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VCACI has changed its name to Ambulatory Care Australia (ACA). The new
identity and name change reflects a national focus as ACA collaborates with
services across Australia and seeks to foster information exchange between all
Australian HITH services. ACA appreciates that all Australian HITH services
have provided insight and information to various ACA activities so that we
can all learn from each other.

The ACA new look website at http://aca.health.vic.gov.au describes some of
the ACA current resources.

These include the NEW  HITH Trials Registry Database and the HITH Resource
and Service Directory 2002.

HITH Trials Registry Database

The HITH Trials Registry Database has been established to provide HITH
services with information on Australian evaluations, trials and studies relevant
to HITH. The information stored in the database will include the nature of  the
trial, researchers, contact details and any published material listings. The HITH
trial registry database is accessible from the website.

ACA encourages all those who have undertaken or are undertaking a HITH
relevant trial to enter the details in the database via the web.

HITH Resource and Service Directory 2002

The 2002 edition of  the HITH Resource and Service Directory is now available
and has been expanded to include wound care products, software, HITH
services and providers and other relevant HITH products in addition to the
usual products and devices.

A copy of the Directory has been mailed to all Australian HITH programs on
the ACA distribution list. If  you have not received a copy and would like one,
please contact ACA at aca@alfred.org.au or Marion Osborn at
M.Osborn@alfred.org.au.

The listing of  all Australian HITH services at the back of  each newsletter will
no longer be printed because the listing is published in the HITH Resource and
Service Directory.
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discussions with the patient, including details of  the surgery,
potential complications and the expected post operative length
of  stay (LOS) of  four to six days.  All patients receive a pre-
operative education booklet in the surgeon’s room that contains
specific information regarding HITH transfer. All elective CT
patients attend a pre-admission clinic during which further
information is provided regarding HITH transfer at day 4 to
day 5 post-operatively, with HITH visits for a further two
days.

Increasingly there have been greater numbers of Monash
Medical Centre cardiac surgical patients from the Mornington
Peninsula and the Eastern Suburbs who live too far for HITH
visits, so negotiations are underway with Peninsula and Eastern
Health Hospitals to outsource some CT HITH referrals.
Monash Medical Centre also operates on many patients who
live in the Latrobe Valley. Contractual and educational
relationships with West Gippsland HITH were developed so
that these patients can enjoy earlier hospital discharge with the
support of  HITH. Additionally, the CT unit also utilises
hospital flats located adjacent to Monash Medical Centre for
country/long distance CT HITH visits.

There is no distinction made between the type of surgery the
patient undergoes or the age of the patient; all patients are
referred if inclusion/eligibility criteria are met. Inclusion criteria
includes:

• live within one hour of the hospital or stay in the
hospital flats

• speak English
• having someone staying with them
• have access to a telephone
• be day 5 or less post cardiac surgery

HITH nurses provide CT patients with two visits that include:

• vital sign monitoring, oxygen saturation,  and chest
auscultation,

• review of wounds, including inspection of exposed
wounds for redness; discharge, tenderness and wound
dressings if there is wound ooze,

• reassurance and an opportunity to ask questions and
seek clarification regarding surgery and recovery.
Despite an exhaustive discharge education process on
the cardiothoracic ward, many patients suffer short-
term memory problems and ask many questions,

• organisation of  any community services not flagged
in hospital eg; council help with cleaning, and

• pain management.

Patients post-valve replacement or repair who require
anticoagulation management whilst on HITH are managed
initially by the HITH nurses with daily warfarin dosing in
consultation with the cardiothoracic resident/registrar. When
discharged off the HITH program, usually at day 2, staff will

The Cardiothoracic (CT) Hospital in the Home (HITH) service
at Southern Health’s Monash Medical Centre, Clayton, has been
transferring suitable cardiothoracic patients between
postoperative day three and day five from the inpatient ward
to HITH for over six years.   Up to 60% of  all cardiac surgical
cases are transferred to HITH, releasing much needed acute
inpatient bed capacity.

In the first instance a cardiothoracic nurse coordinated the
service and rigid eligibility criteria was utilised. The service
was then a dedicated service with a single RN providing home
visits and no weekend service. A clinical pathway for all cardiac
surgical patients indicated early discharge for cardiothoracic
patients at day 5 post-operatively and facilitated transfers to
the CT HITH service.

Once established, the general HITH service began to provide
the care and treatment for these patients and has done so since
2001. All HITH staff  receive an education program with
specific policies and procedures to care for the CT HITH
patients.   CT patients are now transferred to HITH on a 7
days per week basis.  This has been associated with a significant
rise in total CT HITH transfers from 30% to 60%.

The Monash Medical Centre general HITH service is staffed
by eleven EFT who provide 24-hour on-call cover to patients,
and a seven day per week visiting service.  CT medical backup
is provided by the on call cardiothoracic registrar who is
available 24 hours per day.  HITH staff  can also liaise directly
with nursing staff from the CT ward.

Discharge planning begins in the surgeon’s rooms with

A DYNAMIC HITH SERVICE: THE MONASH
CARDIOTHORACIC HITH SERVICE

Anne Mennen, Unit Manager, Cardiothoracic Unit
Robyn Trebilco, Hospital in the Home Co-ordinator
– Monash Medical Centre, Southern Health, Victoria

Robyn Trebilco, Prof  Julian Smith, Head of  Cardiac Surgical Unit, Anne Mennen
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The constant pressure to decrease costs and improve the quality
and safety of  healthcare delivery, is forcing healthcare
organisations around the world to acknowledge that
information technology is a
fundamental tool to improve the
efficiency and effectiveness of
healthcare.

Further, pressures associated with
an ageing population and the
subsequent rise in the number of
people with complex and chronic
illnesses are also placing increased
burden on the healthcare system.
In response, the healthcare
industry continues to search for ways to integrate information
technology into the clinical care of  their high-utilisation,
chronically ill patients.  The industry, particularly in the USA, is
also beginning to recognise the cost-saving and patient care
benefits offered by disease management programs using
multimedia technology.

What is disease management?

Disease management programs aim to improve the health of
a defined population with a chronic illness, eg diabetes,
hypertension, COPD and depression, in terms of  quality of
life and reduced utilisation of  healthcare services.  The focus
of disease management programs is outcomes-based, and
the emphasis is on preventive interventions over long
timelines.

It is well documented that people with chronic illness who
can effectively learn to self-manage their condition enjoy better
clinical outcomes.  These people typically understand their illness
well and use the guidance offered by their clinician to help
manage it.  Carefully designed disease management programs
that target these people have the potential to prevent
deterioration in health and progression of illness as well as
reduce the need for repeat hospitalisations.  In higher-risk
patients, these programs can prompt appropriate medical
intervention before costly medical crises occur.

In general, disease management programs aim to:
• facilitate optimal self-management and professional care
• improve quality of life
• prevent deterioration (and thereby reduce the need for

hospitalisation and the consumption of other medical
services)

liaise with the patient’s general practitioner for continuation
of anticoagulation management.

The program has been successful due to many interrelated
factors including:

1. full support of all CT surgeons who set up an
expectation of early discharge to HITH at first contact
with the patient in their consulting rooms

2. a CT ward which focuses heavily on early referral
and timely discharge

3. excellent communication between the ward and HITH
4. a HITH service which provides 24 hours a day/7days

a week service thus allowing patients to be discharged
into the service 7 days per week

5. patients who are keen to go home and become
independent

6. carers who willingly give up work/other commit-
ments to spend the first week of discharge with the
CT patient.

In 2001/02 183 CT patients went through the program, saving
approximately 512 beddays.  The readmission rate for CT
HITH patients is extremely low.

The Monash Medical Centre CT Unit has a below state average
length of stay (SALOS) (2.77 days below SALOS June 2002)
which is assisted greatly by a 96% day of surgery admission
(DOSA) rate and a HITH rate of up to 60%. Whilst many
CT patients are discharged from the hospital to HITH day 5
post-operatively, a few patients have been discharged as early
as day 3.

As hospitals seek to shorten length of stay in order to create
more capacity, minimize emergency bypass, reduce surgical
waiting lists and generate WIES, HITH services for patients
after major surgery such as open heart surgery provide
ambulatory care by health professionals in the home setting.

If you would like to learn more about the successful CT
program please e-mail Anne Mennen, Nurse Unit Manager,
Heart and Chest Unit/32 South, Monash Medical Centre on
a.mennen@southernhealth.org.au or Robyn Trebilco, Manager,
Southern Health HITH on r.trebilco@southernhealth.org.au

Dr Matthew Cullen
Co-president, McKesson Asia-Pacific Pty Ltd

THE USE OF MULTIMEDIA TECHNOLOGY IN
DISEASE MANAGEMENT
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• reduce costs
• reduce or delay morbidity
• increase patient satisfaction
• increase patient compliance with treatment plans

The Challenge of Delivering Disease Management Prgrams

For disease management programs to be effectively delivered
across large populations (ie greater than 250 enrollees),
especially in regional and remote regions, it is prudent to utilise
technological tools to facilitate disease management provision.
Although personal consultations with doctors and other trained
health professionals are essential, online or telephone
interaction, for example, can increase the frequency, timeliness
and access to interactions and help manage a patient’s condition
closely and cost-effectively.  The use of  technology enabling
remote and regular monitoring of  each individual’s health
status, allows case managers to manage larger numbers of
patients without the typical strains of a more traditional ‘face-
to-face’ workload.

What makes disease management programs successful?

The keys to a successful disease management program
include:
• close day-to-day monitoring;
• rapid reaction to troubling or early warning signs, and
• personalised intervention and education.

With the use of  multimedia technology, disease management
programs may also improve productivity; facilitate patient-
centred (rather than doctor-focussed) strategies; overcome
lack of or difficulties with face to face interactions; enable
data and information management; allow generic and tailored
interactions, and facilitate the adoption of standards or
treatment protocols.

Importantly, technology allows for economies of  scale that
in turn produce the most consistent results.

A Case Study:  McKesson’s CareEnhance

CareEnhance is a disease management program developed
by McKesson that strategically combines the Internet with a
health call centre service for people with a wide variety of
conditions such as asthma, congestive heart failure or diabetes.

The program requires planning for and implementation of
the following:

• Assessment of each entire population
• Stratification of the population by risk
• Assessment of each individual
• Setting of goals and development of individual care

plan
• Delivery and coordination of care
• Monitoring, management and evaluation of care over

time

The following chart summarises the process McKesson
adopted for the CareEnhance program and provides an
indication of  the range of  possible multimedia technologies.

Pre-agreed clinical indicators were used to measure the
program’s effectiveness including clinical measurements,
educational measurements, outcomes measurements, disease
indicators and quality indicators.  Internal evaluation and follow-
up over 12 months showed pleasing results indicative of
positive behaviour changes which resulted in improved
compliance, functional status and symptom control, and
reduced service utilisation.  For example, for patients with
congestive heart failure, there was an 89% increase in ACE-
inhibitor prescriptions and a 114% increase in number of
patients weighing themselves daily.  Similarly, for patients with
asthma, the program showed a 91% increase in patients with
asthma action plans and 85% in patients who own a peak
flow meter.

The economic evidence in support of disease management
programs is also growing.  A review of  McKesson’s claims-
based studies shows:

• 15% - 33% reduction in inpatient hospitalisation
• 5% - 31% reduction in ED visits
• Gross savings per person per annum US$279 - $2560
• ROI (dollars saved for every dollar spent) US$1.55 –

>$3

Conclusion

Notwithstanding the importance of face-to-face consultations,
well-designed technology-facilitated disease management
programs appear to be highly effective for educating,
monitoring and treating patients with chronic illness.

Proprietary Risk Stratification

Stable At Risk High Risk

Telephonic education Proactive calls Proactive calls

Written education Written education Written education

AudioHealth library On-demand advice On-demand advice

On-demand advice Case management Case management
referral referral

Internet content AudioHealth library AudioHealth library

Provider Alert Provider Alert

Internet Content Home Device

Internet Content
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or patient choice. Included in this number are all patients with
known drug and alcohol problems. The remaining 394 (70.2%)
patients were offered community treatment subject to the
completion of an environmental checklist.

These environmental checklists were reviewed, along with the
unit’s quality review system and human resource records for
the same period to identify relevant adverse events.

Results

Of the 394 patients that were offered community treatment,
21 cases were excluded from home treatment as their home
environments were deemed hazardous to the health
professional as outlined in table 1 below. Alternative treatment
arrangements were made for these patients. A review of  both
quality and human resource records for the same period
revealed no violent incidents or workplace injuries. Only one
minor motor vehicle accident was reported without staff  injury.

This process did reveal several unpredictable occurrences,
however, including the following:

“Expecting to arrive at a permanent dwelling, the visiting nurse
and doctor are directed across several rain soaked paddocks
to a portable abattoir. The consultation took place in a
storeroom amongst the tools of his trade.”

“A good rapport had been established between staff, client
and his pet Jack Russell terriers. A new visiting nurse attended
the patient, completed his day’s treatment and set off  on the
next call. When checking the rear-view mirror some ten
kilometres away, the nurse was surprised to see one of  the
dogs staring back from the rear parcel shelf.”

“Routine inquiry into weather-damaged roads is not part of
the environmental checklist. At least one car has required a
tow from a cooperative farmer in a tractor after a sudden
downpour rendered a farmyard impassable.”

Macarthur Ambulatory Care Service (MACS) is an out-reach
service that delivers acute multidisciplinary care to adult patients
in their own homes. Patients reside in the suburban/semi-rural
Macarthur local government area, fifty (50) kilometres south
west of the Sydney central business district.

There are risks associated with community practice. The
Australian Institute of  Criminology reports that the Australian
health industry was the workplace most affected by violence.2
Delivering outreach health care, which extends past the physical
structure of a hospital, is beyond environmental control3 and
attacks are more likely in the community.4  Safety is therefore
very important for any health care professional whose work
involves home visiting.5  Physical and verbal violence can not
only harm someone physically but can have devastating effects
on one’s morale and staff  performance.6 Risks can be reduced
by simple environmental checklists which assess and manage
risk as done by MACS.

A retrospective analysis was conducted of  all MACS admissions
from 1st January to 31st June 2000. During this period 561
patients were treated. Of these patients 167 (29.8%) were
treated in the hospital based unit due to medical requirements

SAFETY HAZARDS WHEN PROVIDING ACUTE
HOME CARE – MACARTHUR AMBULATORY
CARE SERVICE

Bradley Warner, Nursing Unit Manager
Lisa Tomlin, Registered Nurse
Dorothy Wilton, Registered Nurse
Rhona Marks, Research Officer
Nicholas Collins, Staff Specialist
Stephen Wilson, Director Ambulatory Care

Significant reductions both in the number of hospitalisations
and the length of stay are possible thereby reducing the overall
health costs associated with these high-utilisation patients.

About McKesson

McKesson Asia-Pacific is a wholly owned subsidiary of
McKesson Inc, the leading provider of  supply, information
and care management products and services designed to reduce
costs and improve quality across healthcare. McKesson
solutions empower healthcare professionals with the tools they
need to deliver care more effectively and efficiently. Founded
in 1833, with annual revenues of more than US$50 billion,
McKesson ranks as the 31st largest industrial company in the
United States. For more information, please visit the company’s
website at http://www.mckesson.com.au/

Type of Hazard Total

Apprehended, Violence Order - Partner/Sibling 4

Unable to Restrain Dogs 7

Rough Driveways 3

Home Renovations 1

Burning Car in Driveway 1

Poor Family Dynamics 1

Brown Snakes 1

Wet Concrete 1

Uncaged Ferrets 1

Checklist Not Completed 1

TOTAL 21
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“Its telehealth capacity and ability for wound photographs to
be sent by e-mail boosts quality of  service for patients in major
hospitals such as The Alfred as well as in rural and regional
areas.

“The system is simple and inexpensive, making it accessible to
many different communities.” A/Prof. Santamaria said.

The award was accepted on behalf of The Alfred by A/
Prof. Santamaria at the AHA National Congress in Hobart
on 15 August.

The Alfred, Melbourne, last month received national accolades
for its innovative work, winning an Australian Healthcare
Association Baxter National Healthcare Innovation Award in
the Advancement of  Service Management category, for the
development of  the Alfred/Medseed Wound Imaging System
(AMWIS).

The system, which was developed by Associate Professor
Nick Santamaria and colleagues from The Alfred’s Ambulatory
and Community Services in conjunction with medical software
development company Medseed, was launched at The Alfred
in Melbourne earlier this year.

AMWIS is a specialised software package which analyses a
digital photograph of a wound, more accurately assessing its
size, depth and severity.

The system also tracks wounds as they heal, highlighting areas
of improvement, deterioration and potential issues as they
emerge.

A/Prof. Santamaria said AMWIS particularly helped with
treatment of chronic ulcers and pressure sores prevalent in
many patient groups.

ALFRED WINS TOP HONOURS FOR INNOVATION

For further information:
contact Medseed on 03 9862 9000

or A/Prof. Nick Santamaria at The Alfred on
03 9276 3535

AMWIS RESEARCH UPDATE

1)   AMWIS is being used in a randomised controlled trial in
the Kimberley region of  Western Australia. The study is funded
by the Telehealth Development unit of  the WA Health
Department.

The research will investigate the effectiveness of remote
consultation in the management of chronic leg and foot ulcers
in Aboriginal communities in the Kimberley.

The study is being conducted by a team from The Alfred,
University of  Western Australia, Royal Perth Hospital, Silver
Chain and WA Health Department.

Chief Investigator, Associate Professor Nick Santamaria
believes that this is the first study of this kind in the telemedicine
field involving wound care in an indigenous population.

2)   Deirdre Austin, PhD student at the School of  Postgraduate
Nursing at the University of Melbourne is conducting a study
into the biology, biomatics and biography of  patients with
chronic leg ulcers.  Her study utlises AMWIS to measure and
track progress of patients’ wounds whilst investigating patients’
experiences of living with a chronic wound.
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Ambulatory Care Australia would like to thank all the attendees at the last ACA conference, Acute Home Care & Disease
Management 2002. Feedback from the conference indicated that most delegates thought it was either excellent or good  (see
below.)  Each year the number of  attendees increases with 300 delegates at this year’s conference.

Day One focused on disease
management initiatives, which
address issues such as
readmissions, reduced quality of
life and lack of patient awareness
often associated with chronic
illness. Mr Warren Todd,
Executive Director of Disease
Management Association of
America and Dr Neal Friedman
of  University of  New York,
Buffalo provided overviews of  disease management initiatives
and experiences in the US.  Disease management initiatives
were presented by Dr Matthew Cullen of McKesson, Mr Dan
Hook on Carelinks, Dr Marco Bonollo of The Alfred, Ms
Liz Bongetti of  the Arthritis Foundation of  Victoria, Ms Rachel
Balmanno of the Commonwealth Department of Health and
Ageing, Mr John Slater of NSW Health, Ms Sue Daly of the
Victorian Department of  Human Services and Mr Russell

AMBULATORY CARE AUSTRALIA CONFERENCE

Schneider of the Australian
Health Insurance Association.
Professor John McNeil
facilitated a panel discussion on
disease management issues.

Day two focused on hospital in
the home beginning with a
presentation by Professor
Lyndsay Grayson, Head
Infectious Diseases Austin and
Repatriation Medical Centre on

the results of the HITH outcome benchmarks study undertaken
across 10 Victorian sites as well as the results of a study for
cellulitis which compared using once-daily intravenous
cephazolin 2g with ceftriaxone 1g both administered with oral
probenecid 1gm. Geoff Sussman presented wound care for
HITH and John Hedley presented on self-administration in
home infusion therapy.

Some members of  the ACA Team:
 (from L-R) Lisa Demos, Alex Padiglione, Kaylene Fiddes,

 Nick Santamaria, Marion Osborn

Excellent Good Acceptable Unsatisfactory Poor

Seminar Content 40 52.6% 34 44.7% 2 2.6%
Seminar Venue 39 51.3% 25 32.9% 9 11.8% 2 2.6% 1 1.3%
Seminar Organisation 47 61.8% 26 34.2% 3 3.9%
Catering 32 42.1% 33 43.4% 9 11.8% 2 2.6%

Debbie Wild,  Consultant, Singapore Health Services Pte Ltd with
John Hedley, Director of  Pharmacy, Sydney Adventist Hospital

ACA Executive Director,  Lexie Clayton and
Philippa Blencowe, HITH Manager, Box Hill Hospital, Victoria
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Dr Marcus Kennedy presented HITH and Emergency
Medicine and Dr Gideon Caplan presented on Hospital in
the Nursing Home. A/Professor Nick Santmaria examined
the results of the acuity and dependency scale piloted in 10
HITH sites. A/Professor John Olver presented rehabilitation
in the home and Dr Jo Douglass presented on anaphylaxis.

Delegates came from around Australia, New Zealand and
Singapore.  A CD of the conference presentations has been
posted to all attendees.

Disease Management Association of America Fourth
Annual Disease Management Leadership Forum
October 23-26, 2002
Marriott Rivercenter, San Antonio, Texas
Website: www.dmaa.org

National Association for Home Care
October 26-30, 2002
Salt Palace Convention Center
Salt Lake City
Contact: NAHC (202) 547-7424

The Changing Hospital - Towards 2010 or The Best of
ARCHI (ARCHI Toolkit Seminar)
November 1, 2002
The Grand Chancellor, Hobart
E-mail: mailto:Admin@archi.net.au
Website: http://www.archi.net.au

19th International Conference of  the International
Society for Quality in Health Care
November 5-8, 2002
UNESCO Headquarters, Paris
Contact: ISQua
Email: isqua@isqua.org.au
Website: http://isqua.org.au

Hospital IT Conference 2002
November 6, 2002
Grand Hyatt, Melbourne
Tel: (03) 9529 4314
Fax: (03) 9510 4733
E-mail: nnew@bigpond.net.au

Hospital Innovations in the Management of Older
People with Multiple Problems (ARCHI Toolkit Seminar)
November 8, 2002
Brisbane Convention & Exhibition Centre, Qld.
E-mail: mailto:Admin@archi.net.au
Website: http://www.archi.net.au

The Changing Hospital – Towards 2010 or A
Smorgasbord of  ARCHI (ARCHI Toolkit Seminar)
November 22, 2002
South Bank Convention Centre, Townsville, Qld
E-mail: mailto:Admin@archi.net.au
Website: http://www.archi.net.au

12th National Canadian Home Care Association
Conference
November 22-23, 2002
Hyatt Regency, Vancouver, British Columbia
Website: www.cdnhomecare.on.ca

TWO RANDOMISED CONTROLLED TRIALS
UNDERWAY IN CHRISTCHURCH NEW ZEALAND

CONFERENCES

Two studies of  general practice led hospital in the home are
underway in Christchurch New Zealand. Pegasus Health is a
GP Independent Practitioners Association (IPA) whose
membership includes the majority of Christchurch General
Practitioners. They have initiated a project that provides
comprehensive general practice care at home for patients. The
service is called Extended Care @ Home and covers a similar
range of activities to the Australian Hospital in the Home
projects including extended home visits by GPs and practice
nurses, an intravenous antibiotic service, and mobile diagnostic
testing including pulse oximetry. A collaborative research group
has been formed which includes the academic Department
of  General Practice, secondary care respiratory, emergency
department and general physicians, infectious diseases specialists
and the IPA. Two conditions have been chosen for evaluation
in a randomised controlled trial of  the service - cellulitis and
community acquired pneumonia. All patients requiring
intravenous antibiotics for cellulitis and patients with mild to
moderately severe pneumonia (using the CURB-Age severity
score) are initially assessed in the Emergency Department at
Christchurch Hospital. After initial assessment, patients are
randomised to receive either hospital treatment as usual or
home treatment under the Extended Care programme using
their own GP and the Extended Care staff to monitor their
illness and administer IV antibiotics. The trial is looking at
clinical, functional and economic outcome indicators as well
as patient and GP satisfaction. Patients are followed daily
during the acute illness and contacted again at 2 and at 4 weeks
after presentation.

For further information contact:

Professor Les Toop or Dr Dee Richards,
Department of Public Health and General Practice
Christchurch School of Medicine and Health Sciences
P.O. Box 4345 Christchurch New Zealand
Phone 0011 64 3 3643613
Email: les.toop@chmeds.ac.nz

derelie.richards@chmeds.ac.nz
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The Case Management Society of Australia 6th
Annual Conference and Exhibition. Case
Management: Whose Outcomes Matter Most?
February 12-13, 2003
Carlton Crest Hotel, Sydney
Tel: (02) 9437 9333
Fax: (02) 9901 4586
E-mail: louise@conferenceaction.com.au
Website: www.cmsa.org.au

AAHomecare 2003 Leadership Conference
February 26 - March 28, 2003
Renaissance Vinoy Resort & Golf Club
St Petersburg, Florida
Website: www.aahomecare.org/members/
leadership_hilites.htm

Telemedicine & Telecare International Trade Fair
April 9-11, 2003
Luxembourg
Website: http://www.telemedicine.lu

INS Annual Meeting and Industrial Exhibition -
sponsored by the Infusion Nurses Society (formerly the
Intravenous Nurses Society)
May 31 - June 5, 2003
Nashville, Tennessee
Tel: 0011 1 617 441 3008
Fax: 0011 1 617 441 3009
E-mail: chris.hunt@ins1.org
Website: www.ins1.org for online registration

NAVAN 17th Annual Conference - sponsored by the
National Association of  Vascular Access Networks
September 13-16, 2003
Hyatt Regency, Atlanta, Georgia
E-mail: info@navannet.org

National Association for Home Care
October 11-15, 2003
Orlando
Contact: NAHC (202) 547-7424

2003 World Congress on Homecare and Hospice
Organisations
11-15 October 2003
Opryland Hotel, Orlando, Florida, USA
E-mail: www.nahc.org or www.whho.org

Clinical Excellence International Conference:
International Health Technology Assessment
Methodologies & Guidelines
December 3-5, 2002
International Convention Centre,
Birmingham, U.K.
Website: http://www.sterlingevents.co.uk/NICE

Clinical Benchmarking in Hospitals
(ARCHI Toolkit Seminar)
December 6, 2002
The Stamford Hotel, Adelaide, SA
E-mail: mailto:Admin@archi.net.au
Website: http://www.archi.net.au

The 14th Annual National Forum on Quality
Improvement in Healthcare
Institute for Healthcare Improvement
December 8-11, 2002
Orlando, Florida
Website: http://www.ihi.org

36th ASHP Annual Mid-year Clinical Meeting and
Exhibits - sponsored by American Society of Health-
System Pharmacists.
December 8-12, 2002
Atlanta, Georgia, USA
Tel: 0011 1 301 657 3000
Website: www.ashp.org

Clinical Processes – Towards Best Practice
(Models of  Care) (ARCHI Toolkit Seminar)
December 13, 2002
The Grand Hyatt, Melbourne, Vic.
E-mail: mailto:Admin@archi.net.au
Website: http://www.archi.net.au

American Society for Parenteral and Enteral Nutrition
(ASPEN) 27th Clinical Congress
January 18-22, 2003
San Antonio Convention Center, San Antonio, Texas
Email: aspen@nutr.org
Website: http://www.clinnutr.org

NHIA Home Infusion Pharmacy Certificate Program
January 2003
205 Daingerfield Rd, Alexandria, Virginia 22314
Tel: 703 549 3740
Fax: 703 683 1484
E-mail: info@nhianet.org

NHIA 12th Annual Conference - sponsored by Na-
tional Home Infusion Association
February 2-5, 2003
San Antonio, Texas
Tel: 0011 1 703 549 3740
Fax: 0011 1 703 683 1484
Website: www.nhianet.org


