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The RAPOD (Rapid access to Physiotherapy, Occupational Therapy and Dietetics) is aligned with
the Slaintecare reform of championing the ethos the right care, in the right place, at the right time.

It started as a joint initiative between Physiotherapy and Occupational therapy (RAPO). The aim
of the project was to provide faster access to both therapies for clients in the community with

progressed and the Community Healthcare Network developed, the Dietetics service joined the
team (RAPOD).

This project is based on the current literature advocating for joint working, early intervention and
frailty prevention (Pialoux et al, 2012).

A key component of the project was to prevent unnecessary admissions to hospital due to lack of
social supports or lack of access to appropriate equipment. Elderly patients represent an
Increasing proportion of emergency department presentations. This potentially vulnerable
population are twice as likely to experience delirium and an increase in 3% risk of an adverse
event per hour in an emergency department (Naouri et al, 2022) Therapists working in the
project have protected slots in their diary each week for joint assessment. This preventative,
proactive approach is showing great outcomes for clients in the Kilkenny area.

AIms

RAPOD is a quality improvement project. Its aims:

« to meet the needs of community dwelling patients, requiring quick access to
Physio/ OT/ Dietician services, where acute or medical care is not indicated.

 to Improve access to a multi-disciplinary response from HSCP services within
Primary Care Services compared to usual care.

* To prevent admission to hospital due to functional decline.

Inclusion Criteria (’g Rialtas na hEireann

Patient has to be all 3 of the below

« QOver 65

 Live in Network 3

« Have areferral to both O.T and Physio

And also 1 of the following

« Risk of admission or readmission to acute services and requiring allied health input
« Significant deterioration in mobility or transfer ability requiring urgent review

« 2 falls or more in the last 2 weeks

Pathway

Referral received and Screened
Joint OT/PT assessment G%Ed within 5 working days

On initial joint assessment, MNA (Mini Nutritional assessment) completed-
<11 are referred to dietetics.

¥

Treatment plan agreed (continued joint visits or uni-disciplinary and/or
transfer to primary care as appropriate)

¥

At 30 days post initial assessment ,t;}ﬂﬁEﬂé outcome of remaining at home is
checke

Interventions/ outcomes

= RIP

B Equipment provided

Handover to Primary care

B Admitted to hospital

© Carer training

Increased services req

m Declined services

significant deterioration in mobility and function and at risk of admission to hospital. As the project

Slaintecare.

Right Care. Right Place. Right Time.

4 A

Outcomes/ KPI'S

« 44 Patients seen in 2022 by OT/PT,

« 8 referred to Dietician following MNA screen

 Mean Age of clients was 83.76 years

YES 91%  Total contacts per client ranged from 2-7

« Average wait time 3.46 working days

Patients remained at home
30 post intervention

Process

Following agreement from the involved disciplines, protected time was agreed for the
clinicians to prioritise clients identified as requiring quick access to OT/PT. This was agreed
as 6 hours per week and eventuated into two afternoons per week. If a client required
onwards referral to dietetics, they had protected time on a Friday to complete their
assessment and treatment.

The main focus of the project was joint working and timely access to a joint assessment. If a
referral was deemed not to meet the criteria or the team was at capacity, the referral was
treated as per individual departmental policy and waiting times.

The project required/ included:

« Working groups overseen by department managers

« Development of a standard operating procedure

« Leaflet detailing new service developed

* Role out across Primary care team with assistance from Clinical co-ordinator

* Protected equipment for quick provision.

« Assisting other networks in role out of service/ shared learning with wider team

145 .000 I land Commonly caused by iIIness,
’ people in Ireland are _
malnourished or at risk of psychological problems such as

malnutrition dementia, or SOCial factors Mini Nutritional Assessment

such as isolation M NA®

Last name: l ] First name: [

Malnutrition in sex| Jace:[ weontkg[ JHeion

Complete the screen by filling in the boxes with the appropriate numbers. Tc

Ireland

A Has food intake declined over the past 3 months due to loss of ap)
swallowing difficulties?
0 = severe decrease in food intake
1 = moderate decrease in food intake

L *1/3 of adults admitted to hospital 2 = o decease infood ntake
The MA]JOrILY of people who are y % 0 = weight 1oss grester than 315 (6.6 o)
malnourished reside in the l:elz)zﬁeo(::;i:;ep::::r;g gzsrne 2 = weigh loss between 1.and 3 kg (2.2 and 6.6 bs)
community

3 = no weight loss

C Mobility
0 = bed or chair bound

*10% of those who require care 1= 8bie o gatout o bad /cheke K soms sl go oie
from their GP

Further plans for 2023

Further communicate the service to public health nurses (main referrers) via formal letter to
ensure fair access to service from all areas within Kilkenny city and North Kilkenny.
Develop joint discharge summaries to reduce duplication of paperwork, streamline
communication to other stakeholders and develop RAPOD as a way of working.

Utilise electronic forms and ensure IT equipment is available, to allow onward referrals/
equipment requests to be submitted from the community.
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