only be based on clinical opinion and will likely vary from 

setting to setting and clinician to clinician. 

  

This research did not directly explore the effect of opinions held by referring staff 

on referral rates to RITH and was unable to quantitatively establish a link between 

belief scores and intention to refer. However, in consideration of the selection 

process used for the RITH service, it would seem reasonable to expect that 

opinions held by referrers and RITH staff regarding key factors for eligibility and 
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RITH service capability would affect patient selection. Firstly, hospital based health 

professionals need to identify appropriate patients and initiate referral to RITH; 

and secondly, RITH staff members need to screen the patient referrals for 

acceptability and admission to the RITH service. A RITH staff member is allocated 

to the role of screening admissions at each RITH site (rotated through on a 3 - 6 

monthly basis); however patient referrals can be screened by all RITH health 

professionals if the RITH admissions person is not available. This means that 

hospital referrers may have multiple points of contact for referral. 

 

In keeping with existing research concerning patient selection for inpatient 

rehabilitation25, 26, 120, the findings from the SMAHS Consultant interviews 

suggested that referral to and utilisation of RITH was, in part, influenced by 

differences between individual rehabilitation units (hospital sites), rather than 

patient factors alone. It was recognized that an inpatient rehabilitation unit was 

more likely to refer to RITH if the RITH service was well established within their 

hospital and early supported discharge was more likely to occur if the inpatient 

rehabilitation unit had a waiting list. Units that provided specialist neurological 

services described circumstances where inpatients remained in hospital despite 

their suitability for RITH, because their facility had specialist staff and resources to 

provide intense input which they perceived RITH did not. This provides some 

indication that selection of patients and timing of referral to RITH is likely to vary 

between hospital sites. Although the cross-sectional survey did not highlight any 

between site differences, the questions included in the survey were not related to 

site specific factors. The cross sectional survey results demonstrated that a range 

of opinions were held by referrers across all professions and hospital sites, 

representative of all treating specialties, regarding the benefits attributed to ESD, 

the suitability of patients according to RITH admission criteria and the service 

capability of RITH. Other research has illustrated that variations exist amongst 

ward team members concerning opinion about patient suitability for 

rehabilitation121 and that health professionals from different disciplines working 

together in the same setting can have different expectations of services they liaise 

with and refer to84. To some extent, this variation in opinion amongst hospital staff 

was not unexpected. Conversely, the variability of opinion amongst RITH staff 
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respondents regarding some key issues for patient eligibility and RITH service 

capability was surprising.   

 

Provision of rehabilitation in the home has been described as a complex clinical 

task97 requiring complex clinical reasoning where a patient’s rehabilitation is 

considered in the context of their personal and environmental factors122. It is 

possible that this complexity is the reason why the RITH service suggests they can 

consider clients on a ‘case by case basis’. Based on the broad range of ‘number of 

years qualified’ reported by referrers, it seems likely that a wide range of clinical 

reasoning skills would be evident amongst referrers. It could be argued that in the 

absence of practiced clinical reasoning skills, the decision making regarding 

referral to RITH could be difficult and potentially time consuming in the context of 

a busy inpatient setting. Certainly, the SMAHS Consultants considered that junior 

staff would be less likely to refer patients to the RITH service than those with more 

experience and Johnson et al83 reported that specialists with more experience 

were the most likely to refer to their service. It is also important to consider that 

‘case-by-case’ considerations are based on clinical decision making which is 

inherently variable between individuals, so may result in inconsistencies in patient 

selection.  

 

An understanding of the scope of the RITH service referral base and diagnostic 

casemix, together with an appreciation of the role of clinical reasoning in the 

selection process for patients suitable for RITH and the variation in beliefs and 

attitudes held by individual clinicians, highlights the role of the ‘case-by-case’ 

consideration of patient referrals that RITH can offer. It is unclear from this 

research how often referrals were discussed on a ‘case-by-case’ basis but it was 

clear that a large number of referrers were unhappy with the referral process. It 

may be that inpatient clinicians, accustomed to working with clear admission 

criteria together with straight forward referral forms, do not welcome an 

unfamiliar practice such as ‘case-by-case’ consideration, where clinical reasoning 

needs to be verbalised, valid and understood. The use of outcome measures in the 

decision making for eligibility of stroke ESD is supported96 but there is also 

suggestion that reliance on objective measures in the selection process for 

rehabilitation for example, can result not only in provision of rehabilitation to 
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inappropriate patients, but also the denial of effective service provision to patients 

who are appropriate for the service119. Stroke ESD research is emerging to support 

a patient selection approach that bases decision making on eligibility criteria 

(including objective measures) in the context of clinical reasoning, where there is 

frequent discussion and reflection on the criteria outlined for admission to ESD73. 

Concern has been raised regarding the adoption of such an approach, as it involves 

an element of subjectivity and could result in inconsistencies in patient selection 

for ESD123. The interaction between the complexity of home-based rehabilitation 

and clinical reasoning skills surrounding the decision making for early discharge 

needs to be further investigated before its influence on patient selection can be 

understood. 

 

5.7 Limitations of study 

It has been acknowledged that it can be difficult to prove validity of findings from 

key informant interviews87, like the Consultant interviews in the elicitation process 

of this research. The Consultants included in the interview process represented six 

out of the seven hospitals within SMAHS and interviewees had a range of 

experience within rehabilitation indicating a reasonable level of 

representativeness. However, one of the SMAHS hospitals was not represented and 

Consultants volunteered their participation indicating that the findings of the 

Consultant interviews may not be wholly representative.  Although interview 

participants were sent a report of the interview findings and the report was 

presented to the Perth Metropolitan Consultant Geriatrician group, no formal 

feedback was sought or received, which would have assisted to verify the 

findings92. While validity is hard to prove, it has been suggested that greater 

weight can be given to information provided by reliable informants87. Consultants 

that participated in the interview process were considered to be reliable 

(knowledgeable, credible and willing to respond) as the range of responses and 

opinions received signified.    

 

The inpatient/corresponding health professional interviews were formatted and 

completed in full accordance with the recommendations for constructing 

questionnaires based on the TPB86 and as such sought to generate themes, along 

with an understanding of their frequency, amongst the population of interest 
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(consumers) to inform the content of the main focus of this research – the on-line 

cross sectional survey. For this reason, the findings from these interviews were not 

intended to be generalised, but rather provide a snapshot of the opinions held by a 

small group of patients and their corresponding health professionals regarding 

ESD and RITH in Perth. The use of convenience sampling resulted in nine of the ten 

patient interviewees having a diagnosis of stroke (one patient with fractured NOF). 

For this reason, the identified patient views are representative of patients with 

stroke, rather than patients receiving rehabilitation for other diagnoses. It is 

important to note however, that the patients interviewed varied according to 

mobility levels, age and social situations such that the responses were 

representative of a broad range of clinical situations for people with stroke. 

 

It is also important to note that interview data were coded by the candidate only. 

Reliability of the analytic coding process would have been enhanced if a second  

person had completed analytic coding for comparison86, 92. The final coding of 

interview data into topics and corresponding themes were reviewed by the 

research supervisor, but further revision was not done due to limited resources.  

This may raise concerns about the influence of researcher bias. However the 

candidate has experience in both inpatient rehabilitation and home based 

rehabilitation and approached the interviews with a view to generate ideas rather 

than confirm existing ones. 

 

Some researchers have expressed concerns regarding the validity of purely 

qualitative research124. Quantitative survey data provide an opportunity to 

enhance validity and reliability of findings, as well as address issues concerning 

bias and the ability to discriminate (between respondents’ beliefs for example)125.  

The cross sectional survey was designed according to TPB because both qualitative 

and quantitative data are collected and this theoretical framework has been widely 

used to predict and understand a variety of behaviours126, including that of 

referrers82. Although this study did not establish test-retest reliability and the TPB 

scoring failed to identify a statistical relationship between the attitudes and beliefs 

of referrers and their intention to refer to RITH, this was not the main purpose of 

the research. The cross sectional survey was not developed with the intention of 

creating a tool for future use by others.  It has been acknowledged that most TPB 
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questionnaires are devised for a specific population and behaviour, and so are only 

used once or a few times126. This study was focused on identifying and exploring 

the attitudes and beliefs about EDHAH held by a specific cohort of referrers, 

consumers and EDHAH service providers.  

 

It is important to acknowledge that research has indicated that the current 

standardized method used to develop TPB questionnaires systematically yields 

questions that may be problematic for some respondents95, 126. Although most 

respondents experience no problems with the majority of questions in TPB 

surveys, there are some common problems encountered, particularly with 

questions related to SN; while questions related to attitudes (behavioural beliefs) 

pose the fewest problems95, 126. There is evidence to suggest that respondents are 

more likely to select the ‘middle option’ (on a Likert Scale) when faced with 

problems interpreting questions related to SN, PBC and intention, so rather than 

indicating uncertainty or neutrality, the ‘middle option’ may represent ambiguity 

in the question itself126. Certainly, the results from this study found that responses 

to questions related to attitudes about specific topics (indirect behavioural beliefs) 

were likely to be representative of those attitudes, similarly indicating few 

problems with questions regarding attitudes. The responses to questions 

regarding SN and PBC ranged widely and had a higher rate of selection of the 

‘middle option’. Although this may reflect difficulties or differences amongst 

respondents in interpreting these questions, it is important to note that the 

variability and uncertainty was an expected finding in regards to PBC. Additionally, 

as postulated by French et al95, it could be argued that educated people, such as 

university undergraduates should have fewer problems interpreting questions, 

suggesting that the selection of the ‘middle option’ is a true response. The small 

deviations from the recommended format for TPB surveys (described in the 

methodology) have been utilised in other TPB surveys95 and it seems unlikely that 

these changes would have had a significant effect on the results of the survey. 

 

The sampling method for the cross sectional survey is a further limitation of this 

study. Potential survey respondents from RITH and SMAHS allied health 

departments received an email via their departmental section heads containing an 

invitation to participate in the study (with a hyperlink to the survey).  This meant 
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that it was not possible to identify how many potential respondents received the 

survey and therefore the response rate for the survey is unknown. Additionally, 

there may be a selection bias within the survey sample, as survey respondents 

‘opted in’. Respondents with strong views, either positive or negative, may have 

been more likely to complete the survey and this may have resulted in a particular 

view being over represented. It is also of note that, although the elicitation process 

recruited an adequate number of participants (as recommended for TPB 

surveys86), this part of the elicitation process had aimed to recruit a larger number 

of patients with their treating staff member. Unfortunately, the process of 

recruitment took longer than expected resulting in a smaller sample size. 

Furthermore, the patient interviews did not include patients with communication 

difficulties or cognitive deficits due to the required ability to participate in an 

interview. RITH accepts patients to their service with communication and 

cognitive deficits (some might argue that home-based rehabilitation would better 

meet the needs of patients with such difficulties) and as such the patient 

interviews do not represent views held by patients with the ability to return home 

who have communication or cognitive deficits. Although family members were 

present for some of the patient interviews, the views of carers or family members 

were not collected in this study; inclusion of these views would have provided 

additional insight into the considerations of adequate home support and suitable 

home environment. 

 

It is also important to note, that since the commencement of this study in April 

2010, a number of changes have occurred within the RITH service. This may mean 

that some of the issues identified by this study may have already been addressed. 

 

5.8 Future research 

This study has added to the limited information available regarding beliefs and 

attitudes towards EDHAH (ESD) held by referrers, consumers and service 

providers of these services. Implementation of similar studies in other EDHAH 

teams, including general rehabilitation ESD services and stroke ESD services, 

together with in-reach and out-reach models of service delivery are required to 

identify if the issues raised in this study are specific to the SMAHS RITH team, or 
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rather are representative of issues that generally exist with the implementation of 

EDHAH services.  

 

Although able to accurately identify the ability of ESD services to reduce inpatient 

LOS, a significant proportion of referrers did not consider that it was important to 

reduce inpatient LOS to increase inpatient bed capacity. It was beyond the scope of 

this study to identify reasons for this, but given that reduced inpatient LOS is a KPI 

for most health service providers and it is the best-evidenced benefit of EDHAH 

services, it would appear that further investigation is indicated. 

 

A number of problems related to the RITH referral process and key factors for 

patient eligibility (also linked to the transition between hospital and RITH) were 

identified by this research. This study provided evidence that there was a level of 

uncertainty amongst referrers and RITH service providers regarding issues 

directly and indirectly related to patient eligibility. A division of opinion amongst 

RITH staff concerning a number of issues, including RITH service capability, was 

also identified. Further investigation is indicated to clarify whether these were  

true findings. The reasons for the degree of uncertainty amongst referrers and 

RITH staff members, as well as the division of opinion amongst RITH service 

providers should be explored in future research. 

 

There was some indication in this study that ongoing education concerning RITH 

service provision in terms of patient eligibility and RITH service capability could 

assist referrers, particularly new hospital staff, to refer appropriate patients to the 

RITH service in a timely manner. After the commencement of this study, the 

SMAHS RITH team based at RPH trialed an education programme with 

physiotherapists and occupational therapists based at RPH. A RITH 

physiotherapist or occupational therapist met with a corresponding therapist 

(working on a hospital ward which had been identified as likely to have patients 

suitable for RITH) once or twice a week, for three or four weeks, and used the 

current patient list to discuss patient suitability and RITH service capability. 

Informal reports suggested that this type of referrer education resulted in a 

greater awareness of the SMAHS RITH service and how it could be utilised. 

Research concerning the impact of this education programme, as well as research 
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considering other methods of referrer education, on the beliefs and attitudes of 

referrers concerning ESD and ultimately utilisation of ESD services is required. 

 

This study identified that some referrers had concerns regarding the provision of 

stroke ESD by a general rehabilitation ESD team (SMAHS RITH). This research also 

provided some suggestion that RITH may not be utilised to its full capacity as an 

ESD service, with an apparent extended inpatient LOS (compared with that 

reported in the literature) for patients with stroke, prior to referral to RITH. The 

reasons for this apparent extended LOS for patients with stroke prior to RITH 

utilisation require further investigation. The SMAHS RITH service has since 

established a specialist stroke ESD service that is embedded within the RITH 

service. This means that within SMAHS RITH, there is a stroke specialist 

occupational therapist and physiotherapist who carry a caseload primarily focused 

on stroke and neurological diagnoses; who act as a resource (liaison, education, 

tutoring) for the remaining senior therapists within SMAHS RITH. Additionally, 

SMAHS RITH in conjunction with a stroke unit located within one of the SMAHS 

tertiary hospitals, has undertaken a research project aimed at adopting a stroke 

ESD model of care closer to that described by the stoke ESD consensus96. It 

involves early identification of patients with mild to moderate stroke (according to 

NIH stroke scale score: www.nihstrokescale.org) admitted to the stroke unit and 

the implementation of an early home visit (within 7 days of admission to stroke 

unit) involving staff members from the stroke unit and the SMAHS RITH team. The 

role of the early home visit is to identify patient goals for returning home as an 

early discharge; the involved RITH staff member monitors these goals and 

facilitates discharge home. Future research could be conducted to measure the 

impact of these changes in service delivery on referrers’ attitudes towards RITH, 

particularly regarding neurological service capability as well as any changes in the 

perceived effectiveness of utilisation of the RITH service as an early discharge 

service (i.e. LOS). The impact of these changes to RITH service provision for stroke, 

on the timing of referral and the participation rate for patients with stroke, also 

warrants future investigation. 

 

Currently, researchers based at Nottingham University (UK)115, 117, are 

investigating the clinical implementation of stroke ESD, with an aim to inform 
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implementation and delivery of evidence based stroke ESD services in the future. 

They are investigating whether the benefits of stroke ESD that have been identified 

in the research literature are evident in practice. The study will include 

stakeholder interviews and is likely to provide information about the views of 

referrers, consumers and ESD service providers specifically relating to stroke ESD. 

There is some early indication that information concerning optimal timing for 

referral to stroke ESD and the length of inpatient stay prior to stroke ESD 

implementation will be gained. The future findings of this UK based research group 

may assist to identify whether the issues raised by this study are likely to be 

representative of issues that generally exist with the implementation of EDHAH 

services, more specifically, stroke ESD services. 

 

Another change that will soon occur within SMAHS RITH is the broadening of its 

service such that a SMAHS RITH team will be based at five hospitals within SMAHS 

(in a hub and spoke model). When this study was commenced, the SMAHS RITH 

team was only based at three hospitals within SMAHS. Consultants interviewed in 

this study suggested that co-location of the RITH team on site was conducive to 

referral to and utilisation of RITH. Although the cross-sectional survey did not 

identify significant differences between sites, further research could explore 

whether a relationship exists between the location of ESD teams, the beliefs and 

attitudes of referrers, and actual referral practices. 

 

The findings from this study highlighted that there are many factors that can 

impact on referral of patients to ESD services. It became apparent that the clinical 

reasoning skills involved in the decision making process for patient selection for 

ESD is poorly understood. Researchers have acknowledged that provision of 

rehabilitation within the home environment is a complex task. However, the 

interaction between the complexity of home-based rehabilitation and clinical 

reasoning skills surrounding the decision to refer, or not, to ESD services requires 

further investigation. 

 

Although not the focus of this study, questions arose related to therapy intensity 

and the comparison between that provided in the hospital with that provided in 

the home. Research concerning therapy intensity in ESD is required. Firstly to 
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clarify the level of therapy intensity that ESD services provide and secondly to 

identify how outcomes associated with ESD provision relate to therapy intensity. 

Additionally, investigation is indicated to identify whether differences exist in 

levels of physical activity and engagement in task specific practice between the 

inpatient setting and the home environment.  The impact on requirements for 

therapy intensity with ESD related to potential differences in physical activity and 

task specific participation in the home also needs to be considered. 

 

Finally, this study added to the small amount of existing research concerning 

patient perceptions of ESD prior to receiving ESD services. Further studies are 

required before conclusions can be drawn about patient beliefs concerning ESD 

and how their beliefs impact on participation in ESD. While the beliefs and 

perceptions regarding ESD held by patients’ family and friends and carers were not 

explored in this study, they also warrant investigation.  
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Conclusion 
The main aim of this research was to explore the beliefs and attitudes held by 

health professionals and patients regarding ESD; specifically related to a Perth 

based ESD service (SMAHS RITH).  The following conclusions may be drawn from 

this investigation: 

 

1.  The RITH service was viewed favourably by patients, referrers and RITH service 

providers; however, it was evident that referrers did not have the same degree of 

confidence in the benefits attributed to ESD and home-based rehabilitation as 

RITH staff members. Patient consent was not an issue for participation in ESD.  

 

2. The significant benefit of ESD - reducing LOS to increase inpatient bed capacity - 

was not considered to be important by all referrers. Some referrers reported a 

degree of concern about RITH service capability in the treatment of neurological 

diagnoses, particularly stroke 

 

4. Variation in opinion amongst RITH staff regarding issues related to patient 

eligibility was common.  

 

5. The timing of referral to RITH may be variable and dependent upon a number of 

factors including site specific features and the level of experience of the referrer. 

Some respondents, both referrers and RITH staff members, reported that the RITH 

service was not always utilised as an ESD service.   

 

6. The discrepancies in opinion between RITH staff members teamed with the 

variability in referrer attitudes identified in this study could lead to inconsistencies 

in patient selection for, and under-utilization of, the RITH service. However, the 

impact of the variation in opinion amongst referrers and RITH service providers 

on patient selection for, and utilisation of, RITH is currently unknown and requires 

further investigation. 
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APPENDIX 1    

Consultant interview questions (Elicitation process – part one) 
 
Job Title:  
Site: 
Area of Specialty (Clinical setting): 
Involvement with RITH: 
 
 

 On assessment, what findings indicate rehabilitation potential? 
 

 On assessment, what findings exclude rehab potential? 
 

 What other factors are taken into consideration when considering 
rehabilitation potential? 

 
 When deciding rehabilitation potential, are people selected more on 

inclusion or exclusion factors? 
 

 When assessing a patient referred to inpatient rehab setting, is there 
consideration given as to whether the rehabilitation needs to be inpatient 
based or whether it could be provided in their home? 

 
 What factors would indicate suitability to rehabilitation in the home? 

 
 What factors would exclude suitability to rehabilitation in the home? 
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APPENDIX 2  

Information sheet and consent form for patients and hospital 
staff 

 
Information Sheet for Patient 

Rehabilitation in the Home: How do referrer attitudes, perceptions and 
beliefs affect utilisation of the service? 

 
This study will survey hospital staff on their beliefs and perceptions about one of 
the services provided by Fremantle Hospital Health Service called Rehabilitation in 
the Home (RITH). The first part of this study will involve talking to patients and 
staff on ward V5 at Fremantle Hospital regarding their beliefs and perceptions 
about early discharge home and receiving rehabilitation services at home. This 
study has been approved by the South Metropolitan Area Health Service Human 
Research Ethics Committee and forms part of a Masters degree in Neurological 
Rehabilitation at the University of Western Australia for the principle investigator, 
Jacey Kraut. 
 
You are invited to participate in a research study and if you decide to take part in 
this research study, it is important that you understand the purpose of the study 
and what your participation would involve. Please read the following information, 
which will outline what is involved and may address your concerns. It is important 
that you discuss any queries with the investigator before consenting to participate.  
 
Nature and Purpose of the Study  
We have asked you to participate in this study because: 

 You are currently an inpatient on V5 at Fremantle Hospital   
 You will be staying on ward V5 for at least 1 week 
 You are likely to return home after completing your hospital treatment 
 You require treatment from one or more allied health professionals 

(physiotherapist, occupational 
therapist, speech therapist, dietician) 

 You are able to provide written consent 
 Your doctor has agreed to you being invited to participate 

 
The RITH service can provide therapy services in the home that would otherwise 
be provided in hospital - it is a hospital substitution service. Under this model, 
patients who traditionally would have required hospital based rehabilitation 
services can leave hospital sooner and receive their therapy services at home. This 
study would like to find out more about what you think about the option of going 
home sooner and receiving your rehabilitation at home. 
 
What the Study Will Involve  
If you decide to take part in this study: 

1. You will participate in an informal interview with the key investigator to 
discuss what you think about leaving the hospital sooner and receiving 
rehabilitation at home. This will take about 30 minutes. With your 
permission the interview will be tape recorded so that the interview can be 
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transcribed using your exact words. The tape recording will be destroyed 
once the interview has been transcribed. 

2. You will complete a short questionnaire called ‘General Self Efficacy’ scale 
which includes 10 general questions about your confidence. This will take 
less than 5 minutes to complete. 

3. A staff member on V5, who has been part of the team caring for you, will 
participate in an informal interview with the key investigator about their 
thoughts on patients leaving the hospital sooner and receiving 
rehabilitation at home. 

 
In total, we would like to interview 15 patients and 15 staff members from V5. 
 
The notes taken by the investigator during the interview and the results from 
General Self Efficacy scale questionnaire you will complete will remain 
confidential. None of your personal details will be recorded on the documentation, 
such that your responses will be anonymous. 
 
The key investigator may need to access your medical file in order to confirm your 
suitability to participate and to gather additional information to assist with the 
collation of data from the interview. All information gathered from your medical 
file will be treated confidentially and recorded in a non-identifiable format. 
 
The data will be collated and used to design a survey that will explore the beliefs 
and attitudes of hospital staff about patients leaving hospital sooner and receiving 
home rehabilitation services.  
 
Benefits  
There is no direct benefit to you from participation in this study. However, your 
participation will assist health service providers to gain an understanding of 
current beliefs and attitudes about hospital substitution home-based rehabilitation 
services. This study eventually aims to assist health care professionals to make 
better use of the RITH service. 
 
Discomforts and Risks  
There is no risk of harm to you by participating in this study. You will need to 
provide 30 - 45 minutes of your own time.   
 
Confidentiality  
All information concerning medical details and survey results is considered 
confidential and will be stored in either a password protected computer file or a 
locked metal filing cabinet. This information will only be made available to 
members of the team of researchers involved in the study. All of the collected 
information will be destroyed after 7 years. Furthermore, if publications arise from 
this research, individual participants will not be able to be identified from any of 
the published material.  
 
Voluntary Participation and Withdrawal from Study  
Participating in this trial will not in any way interfere with your treatment on V5. 
Your treatment and management plan will continue according to standard 
practice. 
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Your participation in this study is entirely voluntary. If you decide not to 
participate in this study, your treatment will continue on V5 without any prejudice 
to present or future management in this hospital.  
You may withdraw from this study at any time, for whatever reason. Such 
withdrawal will not in any way influence decisions regarding future standard or 
conventional medical treatment you may require.  
If you should have any complaints or concerns about the way in which the study is 
being conducted, you may contact the Chairman of the South Metropolitan Area 
Health Service Human Research Ethics Committee on 9431 2929.  
 
If you have any questions about the study please contact Jacey Kraut (Senior 
Physiotherapist, RITH and key investigator) on  6477 5152 or. 
 
 

CONSENT FORM FOR PATIENT 
 

Rehabilitation in the Home: How do referrer attitudes, perceptions and beliefs 
effect utilisation of the service? 

 
  
Patient’s Name:.............................................. Date of Birth: ...........................................  
 
1. I agree entirely voluntarily to take part in the following study, “Rehabilitation 
in the Home: How do referrer attitudes, perceptions and beliefs effect utilisation 
of the service?” I am over 18 years of age.  
 
2. I have read and understood the nature of the study as outlined on the attached 
information sheet. 
 
3. I agree to the interview being tape recorded. 
4. If I have any questions regarding the study I may contact Jacey Kraut on  or 6477 
5152. 
  
5 I understand that I am entirely free to withdraw from the study at any time and 
that this withdrawal will not in any way affect my future standard or conventional 
treatment or medical management.  
 
6. I understand that the key investigator (Jacey Kraut) will access information in 
my medical records as part of this study. I agree to the release of this information 
to the key investigator on the understanding that it will be treated confidentially.  
 
7. I understand that I will not be referred to by name in any report concerning this 
study. In turn, I cannot restrict in any way the use of the results that arise from this 
study.  
 
 
Signature by patient     Signature by researcher 
Signed.......................................................     Signed:........................................................  
Date:.........................................................     Date:........................................................ 
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Information Sheet for Staff 
Rehabilitation in the Home: How do referrer attitudes, perceptions and 
beliefs affect utilisation of the service? 

 
This study will survey hospital staff on their beliefs and perceptions about one of 
the services provided by Fremantle Hospital Health Service called Rehabilitation in 
the Home (RITH). The first part of this study will involve talking to patients and 
staff on ward V5 at Fremantle Hospital regarding their beliefs and perceptions 
about early discharge home and receiving rehabilitation services at home. This 
study has been approved by the South Metropolitan Area Health Service Human 
Research Ethics Committee and forms part of a Masters degree in Neurological 
Rehabilitation at the University of Western Australia for the principle investigator, 
Jacey Kraut. 
 
You are invited to participate in a research study and if you decide to take part in 
this research study, it is important that you understand the purpose of the study 
and what your participation would involve. Please read the following information, 
which will outline what is involved and may address your concerns. It is important 
that you discuss any queries with the investigator before consenting to participate.  
 
Nature and Purpose of the Study  
We have asked you to participate in this study because: 

 You are currently working on V5 at Fremantle Hospital as a nurse or allied 
health professional   

 You are currently working with a patient who meets the following criteria: 
- Likely to stay on ward V5 for at least 1 week, 

      - Likely to return home after completing their hospital treatment, 
 - They require treatment from one or more allied health professionals 
(occupational therapist,   
   physiotherapist, speech therapist, dietician), 
- They are able to provide written consent and 
- Their doctor has agreed to their participation 

 This patient has agreed to participate in the study 
 

The RITH service can provide therapy services in the home that would otherwise 
be provided in hospital  - it is a hospital substitution service. Under this model, 
patients who traditionally would have required hospital based rehabilitation 
services can leave hospital sooner and receive their therapy services at home. This 
study would like to find out more about what you think about the option of this 
patient going home sooner and receiving rehabilitation in their home. 
 
What the Study Will Involve  
If you decide to take part in this study: 

1. You will participate in an informal interview with the key investigator to 
discuss what you think about this patient leaving the hospital sooner and 
receiving rehabilitation in their home. This will take about 30 minutes. With 
your permission the interview will be tape recorded so that the interview can 
be transcribed using your exact words. The tape recording will be destroyed 
once the interview has been transcribed.. 
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2. The patient on ward V5 who you have been working with, will participate in 
an informal interview with the key investigator about their thoughts on leaving 
the hospital sooner and receiving rehabilitation at home. 

 
In total, we would like to interview 15 patients and 15 staff members from V5. 
 
The notes taken by the investigator during the interview will remain confidential. 
None of your personal details will be recorded on the documentation, such that 
your responses will be anonymous. 
 
The data will be collated and used to design a survey that will explore the beliefs 
and attitudes of hospital staff about patients leaving hospital sooner and receiving 
home rehabilitation services.  
 
Benefits  
There is no direct benefit to you from participation in this study. However, your 
participation will assist health service providers to gain an understanding of 
current beliefs and attitudes about hospital substitution home-based rehabilitation 
services. This study eventually aims to assist health care professionals to make 
better use of the RITH service. 
 
Discomforts and Risks  
There is no risk of harm to you by participating in this study. You will need to 
provide 30 - 45 minutes of your own time.   
 
Confidentiality  
All information concerning interview and survey results is considered confidential 
and will be stored in either a password protected computer file or a locked metal 
filing cabinet. This information will only be made available to members of the team 
of researchers involved in the study. All of the collected information will be 
destroyed after 7 years. Furthermore, if publications arise from this research, 
individual participants will not be able to be identified from any of the published 
material.  
 
Voluntary Participation and Withdrawal from Study  
Your participation in this study is entirely voluntary. You may withdraw from this 
study at any time, for whatever reason. If you should have any complaints or 
concerns about the way in which the study is being conducted, you may contact the 
Chairman of the South Metropolitan Area Health Service Human Research Ethics 
Committee on 9431 2929.  
 
If you have any questions about the study please contact Jacey Kraut (Senior 
Physiotherapist, RITH and key investigator) on 6477 5152. 
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CONSENT FORM FOR STAFF 

 
Rehabilitation in the Home: How do referrer attitudes, perceptions and beliefs 

effect utilisation of the service? 
 
  

 
Staff Member Name:.............................................. Date of Birth: .................................... 
 
1. I agree entirely voluntarily to take part in the following study, “Rehabilitation 
in the Home: How do referrer attitudes, perceptions and beliefs effect utilisation 
of the service?” I am over 18 years of age.  
 
2. I have read and understood the nature of the study as outlined on the attached 
information sheet. 
 
3. I agree to the interview being tape recorded. 
 
4. If I have any questions regarding the study I may contact Jacey Kraut on 6477 
5152. 
  
5 I understand that I am entirely free to withdraw from the study at any time.  
 
6. I understand that I will not be referred to by name in any report concerning this 
study. In turn, I cannot restrict in any way the use of the results that arise from this 
study.  
 
 
Signature by staff member     Signature by researcher 
Signed.......................................................     Signed:........................................................  
Date:.........................................................     Date:........................................................ 

  



 104 

APPENDIX 3  

Standard questions for patient & treating staff member 
interviews (Elicitation process – part two) 
 

Standard Questions for Ward Inpatients  
1. What do you think would be the advantages of being discharged from 

hospital earlier and receiving rehabilitation in the home?  
2. What do you think would be the disadvantages of being discharged from 

hospital earlier and receiving rehabilitation in the home? 
3. What would you like or enjoy about being discharged from hospital earlier 

and receiving rehabilitation in the home? 
4. What would you dislike or hate about being discharged from hospital 

earlier and receiving rehabilitation in the home? 
5. Are there any groups or people who would approve of you being discharged 

from hospital earlier and receiving rehabilitation in the home? 
6. Are there any groups or people who would disapprove of you being 

discharged from hospital earlier and receiving rehabilitation in the home? 
7. What do you think would make it difficult for you to be discharged from 

hospital earlier? 
8. What do you think would make it easy for you to be discharged from 

hospital earlier and receive rehabilitation in the home? 
9. Is there anything else you would associate with early hospital discharge or 

home rehabilitation? 
10. How likely would you be to accept early discharge with home 

rehabilitation: 
extremely likely, likely, unsure, unlikely, or extremely unlikely? 
 

Standard questions for V5 staff members  
1. What do you think would be the advantages for this patient if they were 

discharged from hospital sooner and received rehabilitation in their home?  
2. What do you think would be the disadvantages for this patient if they were 

discharged from hospital sooner and received rehabilitation in their home? 
3. What would you like or enjoy about this patient being discharged from 

hospital sooner and receiving rehabilitation in their home? 
4. What would you dislike or find unpleasant about this patient being 

discharged from hospital sooner and receiving rehabilitation in their home? 
5. Are there any groups or people who would approve of this patient being 

discharged from hospital sooner and receiving rehabilitation in their home? 
6. Are there any groups or people who would disapprove of this patient being 

discharged from hospital sooner and receiving rehabilitation in their home? 
7. What do you think would make it difficult for this patient to be discharged 

from hospital sooner? 
8. What do you think would make it easy for this patient to be discharged from 

hospital sooner and receive rehabilitation in the home? 
9. Is there anything else you would associate with this patient going home 

sooner with home-based rehabilitation? 
10. How likely would you be to agree with a decision for this patient to go home 

sooner and receive home based rehabilitation:  
extremely likely, likely, unsure, unlikely, or extremely unlikely 
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APPENDIX 4   

General Self Efficacy Scale 
 
  1 2 3 4 
1 I can always manage to 

solve difficult problems 
if I try hard enough. 

Not at all 
true 

Hardly true Moderately 
true 

Exactly 
true 

2 If someone opposes 
me, I can find the 
means and ways to get 
what I want. 

Not at all 
true 

Hardly true Moderately 
true 

Exactly 
true 

3 It is easy for me to stick 
to my aims and 
accomplish my goals. 

Not at all 
true 

Hardly true Moderately 
true 

Exactly 
true 

4 I am confident that I 
could deal efficiently 
with unexpected 
events. 

Not at all 
true 

Hardly true Moderately 
true 

Exactly 
true 

5 Thanks to my 
resourcefulness, I 
know how to handle 
unforeseen situations. 

Not at all 
true 

Hardly true Moderately 
true 

Exactly 
true 

6 I can solve most 
problems if I invest the 
necessary effort. 

Not at all 
true 

Hardly true Moderately 
true 

Exactly 
true 

7 I can remain calm 
when facing difficulties 
because I can rely on 
my coping abilities 

Not at all 
true 

Hardly true Moderately 
true 

Exactly 
true 

8 When I am confronted 
with a problem, I can 
usually find several 
solutions. 

Not at all 
true 

Hardly true Moderately 
true 

Exactly 
true 

9 If I am in trouble, I can 
usually think of a 
solution. 

Not at all 
true 

Hardly true Moderately 
true 

Exactly 
true 

10 I can usually handle 
whatever comes my 
way. 

Not at all 
true 

Hardly true Moderately 
true 

Exactly 
true 

  
 
English version by Ralf Schwarzer & Matthias Jerusalem, 1993  90 
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APPENDIX 5 

Cross sectional surveys  - Key for Referrer Questionnaire 

 
Question 
Numbers 

Construct measured Response 
Format 
Score 

Items requiring 
multiplication 

for scoring 

1 Direct  perceived behavioural control 1 - 5 - 
2 Indirect behavioural belief 1 – 5 Q.2 x Q.9 

3 IBB  outcome evaluation  -2 to 2 - 

4 – 7 Indirect behavioural belief 1 – 5 Q.4 x Q.24 
Q.5 x Q.27 
Q.6 x Q.3 

Q.7 x Q.33 

9  – 10 IBB outcome evaluation  -2 to 2 - 

11 Direct subjective norm  1 – 5 - 

12 – 13 Indirect behavioural Belief 1 – 5 Q.12 x Q.20 
Q.13 x Q.21 

14 Direct perceived behavioural control 1 - 5 - 

15 – 18 Indirect behavioural belief 1 - 5 Q.15 x Q.26 
Q.16 x Q.22 
Q.17 x Q.10 
Q.18 x Q.25 

19 Direct perceived behavioural control 1 – 5 - 

20 - 22 IBB outcome evaluation -2 to 2 - 

23 Direct subjective norm  1 – 5 - 
24 - 27 IBB outcome evaluation -2 to 2 - 

28 Indirect perceived behavioural control: 
Control belief power 

-2 to 2 - 

29 Indirect perceived behavioural control: 
Control belief strength 

1 – 5 Q.29 x Q.41 

30 Indirect perceived behavioural control: 
Control belief power 

-2 to 2 - 

32 Direct behavioural beliefs: Attitudes  1 – 5 - 

33 IBB outcome evaluation -2 to 2 - 
34 Direct subjective norm 1 -5 - 

35 - 37 Indirect subjective norm: Motivation to 
comply 

1 – 5 Q.35 x Q.39 
Q.36 x Q.38 
Q.37 x Q.40 

38 - 40  Indirect subjective norm: Normative 
beliefs 

-2 to 2 - 

41 Indirect perceived behavioural control: 
Control belief power 

-2 to 2 - 

42 -43 Indirect perceived behavioural control: 
Control belief strength 

1 – 5 Q.42 x Q.28 
Q.43 x Q.30 

 Intention statement 0 – 10 - 
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Cross sectional surveys  - Referrers 

 
 



 108 

 



 109 

 



 110 

  



 111 

Cross sectional surveys  - RITH Staff 
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APPENDIX 6 

Summary of findings from consultant interviews 
 
Interview Findings 

 
Nine Consultant doctors including a medical consultant, a rehabilitationist 
(neurology) and 7 geriatricians (orthopaedic geriatrics, stroke rehabilitation and 
aged care rehabilitation) were interviewed. All interviewees were based at 
hospitals within the Perth metropolitan area with the capability to refer to RITH: 
hospitals included FHHS, RPH, Bentley Hospital, Armadale Health Service and 
Swan Districts Hospital. Interviews were conducted between 1st April and 31st July, 
2010.  Responses from the geriatricians reached a saturation point after seven 
interviews; the medical consultant and rehabilitationist responses concurred with 
those of the geriatricians.  
 
The Consultant interview included questions regarding the decision making for 
referral to RITH. Respondents were asked to explain what factors were considered 
when deciding whether a patient was suitable to go home with RITH and at what 
point was patient suitability for RITH considered.  
 
Safety for the patient, their family and treating staff, coupled with an identified 
ability to cope at home were the main factors considered with regards to patient 
suitability for RITH. Responses considered safety in the context of physical 
function, cognition/ insight and environmental safety. Half of the respondents also 
considered the safety of RITH staff and described issues relating to behaviour and 
confusion in particular. Ability to cope at home hinged on the social and physical 
aspects of the home environment. The absence of available, suitable home 
supports negated the possibility of a patient going home with RITH for most 
respondents; if a patient was not independent, the presence and availability of 
family and/or carers to assist was considered essential. All respondents stated that 
a patient’s physical ability was assessed on an individual basis and  the level of 
mobility required to go home with RITH was dependent on the home environment, 
the role of the patient in their home and individual social circumstances, including  
the presence or absence of a carer. 
 
The question of patient and carer consent to go home with RITH was not perceived 
as an issue by the consultants. All respondents described a process of ongoing 
communication between hospital staff and patients and their families outlining 
steps towards discharge which included RITH when appropriate. Three of the 
geriatric consultants (with varying experience from three different sites) indicated 
that patients were given a choice but no patient had ever declined. The remaining 
respondents indicated that it was more a case of patient assent rather than 
consent.  
  
Five respondents discussed concerns about medical stability in the context of 
going home with RITH. Three of these respondents indicated that medical 
instability would prevent a patient from going home with RITH (they also 
indicated that medical instability would exclude rehabilitation potential). The 
fourth respondent made a distinction between minor medical problems that could 
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be managed in the community and other medical problems that placed patients at 
an extremely high risk of readmission to hospital, and therefore would be best 
managed in the hospital. The fifth respondent reported that some medical 
problems could be managed by doctors at RITH and so medical issues would not 
automatically exclude a patient from suitability for RITH services. 
 
Some respondents considered that a patient was suitable for RITH when they no 
longer required inpatient care. The following quotes give some indication about 
the perceived differences between inpatient care and the RITH service: 

 “...need to be in hospital for things such as establishing pain control; 
antibiotics for infection; fluid charting i.e. medical complexity 
requiring intense input. Easier to keep patients in hospital for a short 
time frame for that type of intervention.” (Respondent F) 

 “...decide to transfer patients (to RITH) when they are at a level where they 
can be passed onto a more general service with regards to management of 
mobility, language, behaviour…” (Respondent H) 

 “...stroke does require more specialist input and sometimes it is suitable to 
keep someone as an inpatient for them to receive those specialist skills.” 
(Respondent G) 

Three respondents (two involved with diagnosis specific services) stated that 
some patients were not suitable for RITH despite meeting all of the RITH criteria as 
they required specialist skills, or a high intensity of input that RITH could not 
provide. When questioned further, respondents indicated this was mostly in the 
case of patients with a neurological diagnosis such as stroke.  
 
Respondents indicated that the timing of referral to RITH was dependent on a 
number of factors including: level of staff experience; duration of access to the 
RITH service, linked with staff awareness; current inpatient rehabilitation waiting 
times and staff expectations. There was suggestion that junior staff and clinicians 
from fields other than aged care or rehabilitation were less likely to initiate 
referrals to RITH due to a lack of awareness of the alternatives to inpatient 
rehabilitation and/or confidence with home based rehabilitation services. 
Respondents also suggested that when access to RITH services had only recently 
been gained, ward staff had minimal awareness of the RITH service and would 
direct referrals to inpatient rehabilitation. It would then rest with the assessing 
rehabilitation team to redirect referrals to RITH when appropriate. RITH was more 
likely to be considered as an alternative to inpatient rehabilitation if the period of 
rehabilitation was likely to be shorter than or equal to the waiting time for 
accessing inpatient rehabilitation (indicated by three respondents from three 
different sites). It was perceived that ward staff often consider RITH as a discharge 
option from rehabilitation rather than an alternative to inpatient rehabilitation: 

 “Staff still don’t see RITH as hospital substitution; they think of it as 
the next step.” (Respondent G) 

It was indicated that staff accustomed to providing hospital based care, based their 
decision making upon an inpatient model of care which inherently indicates that 
rehabilitation is best provided in an inpatient setting. 

 “Some people assume with a prolonged length of stay with medical 
complications that they need to stay in hospital for a period of 
rehabilitation”.  (Respondent E) 

 “Pure rehabilitationists and neurologists think that improvement 
won’t happen outside the hospital. They keep patients in until they 
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are perfect, as though recovery stops when a person leaves the 
hospital.” (Respondent C) 

 
Discussion 
In regards to considering suitability for RITH, each patient is considered on an 
individual basis within the context of their rehabilitation needs, home 
environment and their ability to cope at home. Additionally, factors specific to the 
individual rehabilitation unit will influence the utilisation of RITH. Diagnosis 
specific services may continue to provide inpatient rehabilitation to patients, 
despite their suitability for RITH, because their facility has specialist staff and the 
resources to provide intense input which they perceive RITH cannot. Inpatient 
rehabilitation services may redirect patients to RITH who would normally be 
accepted for inpatient rehabilitation, in the presence of an extensive waiting list for 
their unit. Early supported discharge is more likely to occur if the inpatient 
rehabilitation unit has a waiting list. Furthermore, an inpatient rehabilitation unit 
is more likely to utilise RITH services if it is well established and has a presence 
within their hospital. 
 
These findings amongst Consultants in Perth hospitals are consistent with existing 
literature regarding decision making for inpatient rehabilitation 23, 24, 120. In a  
paper, which considered the rehabilitation selection process as part of a two year 
project on ethics and rehabilitation medicine, rehabilitationists concurred that 
medical and non-medical factors, as well as features of the rehabilitation unit, 
influenced the selection process120. Existing research specific to stroke 
rehabilitation services outlines patient factors including age, pre-morbid function, 
cognition and behavioural problems as factors considered in the selection 
process25. There is also clear indication that facility-based factors, either related to 
the referring hospital, the admitting hospital, or the network between facilities, 
play a role in the decision to select patients for rehabilitation 24, 25. Overall, in 
papers designed to examine the selection process and how to best identify patients 
that will benefit from rehabilitation (select the right patients for best use of 
available resources), current indications are that a high degree of subjectivity, as 
well as variability, occurs in the selection process25, 120. Within stroke 
rehabilitation, this has been linked to inequities of access to rehabilitation24.  
 
Conclusion 
When deciding a patient’s suitability for RITH, the main consideration after that of 
indication for rehabilitation is safety and capability to manage at home. Features of 
the rehabilitation unit will influence this decision.  
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APPENDIX 7  

Themes of inpatient & corresponding staff member interviews 
Theme Patients  Staff Total 
ADVANTAGES    
More comfortable at home/familiar surroundings 6 3 9 
Family and friends visit more, support more, be 
there 

6 2 8 

Do more at home/more motivated  2 4 6 
Context of home environment  1 5 6 
Free up a hospital bed  4 1 5 
Continuation of rehab  2 3 5 
Do what you want/more independent at home 2 2 4 
Better mentally/emotionally 4 0 4 
Support after leaving hospital  2 2 4 
Avoid hospital infection  1 0 1 

Total 30 22 52 

LIKE/ENJOY    
Like being with family/friends/pets 7 4 11 
Like being at own home  5 6 11 
Own food  3 2 5 
Achieved goal – patient went home  0 3 3 
Like doing more of what want to do at home  1 2 3 
Being more confident  0 2 2 
Ongoing therapy/support 0 2 2 
Not being confined to hospital feeling 1 0 1 

Total 17 21 38 

DISADVANTAGES    
Not as much supervision/support  4 2 6 
No disadvantages  1 4 5 
Not as much rehabilitation received at home  2 1 3 
Home environment hazardous/not suitable  2 1 3 
Out of catchment 1 2 3 
If go home too soon, less safe – return to hospital  0 2 2 
Not as mobile/do less/less motivated  1 1 2 
Slows progression of rehab  0 1 1 
Patient will return to poor health behaviours  0 1 1 

Total 11 15 26 

DISLIKE/UNPLEASANT    
Nothing 6 0 6 
Less confident; feel less supported 0 4 4 
Worry about falling 0 2 2 
Not getting as much rehab 0 2 2 
Isolated/lonely 1 2 3 
Rely on others; burden on family 2 0 2 
Can’t do what could do before 1 0 1 
Going home when still need attention 1 0 1 

Total 11 10 21 

Theme Patients  Staff Total 
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APPROVE    
Family and friends 6 4 10 
Whole hospital team 4 2 6 
Everybody approves 1 0 1 

Total 11 6 17 
DISAPPROVE    
Nobody 2 3 5 
Too early to know 3 2 5 
An individual family member (less pivotal) 2 3 5 
Specific team member may disapprove 3  1  4 
Not important if someone disapproves 2 0 2 

Total 12 9 21 

EASY (Enablers)    
Family assistance 6 7 13 
Appropriate level of mobility (differed btn 
individuals) 

6 3 9 

Having good cognition 1 3 4 
Suitable adaptable home environment 3 1 4 
Services available/accepted 2 2 4 
Patient and family receiving education 1 1 2 
Having more physio before discharge 1 0 1 
Has been determined as safe to go home 0 2 2 
Patient wants to go home 0 2 2 
Catheter sorted 0 2 2 
Having RITH following up 1 1 2 

Total 19 24 45 

DIFFICULT (Barriers)    
Inadequate mobility level (different btn 
individuals) 

5 3 8 

Medical issue (pain, infection, continence) 3 4 7 
Lack of appropriate/capable carer 1 3 4 
Changes required to home environment 1 1 2 
Whether patient eligible for services/financial 
benefits 

0 1 1 

Patient resistance to rehabilitation/ low 
motivation 

0 1 1 

Residence in country town 1 1 2 
Total    
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APPENDIX 8  

Statistical analysis of TPB scores 
 

Difference between TPB scores for RITH and referrers 
Regression DBB Score  
      Source |       SS       df       MS              Number of obs =     113 
-------------+------------------------------           F(  1,   111) =   16.34 
       Model |  59.2248472     1  59.2248472           Prob > F      =  0.0001 
    Residual |  402.314976   111  3.62445924           R-squared     =  0.1283 
-------------+------------------------------           Adj R-squared =  0.1205 
       Total |  461.539823   112  4.12089128           Root MSE      =  1.9038 
 
------------------------------------------------------------------------------------               
 DBB Score  |      Coef.   Std. Err.      t    P>|t|     [95% Conf. Interval] 
------------------+-------------------------------------------------------------- 
            RITH  |   1.798068   .4448111     4.04   0.000     .9166447    2.67949 
constant(referrer)|   16.28889   .2006783    81.17   0.000     15.89123    16.68655 
------------------------------------------------------------------------------------ 

On average the Direct BB score is 1.8 points higher for RITH staff than hospital 
staff (p<0.001). DBB score is out of 20. 
 

Regression IBB Score  
Source |       SS       df       MS              Number of obs =     113 
-------------+------------------------------           F(  1,   111) =    2.17 
       Model |  720.167761     1  720.167761           Prob > F      =  0.1434 
    Residual |  36803.6729   111  331.564621           R-squared     =  0.0192 
-------------+------------------------------           Adj R-squared =  0.0104 
       Total |  37523.8407   112  335.034292           Root MSE      =  18.209 
 
------------------------------------------------------------------------------ 
       IBB Score     |      Coef.   Std. Err.      t    P>|t|     [95% Conf. Interval] 
---------------------+---------------------------------------------------------------- 
                RITH |   6.270048   4.254398     1.47   0.143    -2.160326    14.70042 
constant (referrers) |   56.07778   1.919388    29.22   0.000     52.27438    59.88117 
------------------------------------------------------------------------------ 

No significant difference between groups for IBB score (p > 0.05) 
 

Interactions with DBB Score 
Multiple regression: DBB Score and profession 
      Source |       SS       df       MS              Number of obs =      90 
-------------+------------------------------           F(  2,    87) =    0.13 
       Model |  1.01451668     2  .507258342           Prob > F      =  0.8815  
    Residual |  349.474372    87  4.01694681           R-squared     =  0.0029  
-------------+------------------------------           Adj R-squared = -0.0200 
       Total |  350.488889    89   3.9380774           Root MSE      =  2.0042 
 
------------------------------------------------------------------------------ 
    DBB Score |      Coef.   Std. Err.      t    P>|t|     [95% Conf. Interval] 
--------------+---------------------------------------------------------------- 
   profession | 
          PT  |   .2836257   .5734744     0.49   0.622    -.8562167    1.423468 
        Other |   .1535948   .5842167     0.26   0.793    -1.007599    1.314789 
              | 
Constant (OT) |   16.11111   .4724021    34.10   0.000     15.17216    17.05006 
------------------------------------------------------------------------------ 

Profession was not significantly related to DBB Score (p > 0.05) 
 

Multiple regression DBB Score and site 
      Source |       SS       df       MS              Number of obs =      90 
-------------+------------------------------           F(  2,    87) =    1.23 
       Model |  9.65885057     2  4.82942529           Prob > F      =  0.2965 
    Residual |  340.830038    87  3.91758665           R-squared     =  0.0276 
-------------+------------------------------           Adj R-squared =  0.0052 
       Total |  350.488889    89   3.9380774           Root MSE      =  1.9793 
 
------------------------------------------------------------------------------ 
   DBB Score |      Coef.   Std. Err.      t    P>|t|     [95% Conf. Interval] 
-------------+---------------------------------------------------------------- 
        site | 
      Other  |  -.0662069   .5401784    -0.12   0.903     -1.13987    1.007456 
      RPH    |   -.697318   .4938735    -1.41   0.162    -1.678945    .2843091 
             | 
 cons (FHHS) |   16.58621   .3675448    45.13   0.000     15.85567    17.31674 
------------------------------------------------------------------------------ 

Site was not significantly related to DBB Score (p > 0.05) 
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Regression DBB Score and time qualified 
      Source |       SS       df       MS              Number of obs =      90 
-------------+------------------------------           F(  1,    88) =    2.03 
       Model |  7.89524767     1  7.89524767           Prob > F      =  0.1580 
    Residual |  342.593641    88  3.89310956           R-squared     =  0.0225 
-------------+------------------------------           Adj R-squared =  0.0114 
       Total |  350.488889    89   3.9380774           Root MSE      =  1.9731 
 
--------------------------------------------------------------------------------- 
      DBB Score |      Coef.   Std. Err.      t    P>|t|     [95% Conf. Interval] 
----------------+---------------------------------------------------------------- 
_time_qualified |  -.0276229    .019397    -1.42   0.158    -.0661704    .0109246 
          _cons |   16.58246    .292837    56.63   0.000     16.00051    17.16441 
--------------------------------------------------------------------------------- 

There is no evidence of a relationship between time qualified and DBB Score (p > 
0.05) 
 
Regression DBB Score and intention to refer 
      Source |       SS       df       MS              Number of obs =      86 
-------------+------------------------------           F(  1,    84) =   14.15 
       Model |  46.7148024     1  46.7148024           Prob > F      =  0.0003 
    Residual |  277.378221    84  3.30212168           R-squared     =  0.1441 
-------------+------------------------------           Adj R-squared =  0.1340 
       Total |  324.093023    85   3.8128591           Root MSE      =  1.8172 
 
---------------------------------------------------------------------------------------- 
              DBBScore |      Coef.   Std. Err.      t    P>|t|     [95% Conf. Interval] 
----------------------+----------------------------------------------------------------
No,expecttoreferto RITH|   .3924847   .1043499     3.76   0.000     .1849735    .5999958 
                 _cons |   15.55061   .2934251    53.00   0.000     14.96711    16.13412 
---------------------------------------------------------------------------------------- 

Intention to refer is significantly associated with the Direct BB score; for each one 
unit increase in the number intended to refer, the direct BB score increases by 0.39 
95% CI (0.18, 0.6). 
 
Interactions with ‘Intention to refer’ 
 
Interaction between Site and intention to refer: 
 
      Source |       SS       df       MS              Number of obs =      86 
-------------+------------------------------           F(  7,    78) =    2.47 
       Model |  58.8922924     7  8.41318463           Prob > F      =  0.0239 
    Residual |  265.200731    78  3.40000937           R-squared     =  0.1817 
-------------+------------------------------           Adj R-squared =  0.1083 
       Total |  324.093023    85   3.8128591           Root MSE      =  1.8439 
 
--------------------------------------------------------------------------------------- 
             DBB Score |      Coef.   Std. Err.      t    P>|t|     [95% Conf. Interval] 
-------------------------+-------------------------------------------------------------- 
            Profession | 
                  PT   |   .1594477   .5653804     0.28   0.779    -.9661382    1.285034 
                Other  |   .4602841   .5597775     0.82   0.413    -.6541473    1.574715 
                       | 
                  site | 
                 Other |  -.5607105    .885492    -0.63   0.528     -2.32359    1.202169 
                  RPH  |   .1097057   .6903784     0.16   0.874    -1.264732    1.484144 
                       | 
NumexpecttorefertoRITH |    .406625   .1441604     2.82   0.006     .1196238    .6936263 
                       | 
                  site#| 
NumexpecttorefertoRITH | 
                 Other |     .29083   .3154232     0.92   0.359    -.3371292    .9187893 
                   RPH |  -.2466991   .2564143    -0.96   0.339    -.7571807    .2637825 
                       | 
                 _cons |   15.36993   .6455217    23.81   0.000     14.08479    16.65506 
---------------------------------------------------------------------------------------- 

There is no evidence of an interaction between site and intention to refer to RITH 
(p=0.359, 0.339). 
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Interaction between profession and intention to refer: 
 
      Source |       SS       df       MS              Number of obs =      86 
-------------+------------------------------           F(  7,    78) =    2.40 
       Model |  57.3545935     7  8.19351336           Prob > F      =  0.0284 
    Residual |   266.73843    78  3.41972346           R-squared     =  0.1770 
-------------+------------------------------           Adj R-squared =  0.1031 
       Total |  324.093023    85   3.8128591           Root MSE      =  1.8492 
 
---------------------------------------------------------------------------------------- 
             DBB Score |      Coef.   Std. Err.      t    P>|t|     [95% Conf. Interval] 
-----------------------+-------------------------------------------------------------- 
                  site | 
                 Other |   .0462807   .5363205     0.09   0.931    -1.021451    1.114013 
                  RPH  |  -.3242641   .4878803    -0.66   0.508    -1.295559     .647031 
                       | 
            profession | 
                   PT  |  -.5937125   .7787515    -0.76   0.448    -2.144088    .9566626 
                Other  |   .0331563   .7769386     0.04   0.966     -1.51361    1.579922 
                       | 
NumexpecttorefertoRITH |   .1798268   .1978272     0.91   0.366    -.2140168    .5736704 
                       | 
            profession#| 
NumexpecttorefertoRITH | 
                   PT  |   .3456197   .2511105     1.38   0.173    -.1543028    .8455422 
                Other  |   .1733441   .3046013     0.57   0.571    -.4330704    .7797587 
                       | 
                 _cons |   15.86748   .6654593    23.84   0.000     14.54265     17.1923 
---------------------------------------------------------------------------------------- 

There is no evidence of an interaction between profession and intention to refer to 
RITH (p=0.173, 0.571) 
 
 
Interactions with DPBC Score 
 
Regression DPBC Score and profession 
      Source |       SS       df       MS              Number of obs =      90 
-------------+------------------------------           F(  2,    87) =    0.39 
       Model |  1.78011696     2   .89005848           Prob > F      =  0.6763 
    Residual |  197.119883    87  2.26574578           R-squared     =  0.0089 
-------------+------------------------------           Adj R-squared = -0.0138 
       Total |       198.9    89  2.23483146           Root MSE      =  1.5052 
 
------------------------------------------------------------------------------ 
   DBC Score |      Coef.   Std. Err.      t    P>|t|     [95% Conf. Interval] 
-------------+---------------------------------------------------------------- 
  profession | 
         PT  |   .2573099   .4306967     0.60   0.552    -.5987464    1.113366 
      Other  |   .3888889   .4387646     0.89   0.378    -.4832032    1.260981 
             | 
       _cons |   11.11111   .3547883    31.32   0.000     10.40593    11.81629 
------------------------------------------------------------------------------ 
 

There is no evidence of a relationship between profession and DPBC scores (p > 
0.05). 
 
 

Regression DPBC Score and site 
 
      Source |       SS       df       MS              Number of obs =      90 
-------------+------------------------------           F(  2,    87) =    0.15 
       Model |  .676398467     2  .338199234           Prob > F      =  0.8623 
    Residual |  198.223602    87   2.2784322           R-squared     =  0.0034 
-------------+------------------------------           Adj R-squared = -0.0195 
       Total |       198.9    89  2.23483146           Root MSE      =  1.5094 
 
------------------------------------------------------------------------------ 
  DPBC Score |      Coef.   Std. Err.      t    P>|t|     [95% Conf. Interval] 
-------------+---------------------------------------------------------------- 
        site | 
      Other  |  -.1227586   .4119514    -0.30   0.766    -.9415565    .6960393 
        RPH  |  -.2049808   .3766383    -0.54   0.588    -.9535903    .5436286 
             | 
       _cons |   11.48276   .2802974    40.97   0.000     10.92564    12.03988 
------------------------------------------------------------------------------ 
 

There is no evidence of a relationship between site and DPBC scores (p > 0.05). 
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Regression DPBC Score and time qualified 
 
      Source |       SS       df       MS              Number of obs =      90 
-------------+------------------------------           F(  1,    88) =    1.07 
       Model |  2.38875134     1  2.38875134           Prob > F      =  0.3038 
    Residual |  196.511249    88  2.23308237           R-squared     =  0.0120 
-------------+------------------------------           Adj R-squared =  0.0008 
       Total |       198.9    89  2.23483146           Root MSE      =  1.4944 
 
--------------------------------------------------------------------------------- 
      DPBCScore |      Coef.   Std. Err.      t    P>|t|     [95% Conf. Interval] 
----------------+---------------------------------------------------------------- 
_time_qualified |   -.015194   .0146906    -1.03   0.304    -.0443885    .0140005 
          _cons |   11.52815   .2217839    51.98   0.000      11.0874    11.96889 
--------------------------------------------------------------------------------- 

There is no evidence of a relationship between time qualified and DPBC scores (p > 
0.05). 
 
Regression DPBC Score and ‘Intention to refer’ 
 
      Source |       SS       df       MS              Number of obs =      86 
-------------+------------------------------           F(  1,    84) =    5.24 
       Model |  11.4155015     1  11.4155015           Prob > F      =  0.0246 
    Residual |  183.142638    84   2.1802695           R-squared     =  0.0587 
-------------+------------------------------           Adj R-squared =  0.0475 
       Total |   194.55814    85  2.28891929           Root MSE      =  1.4766 
 
---------------------------------------------------------------------------------------- 
             DPBCScore |      Coef.   Std. Err.      t    P>|t|     [95% Conf. Interval] 
-----------------------+---------------------------------------------------------------- 
NumexpecttorefertoRITH |   .1940184   .0847911     2.29   0.025     .0254019    .3626349 
                 _cons |   10.98926   .2384272    46.09   0.000     10.51513     11.4634 
---------------------------------------------------------------------------------------- 

Intention to refer is associated with the DPBC Score; a one unit increase in the 
number expected to be referred, results in an increase in the direct PBS score of 
0.19 95% CI (0.025,0.36). 
 
 

Interactions with DSN scores 
 

Regression DSN Score and profession 
 
      Source |       SS       df       MS              Number of obs =      90 
-------------+------------------------------           F(  2,    87) =    1.11 
       Model |  5.54523564     2  2.77261782           Prob > F      =  0.3342 
    Residual |  217.343653    87  2.49820291           R-squared     =  0.0249 
-------------+------------------------------           Adj R-squared =  0.0025 
       Total |  222.888889    89  2.50436954           Root MSE      =  1.5806 
 
------------------------------------------------------------------------------ 
   DSN Score |      Coef.   Std. Err.      t    P>|t|     [95% Conf. Interval] 
-------------+---------------------------------------------------------------- 
  profession | 
         PT  |   .3947368   .4522513     0.87   0.385    -.5041616    1.293635 
      Other  |  -.1470588   .4607229    -0.32   0.750    -1.062796    .7686779 
             | 
       _cons |          9    .372544    24.16   0.000     8.259528    9.740472 
------------------------------------------------------------------------------ 

There is no association between DSN scores and profession (p > 0.05). 
 
 

Regression DSN Score and site 
 
      Source |       SS       df       MS              Number of obs =      90 
-------------+------------------------------           F(  2,    87) =    0.60 
       Model |  3.04888889     2  1.52444444           Prob > F      =  0.5493 
    Residual |      219.84    87  2.52689655           R-squared     =  0.0137 
-------------+------------------------------           Adj R-squared = -0.0090 
       Total |  222.888889    89  2.50436954           Root MSE      =  1.5896 
 
------------------------------------------------------------------------------ 
   DSN Score |      Coef.   Std. Err.      t    P>|t|     [95% Conf. Interval] 
-------------+---------------------------------------------------------------- 
        site | 
      Other  |       -.08    .433832    -0.18   0.854    -.9422881    .7822881 
        RPH  |   .3333333   .3966433     0.84   0.403    -.4550382    1.121705 
             | 
       _cons |          9   .2951853    30.49   0.000     8.413287    9.586713 
------------------------------------------------------------------------------ 

There is no association between DSN scores and site (p > 0.05). 
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Regression DSN Score and time qualified 
 
      Source |       SS       df       MS              Number of obs =      90 
-------------+------------------------------           F(  1,    88) =    0.21 
       Model |  .532404456     1  .532404456           Prob > F      =  0.6473 
    Residual |  222.356484    88  2.52677823           R-squared     =  0.0024 
-------------+------------------------------           Adj R-squared = -0.0089 
       Total |  222.888889    89  2.50436954           Root MSE      =  1.5896 
 
--------------------------------------------------------------------------------- 
  DSN     Score |      Coef.   Std. Err.      t    P>|t|     [95% Conf. Interval] 
----------------+---------------------------------------------------------------- 
_time_qualified |   .0071731   .0156268     0.46   0.647    -.0238819    .0382281 
          _cons |   9.034877    .235918    38.30   0.000     8.566039    9.503714 
--------------------------------------------------------------------------------- 

There is no association between DSN scores and time qualified (p > 0.05). 
 
Regression DSN Score and ‘Intention to refer’ 
 
      Source |       SS       df       MS              Number of obs =      86 
-------------+------------------------------           F(  1,    84) =    5.56 
       Model |  13.6149397     1  13.6149397           Prob > F      =  0.0207 
    Residual |  205.640874    84  2.44810565           R-squared     =  0.0621 
-------------+------------------------------           Adj R-squared =  0.0509 
       Total |  219.255814    85  2.57948016           Root MSE      =  1.5646 
 
---------------------------------------------------------------------------------------- 
             DSN Score |      Coef.   Std. Err.      t    P>|t|     [95% Conf. Interval] 
-----------------------+---------------------------------------------------------------- 
NumexpecttorefertoRITH |   .2118865   .0898484     2.36   0.021      .033213      .39056 
                 _cons |    8.64954   .2526479    34.24   0.000     8.147122    9.151958 
---------------------------------------------------------------------------------------- 

Intention to refer is associated with DSN score; a one unit increase in the number 
expected to be referred, results in an increase in the direct SN score of 0.21 95% CI 
(0.03, 0.39). 
 
 
 

Interactions with IBB score 
 
 

Regression IBB Score and profession 
 
      Source |       SS       df       MS              Number of obs =      90 
-------------+------------------------------           F(  2,    87) =    0.69 
       Model |   443.91978     2   221.95989           Prob > F      =  0.5033 
    Residual |  27908.5358    87  320.787768           R-squared     =  0.0157 
-------------+------------------------------           Adj R-squared = -0.0070 
       Total |  28352.4556    89  318.566916           Root MSE      =  17.911 
 
------------------------------------------------------------------------------ 
   IBB Score |      Coef.   Std. Err.      t    P>|t|     [95% Conf. Interval] 
-------------+---------------------------------------------------------------- 
  profession | 
          PT |  -.9707602   5.124776    -0.19   0.850    -11.15681    9.215286 
       Other |  -5.179739   5.220774    -0.99   0.324    -15.55659    5.197114 
             | 
       _cons |   58.44444   4.221557    13.84   0.000     50.05364    66.83525 
------------------------------------------------------------------------------ 

There is no association between IBB score and profession (p > 0.05). 
 
Regression IBB Score and site 
 
      Source |       SS       df       MS              Number of obs =      90 
-------------+------------------------------           F(  2,    87) =    0.42 
       Model |      270.39     2     135.195           Prob > F      =  0.6591 
    Residual |  28082.0656    87  322.782363           R-squared     =  0.0095 
-------------+------------------------------           Adj R-squared = -0.0132 
       Total |  28352.4556    89  318.566916           Root MSE      =  17.966 
 
------------------------------------------------------------------------------ 
   IBB Score |      Coef.   Std. Err.      t    P>|t|     [95% Conf. Interval] 
-------------+---------------------------------------------------------------- 
        site | 
       Other |       2.64   4.903236     0.54   0.592    -7.105712    12.38571 
        RPH  |  -1.638889   4.482923    -0.37   0.716    -10.54918    7.271407 
             | 
       _cons |         56   3.336229    16.79   0.000     49.36888    62.63112 
------------------------------------------------------------------------------ 

There is no association between IBB score and site (p > 0.05). 
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Regression IBB Score and time qualified 

      Source |       SS       df       MS              Number of obs =      90 
-------------+------------------------------           F(  1,    88) =    3.61 
       Model |  1117.46099     1  1117.46099           Prob > F      =  0.0607 
    Residual |  27234.9946    88  309.488575           R-squared     =  0.0394 
-------------+------------------------------           Adj R-squared =  0.0285 
       Total |  28352.4556    89  318.566916           Root MSE      =  17.592 
 
--------------------------------------------------------------------------------- 
      IBB Score |      Coef.   Std. Err.      t    P>|t|     [95% Conf. Interval] 
----------------+---------------------------------------------------------------- 
_time_qualified |  -.3286269   .1729455    -1.90   0.061    -.6723197    .0150659 
          _cons |   59.57035   2.610958    22.82   0.000     54.38162    64.75908 
--------------------------------------------------------------------------------- 

There is some weak to moderate evidence of an association between time qualified 
and IBB Score.  As time qualified increases the IBB Score decreases. 
 
 

Regression IBB Score and ‘Intention to refer’ 
 
      Source |       SS       df       MS              Number of obs =      86 
-------------+------------------------------           F(  1,    84) =    1.69 
       Model |   538.83208     1   538.83208           Prob > F      =  0.1971 
    Residual |  26770.4702    84  318.696074           R-squared     =  0.0197 
-------------+------------------------------           Adj R-squared =  0.0081 
       Total |  27309.3023    85   321.28591           Root MSE      =  17.852 
---------------------------------------------------------------------------------------- 
             IBB Score |      Coef.   Std. Err.      t    P>|t|     [95% Conf. Interval] 
-----------------------+---------------------------------------------------------------- 
NumexpecttorefertoRITH |   1.332975   1.025141     1.30   0.197    -.7056307    3.371582 
                 _cons |   53.93098   2.882631    18.71   0.000     48.19855    59.66341 
---------------------------------------------------------------------------------------- 

No significant interaction between IBB score and ‘intention to refer’ (p > 0.05). 
 
 
Interactions with IPBC 
 
 

Regression IPBC Score and profession 
 
      Source |       SS       df       MS              Number of obs =      90 
-------------+------------------------------           F(  2,    87) =    1.30 
       Model |  35.2319229     2  17.6159615           Prob > F      =  0.2767 
    Residual |  1175.25697    87  13.5087008           R-squared     =  0.0291 
-------------+------------------------------           Adj R-squared =  0.0068 
       Total |  1210.48889    89  13.6009988           Root MSE      =  3.6754 
 
------------------------------------------------------------------------------ 
  IPBC Score |      Coef.   Std. Err.      t    P>|t|     [95% Conf. Interval] 
-------------+---------------------------------------------------------------- 
  profession | 
          PT |    .877193   1.051654     0.83   0.407    -1.213083    2.967469 
       Other |  -.5098039   1.071353    -0.48   0.635    -2.639235    1.619627 
             | 
       _cons |   1.333333   .8663044     1.54   0.127    -.3885405    3.055207 
------------------------------------------------------------------------------ 

There is no evidence of an association between profession and the IPBC score (p > 
0.05). 
 

Regression IPBC Score and site 
 
      Source |       SS       df       MS              Number of obs =      90 
-------------+------------------------------           F(  2,    87) =    0.14 
       Model |  3.78578544     2  1.89289272           Prob > F      =  0.8726 
    Residual |   1206.7031    87  13.8701506           R-squared     =  0.0031 
-------------+------------------------------           Adj R-squared = -0.0198 
       Total |  1210.48889    89  13.6009988           Root MSE      =  3.7243 
 
------------------------------------------------------------------------------ 
  IPBC Score |      Coef.   Std. Err.      t    P>|t|     [95% Conf. Interval] 
-------------+---------------------------------------------------------------- 
        site | 
        Other|   .1641379   1.016409     0.16   0.872    -1.856085    2.184361 
          RPH|   .4741379   .9292809     0.51   0.611    -1.372909    2.321184 
             | 
       _cons |   1.275862   .6915787     1.84   0.068    -.0987254     2.65045 
------------------------------------------------------------------------------ 

There is no evidence of an association between site and the IPBC score (p > 0.05). 
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Regression IPBC Score and time qualified 
 
      Source |       SS       df       MS              Number of obs =      90 
-------------+------------------------------           F(  1,    88) =    0.27 
       Model |  3.74599482     1  3.74599482           Prob > F      =  0.6025 
    Residual |  1206.74289    88  13.7129874           R-squared     =  0.0031 
-------------+------------------------------           Adj R-squared = -0.0082 
       Total |  1210.48889    89  13.6009988           Root MSE      =  3.7031 
 
--------------------------------------------------------------------------------- 
     IPBC Score |      Coef.   Std. Err.      t    P>|t|     [95% Conf. Interval] 
----------------+---------------------------------------------------------------- 
_time_qualified |   -.019027   .0364043    -0.52   0.603    -.0913729    .0533189 
          _cons |   1.713326   .5495961     3.12   0.002     .6211192    2.805533 
--------------------------------------------------------------------------------- 

There is no evidence of an association between time qualified and the IPBC score 
(p > 0.05).  
 
 

Regression IPBC Score and ‘Intention to refer’ 
 
      Source |       SS       df       MS              Number of obs =      86 
-------------+------------------------------           F(  1,    84) =    0.05 
       Model |  .730489371     1  .730489371           Prob > F      =  0.8173 
    Residual |  1143.09509    84  13.6082749           R-squared     =  0.0006 
-------------+------------------------------           Adj R-squared = -0.0113 
       Total |  1143.82558    85  13.4567715           Root MSE      =  3.6889 
 
---------------------------------------------------------------------------------------- 
             IPBCScore |      Coef.   Std. Err.      t    P>|t|     [95% Conf. Interval] 
-----------------------+---------------------------------------------------------------- 
NumexpecttorefertoRITH |   .0490798   .2118346     0.23   0.817    -.3721766    .4703362 
                 _cons |    1.53681   .5956652     2.58   0.012     .3522643    2.721355 
---------------------------------------------------------------------------------------- 

There is no evidence of an association between intention to refer and the IPBC 
score (p > 0.05).  
 
Interactions with ISN score 
 
Regression ISN Score and profession 
 
      Source |       SS       df       MS              Number of obs =      90 
-------------+------------------------------           F(  2,    87) =    3.51 
       Model |  210.619195     2  105.309598           Prob > F      =  0.0343 
    Residual |   2613.3808    87  30.0388598           R-squared     =  0.0746 
-------------+------------------------------           Adj R-squared =  0.0533 
       Total |        2824    89  31.7303371           Root MSE      =  5.4808 
 
------------------------------------------------------------------------------ 
   ISN Score |      Coef.   Std. Err.      t    P>|t|     [95% Conf. Interval] 
-------------+---------------------------------------------------------------- 
  profession | 
        PT   |   2.412281   1.568223     1.54   0.128    -.7047314    5.529293 
     Other   |  -.9313725   1.597599    -0.58   0.561    -4.106773    2.244028 
             | 
       _cons |   6.666667    1.29183     5.16   0.000     4.099014    9.234319 
------------------------------------------------------------------------------ 

There is no evidence of an association between profession and the ISN score (p > 
0.05). 
 
Regression ISN Score and site 
 
      Source |       SS       df       MS              Number of obs =      90 
-------------+------------------------------           F(  2,    87) =    1.39 
       Model |  87.1446743     2  43.5723372           Prob > F      =  0.2558 
    Residual |  2736.85533    87  31.4581072           R-squared     =  0.0309 
-------------+------------------------------           Adj R-squared =  0.0086 
       Total |        2824    89  31.7303371           Root MSE      =  5.6088 
 
------------------------------------------------------------------------------ 
   ISN Score |      Coef.   Std. Err.      t    P>|t|     [95% Conf. Interval] 
-------------+---------------------------------------------------------------- 
        site | 
       Other |   2.195862   1.530714     1.43   0.155    -.8465986    5.238323 
        RPH  |  -.0019157   1.399499    -0.00   0.999    -2.783572    2.779741 
             | 
       _cons |   6.724138   1.041519     6.46   0.000     4.654006     8.79427 
------------------------------------------------------------------------------ 

There is no evidence of an association between site and the ISN score (p > 0.05). 
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Regression ISN Score and time qualified 
 
      Source |       SS       df       MS              Number of obs =      90 
-------------+------------------------------           F(  1,    88) =    0.59 
       Model |  18.7385897     1  18.7385897           Prob > F      =  0.4453 
    Residual |  2805.26141    88  31.8779706           R-squared     =  0.0066 
-------------+------------------------------           Adj R-squared = -0.0047 
       Total |        2824    89  31.7303371           Root MSE      =  5.6461 
 
--------------------------------------------------------------------------------- 
IndirectSNScore |      Coef.   Std. Err.      t    P>|t|     [95% Conf. Interval] 
----------------+---------------------------------------------------------------- 
_time_qualified |  -.0425555    .055505    -0.77   0.445      -.15286    .0677491 
          _cons |   7.785603   .8379593     9.29   0.000     6.120335    9.450871 
--------------------------------------------------------------------------------- 

There is no evidence of an association between time qualified and the ISN score (p 
> 0.05).  
 
 

Regression ISN Score and ‘Intention to refer’ 
 
      Source |       SS       df       MS              Number of obs =      86 
-------------+------------------------------           F(  1,    84) =    0.86 
       Model |  27.6851191     1  27.6851191           Prob > F      =  0.3551 
    Residual |  2689.62883    84  32.0193909           R-squared     =  0.0102 
-------------+------------------------------           Adj R-squared = -0.0016 
       Total |  2717.31395    85  31.9683995           Root MSE      =  5.6586 
 
---------------------------------------------------------------------------------------- 
       IndirectSNScore |      Coef.   Std. Err.      t    P>|t|     [95% Conf. Interval] 
-----------------------+---------------------------------------------------------------- 
NumexpecttorefertoRITH |   .3021472   .3249391     0.93   0.355    -.3440298    .9483243 
                 _cons |    6.91411   .9137075     7.57   0.000     5.097103    8.731118 
---------------------------------------------------------------------------------------- 

There is no evidence of an association between intention to refer and the ISN score 
(p > 0.05).  
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APPENDIX 9 

Cross sectional survey response rates  
 

DIRECT BEHAVIOURAL BELIEFS 
Referring a patient to RITH is…  

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Very Harmful 0 0 0 
FET Harmful 0 0 0 
0.007 Neutral 2 0 2 
 Beneficial 51 17 44 
 Very Beneficial 47 83 54 
Referring a patient to RITH is... 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Very Bad 0 0 0 
FET Bad 0 0 0 
0.014 Neutral 6 0 4 
 Good 51 22 45 
 Very Good 43 78 51 
Referring a patient to RITH is... 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Very Difficult 1 0 1 
FET Difficult 10 0 8 
0.174 Neither 36 22 33 
 Easy 46 61 48 
 Very Easy 7 17 10 
Referring a patient to RITH is... 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Very Ineffective 0 0 0 
FET Ineffective 1 0 1 
0.000 Neither 11 0 9 
 Effective 77 48 71 
 Very Effective 11 52 19 
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DIRECT SUBJECTIVE NORM -  not completed by RITH staff 
It is expected of me that I refer patients to RITH   
 Response Referrers 

(%) 
RITH (%) Referrers & 

RITH 

 Strongly Disagree 1   
 Disagree 9 Not completed by RITH staff 
 Neither 20   
 Agree 51   
 Strongly Agree 19   

I feel under social pressure to refer patients to RITH 
 Response Referrers 

(%) 
RITH (%) Referrers & 

RITH 

 Strongly Disagree 19   
 Disagree 58 Not completed by RITH staff 
 Neither 16   
 Agree 7   
 Strongly Agree 0   

Most people who are important to me think that I should refer to RITH 
 Response Referrers 

(%) 
RITH (%) Referrers & 

RITH 

 Strongly Disagree 3   
 Disagree 4 Not completed by RITH staff 
 Neither 63   
 Agree 28   
 Strongly Agree 2   
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DIRECT PERCEIVED BEHAVIOURAL CONTROL -  not completed by RITH 
staff 
I am confident that I could refer my patients to RITH if I wanted to  
 Response Referrers 

(%) 
RITH (%) Referrers & 

RITH 

 Strongly Disagree 0   
 Disagree 9 Not completed by RITH staff 
 Neither 9   
 Agree 41   
 Strongly Agree 41   

The decision to refer to RITH is beyond my control 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Strongly Disagree 13   
 Disagree 70 Not completed by RITH staff 
 Neither 13   
 Agree 4   
 Strongly Agree 0   
Whether I refer a patient to RITH is not entirely up to me  
 Response Referrers 

(%) 
RITH (%) Referrers & 

RITH 

 Strongly Disagree 0   
 Disagree 9 Not completed by RITH staff 
 Neither 9   
 Agree 41   
 Strongly Agree 41   
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Potential benefits & disadvantages of home-based rehabilitation & ESD 
Early supported discharge services free up inpatient beds for people who 
need them more 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Strongly Disagree 0 0 0 
FET Disagree 2 4 3 
0.110 Neither 2 0 2 
 Agree 52 26 46 
 Strongly Agree 44 70 49 
It is important to reduce inpatient length of stay to increase inpatient bed 
capacity  

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Strongly Disagree 1 0 1 
FET Disagree 11 4 10 
0.002 Neither 22 0 17 
 Agree 54 52 54 
 Strongly Agree 12 44 18 

Patients receive extra support from friends and family once they return home 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Strongly Disagree 1 0 1 
FET Disagree 9 0 7 
0.029 Neither 40 22 36 
 Agree 43 52 45 
 Strongly Agree 7 26 11 

 Additional support provided to patients by family and friends when they 
return home is beneficial  

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Strongly Disagree 0 0 0 
FET Disagree 1 0 1 
0.680 Neither 6 9 6 
 Agree 54 43 52 
 Strongly Agree 39 48 41 

Rehabilitation in the home provides environmentally specific rehabilitation 
that cannot be provided in hospital 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Strongly Disagree 0 0 0 
FET Disagree 5 0 4 
0.149 Neither 3 0 3 
 Agree 36 17 32 
 Strongly Agree 56 83 61 
  100 100 100 
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Potential benefits & disadvantages of home-based rehabilitation & ESD 
Home based, environmentally specific rehabilitation results in better 
rehabilitation outcomes when compared to hospital based rehabilitation 
alone 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Strongly Disagree 2 0 2 
FET Disagree 11 0 9 
0.000 Neither 19 4 16 
 Agree 56 26 49 
 Strongly Agree 12 70 24 

Patients feel more comfortable in their own home than in hospital 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Strongly Disagree 0 0 0 
FET Disagree 1 0 1 
0.186 Neither 11 0 9 
 Agree 48 39 46 
 Strongly Agree 40 61 44 

The increased level of comfort patients experience in their own surroundings 
is beneficial for rehabilitation 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Strongly Disagree 1 0 1 
FET Disagree 1 0 1 
0.004 Neither 7 0 5 
 Agree 67 35 60 
 Strongly Agree 24 65 33 

Patients have a higher level of motivation in hospital, compared with home 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Strongly Disagree 4 39 12 
FET Disagree 51 52 51 
0.000 Neither 37 9 31 
 Agree 7 0 5 
 Strongly Agree 1 0 1 

When a patient has a high level of motivation, they are likely to have better 
outcomes 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Strongly Disagree 0 0 0 
FET Disagree 0 0 0 
0.173 Neither 2 0 2 
 Agree 31 13 27 
 Strongly Agree 67 87 71 
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Potential benefits & disadvantages of home-based rehabilitation & ESD 
Patients are less active at home, than in hospital 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Strongly 
Disagree 

14 61 24 

FET Disagree 57 39 53 
0.000 Neither 26 0 20 
 Agree 3 0 3 
 Strongly Agree 0 0 0 

When patients are active, they have better functional outcomes 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Strongly 
Disagree 

0 0 0 

FET Disagree 1 0 1 
0.257 Neither 1 0 1 
 Agree 45 26 42 
 Strongly Agree 53 74 57 

If patients are discharged from hospital too early, they will represent to 
hospital 
 Response Referrers 

(%) 
RITH (%) Referrers & 

RITH 

 Strongly 
Disagree 

0 13 3 

FET Disagree 13 39 19 
0.000 Neither 23 26 24 
 Agree 47 22 41 
 Strongly Agree 17 0 13 
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RITH service capability 
Patients do not receive the same intensity of therapy with home based 
rehabilitation as is provided in hospital 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Strongly Disagree 2 4 3 
FET Disagree 28 39 30 
0.445 Neither 29 22 27 
 Agree 32 35 33 
 Strongly Agree 9 0 7 

For early supported discharge to be beneficial, therapy intensity must be 
equivalent to that provided in hospital 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Strongly Disagree 0 4 1 
FET Disagree 19 39 23 
0.027 Neither 14 4 12 
 Agree 53 31 48 
 Strongly Agree 14 22 16 

RITH can provide appropriate specialist therapist input for people who 
require rehabilitation 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Strongly Disagree 4 0 4 
FET Disagree 6 0 4 
0.508 Neither 7 9 7 
 Agree 59 52 58 
 Strongly Agree 24 39 27 

Specialist therapist input for people who require rehabilitation is… 
 Response Referrers 

(%) 
RITH (%) Referrers & 

RITH 

 Extremely 
Undesirable 

0 0 0 

FET Undesirable 1 0 1 
0.086 Neutral 1 9 3 
 Desirable 28 39 30 
 Extremely 

Desirable 
70 52 66 

RITH can provide appropriate specialist therapist input for people with 
stroke 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Strongly Disagree 3 0 3 
FET Disagree 9 0 7 
0.052 Neither 18 9 16 
 Agree 54 48 53 
 Strongly Agree 16 43 21 
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RITH service capability 
It is important for patients with stroke to receive specialist therapist input 
throughout their rehabilitation 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Strongly 
Disagree 

0 0 0 

FET Disagree 0 17 4 
0.004 Neither 3 4 4 
 Agree 46 44 45 
 Strongly Agree 51 35 47 

 
Eligibility: barriers & enablers 

Patients have a willing and capable carer at home... 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Very Rarely 2 0 2 
FET Rarely 18 0 14 
0.002 Unsure 50 35 47 
 Often 30 56 35 
 Very Often 0 9 2 
  100 100 100 

I am likely to refer a patient to RITH when a patient has a willing & capable 
carer at home 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Strongly Disagree 0   
 Disagree 4 Not completed by RITH staff 
 Neither 20   
 Agree 62   
 Strongly Agree 14   

I worry about high levels of carer stress when patients go home with RITH 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Strongly Disagree 0 0 0 
FET Disagree 47 39 45 
0.016 Neither 35 13 31 
 Agree 16 44 21 
 Strongly Agree 2 4 3 

If indicators suggested high levels of carer stress would result from a patient 
leaving hospital sooner with RITH, I would recommend a longer inpatient stay 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Strongly Disagree 0 0 0 
FET Disagree 9 31 13 
0.046 Neither 22 26 23 
 Agree 57 39 54 
 Strongly Agree 11 4 10 
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Eligibility: barriers & enablers 
When a patient returns home with RITH the level of formal support and 
supervision at home is appropriate to the patient’s needs 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Strongly Disagree 1 0 1 
FET Disagree 11 9 11 
0.242 Neither 34 22 32 
 Agree 49 52 50 
 Strongly Agree 4 17 7 

If the appropriate level of formal support and supervision is provided to 
patients when they return home, it has a positive effect on their rehabilitation 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Strongly Disagree 0 0 0 
FET Disagree 0 0 0 
0.102 Neither 0 0 0 
 Agree 51 30 47 
 Strongly Agree 49 70 53 

Patient mobility is significantly reduced after a hospital admission 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Very Rarely 2 4 3 
FET Rarely 17 0 13 
0.134 Unsure 22 22 22 
 Often 46 65 50 
 Very Often 13 9 12 

I am unlikely to refer to RITH when a patient requires the assistance of one to 
transfer 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Strongly Disagree 1   
 Disagree 27 Not completed by RITH staff 
 Neither 45   
 Agree 24   
 Strongly Agree 3   

Home modifications and/or equipment provision, must be completed before I 
refer a patient to RITH 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Strongly Disagree 2 0 2 
FET Disagree 25 26 25 
0.440 Neither 31 17 28 
 Agree 32 35 33 
 Strongly Agree 10 22 12 

  



 136 

Eligibility: barriers & enablers 
Patients require home modifications and/or equipment provision prior to 
returning home with RITH 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Very Rarely 0 0 0 
FET Rarely 9 4 8 
0.062 Unsure 38 13 33 
 Often 46 70 51 
 Very Often 7 13 8 
 
Approval of RITH 

Doing what a patient thinks I should do is important to me 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Strongly Disagree 3 0 3 
FET Disagree 9 9 9 
0.547 Neither 29 17 26 
 Agree 53 61 55 
 Strongly Agree 6 13 7 

Patients approve of leaving the hospital sooner and receiving RITH... 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Very Rarely 0 0 0 
FET Rarely 2 4 3 
0.003 Unsure 24 9 21 
 Often 67 52 64 
 Very Often 7 35 12 
  100 100 100 

Doing what a patient’s family and friends think I should do is important to me 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Strongly Disagree 3 0 3 
FET Disagree 10 13 11 
0.494 Neither 45 30 41 
 Agree 42 57 45 
 Strongly Agree 0 0 0 
  100 100 100 

Patient’s family & friends disapprove of patients leaving the hospital sooner 
& receiving RITH... 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Very Rarely 2 18 5 
FET Rarely 43 65 48 
0.002 Unsure 35 13 30 
 Often 20 4 17 
 Very Often 0 0 0 
  100 100 100 
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Approval of RITH 
Doing what the team thinks I should do is important to me 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Strongly Disagree 2 0 2 
FET Disagree 4 0 3 
0.369 Neither 31 26 30 
 Agree 55 52 54 
 Strongly Agree 8 22 11 
  100 100 100 

The team I work with disapproves of patients leaving the hospital sooner and 
receiving RITH 

 Response Referrers 
(%) 

RITH (%) Referrers & 
RITH 

 Very Rarely 31 65 38 
FET Rarely 49 18 43 
0.009 Unsure 13 13 13 
 Often 6 0 4 
 Very Often 1 4 2 
  100 100 100 
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APPENDIX 10  

Primary specialty area subgroup analysis  
 

 
 
  



 139 

  



 140 

 

  



 141 

 

  



 142 

 

  



 143 

 

  



 144 

 

  



 145 

 

  



 146 

 

  



 147 

 

  



 148 

 

  



 149 

 

  



 150 

 

  



 151 

 

  



 152 

  



 153 

APPENDIX 11  

General comments from survey respondents 
 
Referrer Comments:  
Do you consider RITH to fit the EDHAH definition?  
Do you utilise RITH as an ESD service? 

Comment Respondent 

  

Would be interesting to see gains made by patients in rehab 
either by email/ team meetings etc not sure if RITH is 
effective with all patients I refer 

Rehabilitation PT,  
Other site 

 It would be good if therapists in this 'virtual ward' conversed 
with ward therapists more to provide better and more 
consistent care 

Gen Med OT, RPH 

There are a few spinal patients who can be DC early however 
many would benefit from a few weeks of home based therapy 
to consolidate what they have 

Neuro PT 

Rehabilitation in the home is essential for many patients to 
translate their functional skills into the home environment, 
ESD or not. 

Rehabilitation OT, 
FHHS 

I feel the RITH service is very valuable for providing 
environmentally appropriate rehab and for the patient's 
quality of life and mood. 

Rehabilitation,  
Other Discipline 
RPH 

I have also used RITH occasionally to see patients at home to 
prevent the need for an admission 

Neurology PT,  
RPH (1)* 

 I would utilise RITH dietician more if the catchment area was 
extended to Peel region - this is a gap in the provision of 
service. 

Neurology 
Dietician 

Need to make RITH available to prevent admission!! i.e. : via 
GP 

Aged Care OT, 
FHHS 

Medical team often not ready to discharge as early as 
therapists. 

Neurology OT, 
RPH 

The efficacy and cost effectiveness of RITH is not established 
Orthopaedics PT,  
FHHS (2)* 

RITH is highly effective clinically but is the service cost 
sustainable? I see 8 - 10 pts a day in hospital. RITH sees 4-5? 

Gen Med Other 
Discipline, Other 
Site 

Would prefer a specialised service for stroke/neurology & 
would feel more confident at referring pts. Referral process 
needs review, verbal & written. 

Neurology PT,  
RPH (3)* 

No guarantee that the neuro patients will receive therapy 
from Neuro Specialised RITH therapists. Too early d/c can 
facilitate compensation. 

Neuro PT, FHHS 

 If there were an easier process of referral I would refer more 
patients to RITH. Once under RITH care, a wonderful job is 
done.  

Aged Care PT,  
Other Site (4)* 
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Comment Respondent 

 
Referrer Comments:  
If dissatisfied, what were your reasons for dissatisfaction? 

Comment Respondent 

Hard to refer patients into the service, patients not being 
accepted 

Aged Care PT,  
Other Site (4)* 

I feel rehab is more successful if there is longer follow up 
(even in the form of coaching by phone) 

Aged Care  OT, RPH 

Poor communication and coordination with RITH. Exist as 
an entity to themselves with little direct coordination to 
pathways of clinical management  

Orthopaedics PT, 
FHHS (2)* 

Often don't get feedback from RITH about progress during 
RITH and what treatment has been done, would be useful 
to have that when they come to outpatients 

Neurology PT, RPH 

Would prefer a specialised service for stroke and 
neurology referrals 

Neurology PT,  
RPH (3)* 

Unable to refer patients with reason of waitlist for 
outpatients being too long 

Neurology PT,  
RPH (5)* 

Not enough neurologically experienced physiotherapists 
in RITH. Patients not guaranteed to get neurological 
treatment from experienced therapist.  

Neurology PT,  
RPH (1)* 

What happens to client post RITH - get  sent back to us 
with not a lots of prior warning or info on what was 
achieved during RITH service  

Rehabilitation  
Other discipline, 
RPH 

Not knowing who or how to contact therapists. 
Rehabilitation PT,  
Other site 

* Five referrers provided comments to both questions. These referrer respondents 
have been allocated a number to identify potential duplication. 
  

Referral process is quite complicated and arduous ED PT 

It would be great to be able to fax RITH our initial assessment 
write-up in the medical file, rather than doubling up on the 
referral form. 

AAU OT 

It would be good on some occasions to speak directly with 
the OT on OT referrals regarding capacity of service 
provision for specific OT issues 

Gen Med OT, RPH 

Social situation is very important. Supportive family/carers 
that can provide stand by assist or assist for mobility 
increases number of referrals 

Neurology PT,  
RPH (5)* 

The level of support that a patient requires at home is often a 
barrier to them being safely discharged with RITH (i.e. not 
enough support/Carers) 

Gen Med PT,  
Other site 
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RITH respondent comments: 
Education of RITH is paramount to securing good quality and timely referrals, 
consistency of admissions person and process also has an impact. 
Not being able to provide the same level of intensity of therapy - particularly with 
neuro rehab patients is an issue and this is due to staffing 
Change the culture, improve the communication, improve community services to 
ensure appropriate use of RITH 
RITH is not a substitute for outpatients and should not be used to fill the gap for long 
outpatient waiting lists 

Excellent service, majority of patients I speak with compliment the service 

Simple/straightforward referrals may prove to be complex (e.g. lack of social supports) 
& vice versa 

 
 
 
 


