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Kildare & West Wicklow ICPOP pilot study to provide 
Early Supported Discharge to older adults in Kildare & West 

Wicklow
BACKROUND
In the absence of clinical governance from a Consultant Physician in 
Geriatric medicine, KWWICPOP team developed an altered pathway 
in collaboration with acute and rehabilitation services within Dublin 
South, Kildare West Wicklow Community Healthcare. The Kildare 
West Wicklow ICPOP Early Supported Discharge pilot commenced 
in October 2022. Older people with complex needs have been 
shown to have higher than average lengths of stay (ICPOP, 2017). 

Figure 1: HSE Older Persons Dashboard 2023 

OBJECTIVES 
KWW ICPOP CST is an Interdisciplinary team whose aims, in line 
with Sláintecare, are to: 

� Provide timely planned coordinated care via a therapy at home 
model

� Minimise acute hospital admissions

� Facilitate early supported discharge 

� Augment the link between acute and community services

� Provide Early Supported Discharge for older adults (> 65years) in 
acute or community care who would benefit from receiving 
multidisciplinary coordinated rehabilitation, (>2 disciplines 
currently employed on KWW ICPOP) in the home

CLIENTS JOURNEY 

CASE STUDY INTERVENTION: MARY
• 74-year-old lady with frequent admissions to NGH 
    with general malaise, reduced appetite, RSV positive
• Medical history: HTN, high cholesterol, COPD
• Social history: Widow x 6 years. Lives alone with her cat. Does not 

drive. No formal supports in place, informally supported by her 
sister-in-law and nephew. Neighbours reporting house in poor 
repair and Mary struggling to cope.

INTERVENTIONS

“Ye did everything under the
 sun for me, ye have me spoilt”

“You’re magic people”

MARY’S FEEDBACK 

OVERVIEW
133 referrals in the first 8 months of this pilot with:

• 66% from inpatient wards (Early Supported Discharge and reduced 
hospital bed days).

• 22.5% from Naas General Hospital Frailty Intervention Team 
(admission avoidance) 

• 11.5%  other sources (Peamount, TUH, SJH, GP & others)
Interdisciplinary Team input
96% of patients received Physiotherapy 
98%  Occupational Therapy 
45%  Dietitian* (0.5 WTE) 
57% CNMII Clinical Case Manager input 
Keyworker
Each client had an average of: 

• 2 direct (face-to face)
• 12 indirect (telephone contact/contacts with community partners) 
contacts per patient

FUTURE DEVELOPMENTS
�Athy and Naas community based clinics are now operational
�32% of KWW ICPOP clients have been reviewed in community based 

clinics 
�Establishing future clinical sites throughout Kildare & West Wicklow
�Accepting GP referrals 
�Ongoing recruitment and retention of staff


