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ABSTRACT 
 
The Home Independence Program (HIP) is a short term restorative programme targeted at older 
home care clients, who do not have a diagnosis of dementia, when they are first referred for 
assistance, or when they are referred for additional services because their needs have 
increased.  This study compared the outcomes for individuals who participated in HIP with those 
of individuals who received “usual” home care services. 
 
The study was conducted in metropolitan Perth, Western Australia, between 2001 and 2003, 
when HIP was being trialled as a service in just one region.  One hundred clients were recruited 
into each group and were visited at home on three occasions - service start and at three months 
and one year.  Standardised outcome measures were used to measure functional dependency, 
morale, confidence in performing everyday activities without falling, and functional mobility.  
Service outcomes were also examined at 3 months and 1 year. 
 
The HIP group showed improvements on all personal outcome measures compared to the 
control group. These improvements were, except for the morale scale, significantly associated 
with group assignment even when baseline differences between the groups were adjusted for.  
As regards service outcomes, the odds of the individuals who received HIP still requiring 
services was 0.07 (95% CI= 0.03 – 0.15, p<.001) times those for the individuals in the control 
group at 3 months and 0.14 times at 12 months (95% CI= 0.07 – 0.29, p<.001).  
 
The results of this study supported the hypothesis that older individuals referred for home care 
who participated in a programme to promote their independence had better individual and 
service outcomes than individuals who received usual home care.   
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INTRODUCTION 
 
While assisting older people to remain living independently in their own home and avoid 
premature institutionalisation has been the goal of the Australian Home and Community Care 
(HACC) programme since its inception in 1985, few home care services have included specific 
interventions to assist individuals to optimise their functioning and thereby reduce their need for 
support.  Rather, they have tended to focus on supporting independent living by providing 
assistance for the daily living tasks that people are finding difficult.     
Australia however has in recent years seen itself as facing an imminent crisis in home care 
provision.  Population projections show the number of older people in our community as 
increasing, while reductions in the availability of informal carers to assist with their care is seen 
as a likely future scenario and shortfalls in the number of home care staff available are already 
being experienced (Australian Institute of Health and Welfare & Department of Health and 
Ageing, 2004, Department of Health and Ageing, 2006).  Australia like other countries (notably 
the UK) has responded to the ageing of the population with an increased emphasis on health 
promotion and prevention.  Thus the National Strategy for an Ageing Australia has as its first 
goal within its healthy ageing strategy “All Australians have the opportunity to maximise their 
physical, social and mental health throughout life” (Andrews, 2001).  Home care programmes 
that are specifically designed, not to just support individuals living at home but to assist them to 
optimize their functioning across all life domains and thus reduce or limit their demand on 
services, are not only consistent with this goal but may also help us avoid the expected service 
shortfall. 
 
In 1999, in response to the demand for home care services exceeding supply, Silver Chain, one 
of the largest home care providers in Western Australia, developed a restorative programme that 
had the specific objective of reducing individuals’ need for ongoing home care.  At the time such 
a strategy had already been adopted by a small number of home care providers in the UK, when 
they too could not meet the demand for services (Dale & Letchfeld, 2000, Lewis & Milne, 2000).  
While a service evaluation conducted by one of these agencies demonstrated positive client 
outcomes in terms of a return to independent functioning (Le Mesurier & Cumella, 1998), this 
study did not compare the outcomes of the enablement service with those of standard home 
care services. 
 
Further support for the concept of developing a home care service model to promote 
independence came from similar work being conducted at the time in the US by Baker, 
Gottschalk, Eng, Weber and Tinetti (2001).  When conducting a study on the effectiveness of a 
home-based rehabilitation programme for older people with a hip fracture they found that the 
home care workers would often be working at cross-purposes with the programme (Tinetti et al., 
1997).  As a result they concluded that there was a need to develop and test a restorative model 
of home care that would focus on improving older adults’ functional outcomes at the same time 
as meeting their health care needs.  A controlled trial of the programme they subsequently 
developed showed that older individuals who received restorative home care after acute illness 
or hospitalisation had a greater likelihood of staying at home, and a reduced likelihood of visiting 
an emergency department, than if they had received “usual” home care.  In addition after 
adjustment for baseline scores, restorative care patients had significantly better scores on self-
care, home management and mobility at discharge than did usual care patients (Tinetti et al., 
2002). 
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Thus in 2001 when the present study was conceived, although there was evidence that could be 
taken to indicate that clients who received a restorative home care programme would have 
better outcomes than clients receiving usual home care, this had not yet been demonstrated.  
The US research had not yet reported and included only post acute clients, who are not the 
target population for HACC funded home care in Western Australia.  This study was designed to 
fill this gap in the evidence by testing the hypothesis that individuals referred for home care who 
participated in a restorative programme would have better personal (functional gain and 
improved wellbeing) and service (need for ongoing home care) outcomes than individuals who 
only received “usual” home care.  
 
 
METHODS  
 
Study Setting  
Silver Chain provides a broad range of nursing and home care services, which are mostly 
funded through the Home and Community Care (HACC) programme, a joint Commonwealth and 
State Government programme.  Having developed and successfully piloted their restorative 
programme, the Home Independence Program (HIP), Silver Chain received support from the 
WA Department of Health to implement the programme in one metropolitan region for an 
operational trial.  This trial provided the opportunity to conduct the present study. Thus, when it 
was conducted, in 2001-2003, HIP was only available to the clients of two of Silver Chain’s six 
Perth metropolitan service delivery centres. ”Usual” HACC funded services were the only option 
available to individuals living in the catchment areas of the other four service centres. 
 
Study Design  
A non-randomised controlled trial in which the outcomes for elderly clients referred for home 
care services who participated in HIP (the intervention group) were compared to the outcomes of 
similar individuals who received usual HACC home care services (the control group).  
 
Random assignment to intervention or control group was not possible as the operational trial 
had been implemented such that individuals living in the areas where the trial was being run 
were either directly referred to HIP or had chosen at referral to participate in the new 
programme.  The control group therefore included clients living in suburbs outside the catchment 
area for the operational trial, who were similar to clients in the intervention group in terms of 
commencing services in the same week and meeting the study inclusion criteria. 
 
The study was approved by Silver Chain’s Professional Services Advisory Committee and the 
Human Research Ethics Committee of Edith Cowan University. It was funded by the Western 
Australian Lotteries Commission. 
 
Study Population and Inclusion Criteria  
The study population comprised elderly persons living in Perth suburbs who were referred for 
assistance with domestic or personal care tasks and found eligible for both HACC and HIP.  
Thus they were over 60 years of age, were experiencing difficulty in completing one or more 
tasks of daily living, did not require acute or post acute care, did not have a diagnosis of 
dementia or other progressive neurological disorders, and were able to communicate in English.   
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Study Sample 
Two hundred individuals from the above population who commenced HIP or HACC services in 
the study period and agreed to participate in the study, formed the sample. One hundred 
individuals living in suburbs serviced by the centre running the operational trial received HIP, 
while the other one hundred received “usual” HACC funded domestic assistance and/or 
personal care services. A sample size of 96 was calculated as being sufficient to detect a 20% 
difference (45% to 65%) in the proportions of the groups requiring ongoing assistance at follow 
up, and 100 sufficient to detect 0.4 SD effect size on the personal outcome measures, with 80% 
power and a significance level of 0.05.  In order to allow for losses to follow up, the original 
research plan was to recruit 150 individuals into each arm of the study.  However, the rate of 
referral to HIP was slower than expected and it was necessary, because of funding constraints, 
to cease recruitment when there were 100 in each group. 
 
Sample Recruitment 
Each week, a report was generated from the client database containing the names and contact 
details of clients meeting the study inclusion criteria who were referred to the HIP team and 
those who lived in nearby suburbs not serviced by a HIP team.  Individuals referred to HIP that 
week were recruited first and then, as far as possible, an equal number of controls were 
recruited.  Recruitment was by phone and clients were asked whether they would be willing to 
participate in a study that was looking at the outcomes of different models of community care.  
Interested clients were told about the project and a date and a time to visit them in the next few 
days, arranged.  An information statement, a consent form and a reminder of the date and time 
of the arranged visit were then mailed out.    
 
At the home visit, prior to the collection of any data, the research assistant ensured that the 
client understood the project and that any questions they had, were answered to their 
satisfaction.  They were then asked to sign the consent form when it was again reiterated that 
they were free to withdraw their consent to participating in the study at any time, and that this 
would not affect their services from Silver Chain.  
 
Intervention – HIP 
HIP was developed as an early intervention programme directed at optimising functioning, 
preventing or delaying further functional decline, promoting healthy ageing and encouraging the 
self-management of chronic diseases.  It is designed to be targeted at individuals when they are 
first referred for home care services or at existing home care clients who request an increase in 
level or amount of service, with the expressed intention of minimising the individual’s need for 
ongoing support services. 
 
The key components of the service model have been previously described by Lewin and her 
colleagues (Lewin et al., 2006) and include: 
 
• An inter-disciplinary team consisting of  a nurse, physiotherapist and occupational 

therapist just one of whom would work with the individual 
• Comprehensive multi-dimensional assessment  
• Goal oriented care planning in partnership with client 
• Targeted evidence-based interventions to optimise functioning in daily living activities 
• Minimised face to face contact - telephone support and follow up 
• Education about self management, healthy ageing, use of medications and illness/accident 

prevention strategies 
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• Use of language and patterns of communication that encourage clients and families to 

participate in all care decisions and which promote their sense of autonomy rather than 
exerting power or control over the client 

• Recognition of the importance of the social support aspect of home care services for older 
people and the need to assist the client to develop other avenues for gaining this support  

• Use of local resources - facilitated by a resource file. 
 
The areas of functioning and types of interventions that are incorporated into HIP include: the 
promotion of active engagement in a range of daily living activities using task analysis and 
redesign, work simplification and assistive technology where appropriate; strength, balance and 
endurance programmes for improving or maintaining mobility; chronic disease self-management; 
falls prevention strategies; medication, continence and nutrition management; and, the 
improvement or maintenance of skin integrity.  
 
Individuals participate in HIP until they achieve their goals or for up to 12 weeks, whichever is 
the sooner.  In a small minority of cases an individual has remained on the programme for longer 
than 12 weeks when they are considered to be progressing well towards achieving their goals 
but continue to require some support, but most people achieve their goals well within the period 
allowed.  The average length of stay was 62 days in 2001-2003.  If at discharge from HIP 
individuals still need assistance from a home care service this is set up by the Care Manager 
who then passes over coordination of the individual’s care to a HACC care co-ordinator. 
 
Exactly how the service operates, and its evidence-base, is described in the HIP User Manual 
which has been written as a “How To” manual to assist new staff joining the Independence 
Team to deliver the programme exactly as designed, as well as to assist other agencies wishing 
to implement a similar programme (Silver Chain, 2007).  
 
Usual HACC Home Care 
No changes were made to the way HACC home care services were usually delivered.  Thus 
following telephone assessment of an individual’s eligibility for service, individuals with low 
needs who required only assistance with domestic tasks would have a service scheduled.  
Individuals with higher needs would have a face to face assessment from a care co-ordinator 
who would complete a care plan and then schedule direct care. The most common care plan 
would include three personal care visits a week to assist with bathing/showering and a fortnightly 
home help visit to clean and do the heavy laundry. 
 
Data Collection 
There were two data sources and three data collection points for this study.  ComCare, 
Silver Chain’s client database, was the source of demographic and service data routinely 
collected on all home care clients.  Demographic data are collected at referral and updated 
annually while service data are collected throughout an individual’s episode of care.  In addition 
individual outcome data were collected specifically for this study by visiting the client at home on 
three occasions: service commencement, three months and one year. 
 
Measures were chosen on the basis that they measured key outcomes of interest in this study 
ie.  functional independence, confidence and well being, and  because they have established 
validity and reliability with older people.  The measures used were: the Primary Assessment 
Form (PAF), a tool developed for use by community care providers in Western Australia, which 
includes Activities of Daily Living (ADL) and Instrumental Activities of Daily Living (IADL) scales 
based on the Modified Barthel Index (Colin et al., 1988) and the Lawton and Brody Scale  
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(Lawton & Brody, 1969) with the scoring modified to increase according to the amount of 
assistance required on a task (Calver et al., 2002); the Timed Up and Go (TUG) (Podsiadlo & 
Richardson, 1991); the Modified  Falls Efficacy Scale (MFES) (Hill et al., 1996) and the 
Philadelphia Geriatric Morale Scale (PGMS) (Lawton, 1975).   
 
A data collection manual was developed for the study which included a detailed protocol and 
copies of all forms to be used.  Research assistants were trained to collect the data in a 
standardised format and their ability to collect consistently reliable data assessed.  They were 
not permitted to complete visits on their own until they had demonstrated in supervised visits that 
they were able to conduct the interviews according to the protocol and record the same values 
on the outcome measures as the supervising Research Officer.  The research assistants could 
not be blinded to whether the individual was in the intervention or the control group as it was 
common knowledge throughout the organisation which service centre was running the HIP 
operational trial. 
 
Data Analysis 
Data were analysed using SPSS version 12 and STATA version 10.  
Differences in client characteristics between the HIP and HACC groups at the start of care were 
assessed using chi square tests for categorical variables, and t tests for age as it was normally 
distributed and the variance of the two groups being compared were similar. As the distributions 
of the outcome measures were significantly skewed, Mann Whitney U tests for independent 
samples were used to identify any differences between the two groups’ functioning at baseline, 
three months and one year, and to look at differences between the groups in how much change 
there was in these measures over the follow up period. Change over time on each of the 
individual outcome measures was then further investigated at 3 months and one year using 
linear regression, with the group assignment and baseline scores as the independent variables 
and the outcome score as the dependent variable.  
Routinely collected service data were available for all clients recruited to the trial.  It was 
therefore possible to determine at three months and one year whether individuals were still 
receiving Silver Chain services and if so what the services were and whether they were more or 
less than they had been referred for when they were recruited for the trial.  For those no longer 
receiving services, discharge information was available which included reason for discharge and 
destination.  The factors contributing to different service outcomes (ie. level of ongoing service 
use, categorised into none or reduced, increased or the same level of service) at the two follow 
up points were examined using logistic regression.  



Controlled Trial Article 
Page 8 
 
 
RESULTS 
 
Figure 1 shows the flow of participants through each stage of the study.  
 
Figure 1: Participant Flow in Study 
 

 
 
To successfully recruit 100 into each group 131 HIP and 147 HACC clients were asked to 
participate.  The majority of clients who declined said they were either unwell or just did not feel 
up to it.  Baseline data were then collected on everyone although not all clients completed the 
TUG, as noted in relation to Table 3.  One hundred and sixty five clients were visited and 
individual follow up data collected at three months, and 140 at one year.  The reasons for the 
losses to follow up are shown in Table 1.  
 
Table 1:  Reasons for Loss to Follow Up 
 

Follow Up Reason Lost HIP  HACC 
Declined a visit from RA 8 7 
Deceased  4 4 
Moved to Residential 1 2 
Transferred to Hospice 2 0 
In Hospital  2 0 
Unable to Contact  1 4 

3 month 

Total   18 17 
Declined a visit from RA  13 7 
Deceased  11 11 
Moved to Residential 3 3 
Transferred to Hospice 0 0 
In Hospital  1 1 
Unable to contact  5 5 

12 month 

Total   33 27 
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Baseline 
The baseline characteristics and scores on the individual outcome measures for all recruited 
clients can be seen in Tables 2 and 3.  These tables show that the groups were somewhat 
different at baseline in terms of their living arrangements and their scores on four out of the five 
outcome measures.  HIP clients were more likely to live with others and have a carer and they 
were more dependent in their IADLs and ADLs, slower to perform the TUG and had lower 
wellbeing scores than the HACC group. 
 
Table 2:  Demographics at Baseline for Whole Group and Those Followed Up at 3 and 

12 months 
 
 HIP HACC 

 Baseline
n = 100 

3 mos 
n = 82 

12 mos 
n = 67 

Baseline
n = 100 

3 mos 
n = 83 

12 mos 
n = 73 

Baseline Demographics       
Age (Mean in years) 79.6 

(SD 7.8) 
79. 7  

(SD 8.0) 
78.8  

(SD 8.2) 
79.8 

(SD 3.9) 
79.9  

(SD 7.7) 
79.9  

(SD 7.8) 
Female 77 

(77%) 
65 

(79%) 
56 

(84%) 
73 

(73%) 
64 

(77%) 
57 

(78%) 
Lives alone 66 

(66%) 
56 

(68%) 
47 

(70%) 
77 

(77%) 
64 

(77%) 
56 

(77%) 
Has carer 48* 

(48%) 
35 

(43%) 
25 

(37%) 
34* 

(34%) 
28 

(34%) 
27 

(37%) 
 

* Chi square = 4.05 p = 0.044 
 
Table 3: Scores on Individual Outcome Measures at Baseline, 3 and 12 month Follow Up 
 
 HIP HACC 

 Baseline
n = 1006 

3 mos 
n = 82 

12 mos 
n = 67 

Baseline
n = 100 

3 mos 
n = 83 

12 mos 
n = 73 

Outcome Measures       

ADL1 total mean 9.9**  
(SD 1.4) 

9.3 
(SD 0.9) 

9.3  
(SD 0.8) 

9.6**  
(SD 1.4) 

9.6  
(SD 1.7) 

9. 6 
(SD 1.4) 

IADL2 total mean 16.4**  
(SD 4.1) 

14.8  
(SD 3.7) 

14.0 
(SD 2.8) 

14.8**  
(SD 4. 5) 

14.9 
(SD 4.1) 

14.5 
(SD 3.9) 

TUG3 mean time (sec) 25.0** 
(SD 14.1) 

19.9 
(SD 13.9) 

18.9 
(SD 6.8) 

20.3**  
(SD 11.8) 

20.8 
(SD 11.4) 

20.8 
(SD 11.2) 

MFES4 mean score 7.4  
(SD 1.5) 

8.4* 
(SD 1.1) 

8.3 
(SD 1.3) 

7.7  
(SD 1.6) 

7.9* 
(SD 1.6) 

7.9 
(SD 1.7) 

PGMS5 mean score 9.0**  
(SD 3.7) 

10.4 
(SD 3.6) 

10.8 
(SD 3.4) 

10.1** 
(SD 3.8) 

11.0 
(SD 3.7) 

10.9 
(SD 3. 6) 

 

1  Primary Assessment Form (PAF) ADL score of 9 = independent on all tasks and 29 = totally dependent on others for 
all tasks 

2  PAF IADL score of 8 = independent on all tasks and 30 = totally dependent on others for all tasks 

3  Timed Up and Go, the greater the time taken the poorer the mobility 
4  Modified Falls Efficacy Scale, the higher the score the more confident the person  
5  Philadelphia Geriatric Morale Scale, the higher the score the higher the morale 
6  Only 87 HIP   and 88 HACC completed the TUG at baseline.  Others declined, usually as felt unwell 
* HIP (intervention) and HACC (control) groups significantly different at p<0.05 on Mann Whitney U test 
** HIP and HACC groups significantly different at p<0.01 on Mann Whitney U test 
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There were however no baseline demographic differences between groups for those completing 
the 3 month follow up, indicating that proportionally more clients in the HIP group who had a 
carer and lived with others had dropped out from the study.  Baseline differences between the 
groups were however still evident on all the outcome measures except for the MFES.  Similar 
results were found for those individuals who completed the 12 month follow up.    
 
Follow up  
The mean scores for the two groups on each of the outcome measures at three month follow up 
are also shown in Table 3.   The HIP group can be seen to have shown improvement on all 
measures whereas the HACC group showed little change, or in the case of the TUG slight 
worsening.  
 
Mann Whitney U tests showed that the HIP group was no longer scoring significantly worse on 
the ADL, IADL, TUG and PGMS measures, as they were at baseline, and they now scored 
significantly higher than the HACC group on the MFES ( z=2.12, p= 0.034). The results were 
similar at the one year follow up, although the difference between the groups on the MFES is no 
longer significant.  It can be seen in Table 3 that the HIP group are still showing improvements, 
as compared to baseline, on all measures while the HACC group has remained much the same.   
 
The significance of these differences between the two groups in terms of how their scores on the 
outcome measures changed over time was then examined, again using the Mann Whitney U 
test.  There were significant differences between the groups in terms of the change in all 
outcome measures since baseline, at three months (ADL change z=-3.71, p<.0.001; IADL 
change z=-4.20, p<0.001; MFES change z=5.99, p<0.001; PGMS change z= 2.41, p=0.016; 
TUG change z= -5.98, p<0.001) and at 12 months (ADL change z=-2.90, p=0.004; IADL change 
z=-3.24, p=0.001; MFES change z=3.62, p<0.001; PGMS change z= 2.04, p=0.041; TUG 
change z= -4.58, p<0.001), the HIP group showing improvements that were sustained over time 
whereas the HACC group changed little. 

 
Linear regression confirmed that the amount of change on any outcome measure was 
significantly influenced by the baseline score at the time of starting the intervention.  
Notwithstanding this confounding effect, this analysis also showed that people assigned to the 
HIP group had significantly better outcomes at 12 months than their HACC counterparts on all 
outcome measures except the geriatric morale scale (Table 4). 
 
Table 4:  Linear Regression Estimates for Group (HIP/HACC) and Baseline Scores for Outcome 

Measure at 3 and 12 month Follow Up 
 

3 months 12 months Outcome 
Measure 

Variable 
N Estimate  95% CI p-value N Estimate 95% CI p-value 

Group  0.43  0.12  0.74  0.006  0.40  0.09  0.71  0.012 ADL  
total Baseline 

164 
-0.28 -0.40  0.16 <0.001 

140 
-0.45 -0.57 -0.33 <0.001 

Group  1.35  0.58  2.13  0.001  1.32  0.36  2.27  0.008 IADL 
total Baseline 

163 
-0.25 -0.34 -0.15 <0.001 

140 
-0.47 -0.59 -0.35 <0.001 

Group  5.44  2.82  8.07 <0.001  4.79  2.20  7.38 <0.001 TUG 
mins Baseline 

145 
-0.19 -0.29  0.09 <0.001 

119 
-0.39 -0.52 -0.26 <0.001 

Group -0.85 -1.18 -0.53 <0.001 -0.68 -1.14 -0.21  0.005 MFES 
mean Baseline 

165 
-0.42 -0.53 -0.32 <0.001 

140 
-0.51 -0.67 -0.36 <0.001 

Group -0.42 -1.28  0.43  0.333 -0.59 -1.61  0.43  0.254 PGMS 
total Baseline 

165 
-0.29 -0.42 -0.18 <0.001 

139 
-0.45 -0.60 -0.29 <0.001 

 
Outcome measures were the change in score from baseline 
B coefficient estimates refer to the HACC group  
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Service Outcomes 
The service outcome data can be found in Table 5 which show that whereas the largest 
proportion of the HIP group had been discharged as no longer needing a service, similar 
proportions of the HACC group continued to receive the services they were referred for and at 
the same level. 
 
Table 5: Service Outcomes at 3 and 12 months Follow Up 
 

Service Outcome 3 months 12 months 
 HIP HACC HIP HACC  
Discharged - No longer required a service 63 11 57 19 
Service requirement remained unchanged  18 67 19 58 
Required a lower level of service  3 0 8 7 
Required an increased level of service 0 13 3 1 
Deceased  4 4 11 11 
Entered residential care 1 2 2 4 
Service cancelled or on hold1 9 3 0 0 
 Total  100 100 100 100 
 

1At the three month follow up some individuals had been referred to the palliative care service or the individual was in 
hospital, thus HIP or HACC had been cancelled or was on hold until the individual returned home from hospital. At 12 
months these individuals had died, gone to residential care or were again receiving home care services. 
 
Looking just at those individuals who could potentially be using a service and adopting the 
binary outcome of continuing to receive a service vs having been discharged as no longer 
requiring a service, logistic regression was used to examine which factors were associated with 
continuing to need a service.  Analyses were performed for both 3 and 12 month outcomes and 
included the demographic and outcome variables (scores at the different follow ups) as well as 
the grouping variable.  These results are presented in Table 6.   
 
Table 6: Logistic Regression for Service Outcome at 3 and 12 months Follow Up 
 

 3 months 12 months 
Variable N OR (95% CI) P value N OR (95% CI) P value 

Group (HIP/HACC) 165 0.07 (0.03 – 0.15) <0.001 140 0.14 (0.07 – 0.29) <0.001 
 
Variables adjusted for: age; gender; living arrangements; carer availability; ADL, IADL, TUG, MFES and PGMS 
scores 
 
Group was the only variable found to be a significant predictor of service outcome.  At 3 months 
the odds of individuals in the HIP group still requiring services were 0.07 times those of people 
in the HACC group.  Sixty three (63%) of the HIP group had been discharged as no longer 
needing services as compared to only eleven (11%) of HACC clients.  After 12 months the odds 
for the HIP group of still receiving services were 0.14 times those of the HACC group, with 57 
(57%) HIP and 19 (19%) HACC clients not requiring services.  
 
 
DISCUSSION 
 
The results of the study supported our hypothesis that older individuals referred for home care 
who received HIP would have better personal and service outcomes than people who received 
usual HACC services.  The HIP group showed improvements on all the personal outcome 
measures compared to the HACC group and these improvements were, for all except the morale 
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scale, significantly associated with group assignment even when differences between the 
groups at baseline were adjusted for.  The differences between the groups were even more 
stark as regards the service outcomes.   The odds of still receiving home care services at both 
3 and 12 months for the HIP group were significantly reduced when compared to individuals in 
the HACC group.   
 
There was, as indicated in the introduction, only one study that examined the outcomes of 
restorative home care programmes that had been undertaken when we commenced our 
research, and with which our results can be compared.  Our results are similar to that study 
(Tinetti et al, 2002) in that they found that individuals who received restorative home care 
showed greater improvement in their self-care, home management and mobility scores at 
discharge than did those receiving usual home care.  They also found that the restorative home 
care episodes were shorter than usual care episodes and concluded that reorganizing the 
structure and goals of home care holds promise for enhancing the outcomes for clients.    
 
More recent work in the UK and in New Zealand provides further support for the effectiveness of 
home care programmes that aim to restore function.  The ASPIRE project in New Zealand 
examined the outcomes of three different services designed as “ageing-in- place” initiatives to 
assist older people to remain living in the community (Parsons et al., 2007).  The results from 
one of these, Community FIRST, targeted at older people with high and complex needs, found 
mortality risk and the risk of admission to residential care to be reduced for service recipients 
compared to individuals who received usual care, and their ADL functioning to have significantly 
improved.   
 
England has seen a recent burgeoning of Home Care Re-ablement programmes as a direct 
result of a government policy focus for local authorities, through the Performance Assessment 
Framework, on rehabilitation, prevention and re-ablement.  When the Care Services Efficiency 
Delivery (CSED) Programme collated information about these services in 2006, they found that 
60 local authorities had already established reablement programmes and that a further ten were 
in the process of implementation (Care Services Efficiency Delivery Programme, 2007).  
However only one systematic evaluation of service effectiveness had been completed, and the 
number of participants (42 and 38 respectively in the intervention and control groups) was small.  
Nevertheless, the difference in outcomes in terms of ongoing service use for individuals who had 
received re-ablement compared to individuals who received usual home care was so large that 
the investigators concluded that there was no doubt that the service was extremely successful 
(Kent et al., 2000). 
 
There are three major methodological limitations to our study.  The first is reflected by the fact 
that the two groups were somewhat different at baseline, both functionally and demographically.  
The HIP group were more dependent in their IADLs, had poorer functional mobility and had 
lower morale than the HACC group. They were also more likely to have a carer and be living 
with others.  Selection bias, related to the different referral processes associated with the HIP 
and HACC services may well have been the main contributor to these differences.  Not all clients 
referred for home care in the area with the HIP team, who met the study inclusion criteria, were 
referred to HIP.  Clients were either referred directly to HIP by their doctor or another 
health/home care provider, or they said they would like to receive HIP when they were told about 
the programme when assessed for home care eligibility (usually this was over the phone).  They 
were therefore selectively referred presumably because they or their referee thought they would 
benefit from the programme.  The HACC group on the other hand was recruited from all clients 
referred for HACC funded home care who met the inclusion criteria.  It is possible that referrers 
and clients themselves are more likely to see the potential for benefit from a programme such as 
HIP when the level of assistance required has reached a certain threshold or when the person is 
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having difficulties other than just with domestic tasks which many people are happy to have 
someone else do for them.  This may be why the HIP group was more dependent than usual 
home care clients.  While the effect of the difference in baseline scores could be adjusted for 
when analysing the results, the effect of the different expectations/motivation which may be 
associated with individuals selecting themselves or being referred for a restorative programme 
could not.   
 
The second limitation of the study is the lack of independent data confirming service outcomes.  
In particular that clients who were discharged from Silver Chain as having improved status and 
no longer needing a service, really did not need a service and were not discharged because 
staff were committed to the idea that the programme worked to reduce service demand.  There 
is also lack of independent verification that individuals did not access home care services from 
elsewhere or require more help from informal carers, and if they did require home care 
assistance in the follow-up period that they came back to Silver Chain.  It is therefore possible 
that the effect of the intervention in terms of a reduction in need for services, could have been 
overestimated.   
 
The third limitation is the lack of clinical information about the trial participants which would have 
allowed a more detailed understanding of the equivalence of the two groups at baseline and 
could for the intervention group have been used to determine which clinical characteristics, if 
any, were associated with better outcomes.  Detailed clinical information is not routinely 
collected by home care services in Australia and was not included within the assessment data 
collected specifically for this study due to not wishing to overburden the participants.  Although 
clinical data were collected routinely as part of the HIP assessment, this assessment is kept in 
the home notes and was not available to the researchers.  
 
Generalisation of this study’s findings is limited by the possibility of there having been a 
selection bias, as described.  It is currently only possible to conclude that HIP is more effective 
than usual home care for individuals who have themselves selected, or been specially referred 
to, an independence programme.  It is therefore very important that if we are to consider 
implementing restorative programmes such as HIP as an integral part of a new paradigm for 
home care in Australia for all clients, as is being promoted in New Zealand and England, that we 
first conduct a randomised controlled trial in which clients are selected in exactly the same way 
to receive HIP or usual home care.  It is also important that the trial include an independent 
masked assessment of service need (including standardised IADL and ADL measures); that it 
access home care service data from a reliable independent source to ensure a completely 
accurate estimation of the effect size; that feedback from carers is sought as to the impact of the 
programme on the level of support they need to provide to the client; and, that standardised set 
of clinical data are collected on all trial participants. 
 
Conclusions 
 
The results of this study supported the hypothesis that older individuals referred for home care 
who did not have a diagnosis of dementia and participated in a programmes to promote their 
independence had better individual and service outcomes than similar individuals who received 
usual home care.  While these results contribute to building the evidence for the efficacy of 
restorative home care programmes, further research, specifically randomised controlled trials of 
these types of intervention, is needed.  
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