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If: Background & Context

Estimated over 64,000 people living with dementia in Ireland

Prevalence in Ireland expected to increase to 150,000 people by 2045; pre-
dementia states ( “Mild cognitive impairment - MCI"): 2-3x this number

Model of Care aims to address system shortcomings, providing earlier
recognition and intervention for those living with dementia, as well as their %?%eelrggﬁgge

support networks in Ireland

Dementia Model of Care provides an integrated framework to bring together a
wide range of services into a coherent pathway for people living with dementia

Sets out a range of Targets and Practice Recommendations to advance the
assessment and diagnosis of pre-dementia states (MCI) and dementia, and also
the treatment, care and support of people currently living with dementia in Ireland




Background to the Dementia Model of Care
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Iff Dementia Model of Care

e Assessment process & targets for diagnostic services

e Diagnostic pathway & identifies required infrastructure - three
tiers of assessment across integrated pathway
Offers

e Best practice & key steps in communicating diagnosis

Guidance

_ e Recommendations for key elements of personalised care
on. planning, including brain health principles for those with SCI/MCI

e Targets & recommendations - care planning & dementia post-
diagnostic support pathway.




I— - Diagnosis Model

-

The Model of Care provides for a three level diagnostic model of assessment:

Level 1 — GP Delivered Assessment

= May include support & information from any of the
ECC Programme services

= Decision on appropriateness of referral to Level 2/ 3 is
at the discretion of the primary care physician LEVEL 3:

Assessment in a

Level 2 — Memory Assessment & Support Service (MASS) or Hoolonal Shestalist Merory Clinio
Other Specialist Service (RSMC)

- Diagnostic assessment in a MASS will generally focus on older 2gechislielec Ul el I Pmory Serice

persons with a typical and clear presentation ) LEVEL 2:
Memory Assessment

and Support Service

Level 3 - Assessment in a Regional Specialist Memory Clinic - : |
Specialist non-dedicated service

(RSMC) Cognitive/behavioural neurology clinic

- Based in tertiary care, diagnostic assessment in an RSMC Local 1D memoary senicos
IS generally for younger, atypical or unclear presentations
requiring a more detailed assessment

LEVEL 1:
Assessment in Primary Care



If: Care Planning & Post Diagnostic Supports
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Target Categories
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If: What does the MoC mean for the Healthcare System?
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What does the MoC mean for the Person with Dementia?

Equity of access to dementia services- irrespective of age, disability, gender, ethnicity, dementia sub-type or living
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Implementation- Progress to Date
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I- . ECC Healthlink Referral Rollout

-

Benefits of Healthlink Progress to Date
. . . . CHN
/@ Simplify and streamline the referral of all service users Rollout is underway in 6 of the 9 CHOs. Breakdown of status of 96
across CHOs and improve access to locally delivered CHNs is as follows:
services
CHNs Live 44
i Digitalise the current referral process, providing efficiency, CHNs Preparing for Go Live 14
= privacy and security
CHNs working to meet Criteria 38
M Improved communication between the GPs and ECC
Clinical teams ICPOP
12 . Live in 6 of 9 CHOs (CHOs 1 - 6)
— Referrals that are comprehensive, legible and contain . Engagement underway with CHO 7,8,9
sufficient information for triage and decision making
Increased transparency, visibility of pathways from ICPCD

®

ICPCD Healthlink Pilot is ongoing in CHO 2 (28 Aug - 8 Sept)
Operational readiness assessment completed across all CHOs
CHOs will go live on a weekly basis, commencing 18
September.

beginning to end




H- Healthlink - CHN

 Form for CHN referrals developed and deployed in Cork

* Inthe process of deployment across all CHNs now

 Form will be updated in response to learning once established
* Now Iive in MOost CHNS Total Referrals per Month (CHNs)
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H- Healthlink - CST

 Form for CST OP being deployed
e Form for CST CD In test lotal Retferrals per Month (ICPOP)

300
200
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H- HSE Area Finder

* Problem:
o With all the changes, how do sources of referral know where to send
community referrals?
o How does a discharge co-ordinator know what CHN a person lives in and how
to contact the CHN or CST?

« Solution:
https://hseareafinder.ie

* Collaboration between Primary Care and HSE Health Intelligence Unit


https://hseareafinder.ie/

HSE Area Finder

DEVELOPMENT OF HSE AREA FINDER MAP

AIM

The aim of the HSE Area Finder Map is to assist in identifying the available
services and appropriate point of contact for community services based on a
service users address. This will promote integration and enhance
knowledge of community services. On input of a patients postcode or

address the map will signpost to the correct:

Collaboration between CKCH, The National Health
Intelligence Team and The National Primary Care
and Strategy Team

Gathering contact details for all CHN, ADPHN,
ICPOP and ICPCD Hubs

. Community Healthcare Network (CHN)
. Assistant Director of Public Health Nursing (ADPHN)
. Older Person Community Specialist Service (ICPOP)
. Chronic Disease Community Specialist Teams (ICPCD)
HSE, SAINT FINBARR'S HOSPITAL, DOUGLAS ROAD, CORK, T12XH60 ~ . _1\
&
{\:}; :"il; - ‘ Te 4R
CHN - Douglas, Blackrock, Mahon ?;;:Mw‘z: \’L:»NJJ ‘2\7 _
Health Region: HSE South West -i?:) \—)\“\.\v ?\/
-9y § 23
C® cHN point of contact Tt,,&” s 2 /5 I
blackrockdouglas.chn@hse.ie \'i‘;g AV 4 gf‘;- b ._N‘/ ‘
C® ADPHN point of contact )?—_‘L\/\:{\ -
blackrockdouglas.phn@hse.ie ,;{“f ),, 1z\ - R
i’f:/ — o -
E,. Chronic Disease CST point of contact :’j:é?;f;-f"f
corksouthcity.cdm@hse.ie
C® older Persons CST point of contact Intended for referrals from health professionals only
corksouthcity.icpop@hse.ie

Design and development of a pilot HSE Area
Finder Map URL for testing phase

One week pilot of map across CKCH and GP’s
with issues logged in August 2023. Monkey survey
to evaluate users feedback following pilot

Development and finalising HSE Area Finder Map
for National roll out and promotion at ECC
conference on 7t September 2023.




If— HSEAREAFINDER.IE
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If; Flexing the ECC Model

HSE CEO Opening Statement at the Joint

Committee on Health, June 2023

“I have set a specific requirement for
September 2023 to flex the ECC Model to
provide an interface with both public and
private nursing homes to improve hospital
avoidance and to support post-hospital
discharge”




ECC Programme

Shift Left towards General Practice, Primary Care and Community-based Services
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e Flexing the ECC Model

- Overview

The ECC Programme will extend the current model and maximise its reach by engaging the entire population in their geographic area,
Including residents in both public and private nursing homes, with the ultimate aim of improving hospital avoidance and supporting post-
hospital discharge, in line with the UEC priorities

Integrated team working across the full primary care / community service pathway is crucial to the success of the model, ensuring
collaboration and coordination among teams to deliver comprehensive and responsive care

Clear referral pathways and engagement of relevant expertise are crucial for managing caseloads and achieving optimal outcomes for
service users. This includes prioritising service users who would benefit most from specialist ECC input - Clinical Care Coordinators at
CHN level are essential for effective coordination across the pathways

The CHN Manager plays a critical role in prioritising and managing the needs of their population including:
o Waiting lists across HSCP disciplines in the CHNs
o Building relationships with nursing homes and engaging with other specialist services as required

o For any services for which management of demand and waiting lists is yet to transition to the CHN Manager, given its criticality, this
must transition to the CHN Manager in conjunction with the development of the extended model.



Population management
and care pathway
management

Population Health
profiling

End to end pathways of
care

Managing populations of
~50k through Community
Healthcare Networks

Managing at risk
populations of ~150k
through ICPCD and
ICPOP specialist teams

Care closer to home as
possible

OPD/ Inpatient Impact

Flexing the ECC Model

Integrated Ways of Working

:

Integrated Multidisciplinary Team/s and Way of Working — Right Place, Right Time, Right Team -

General
Practice

Integrated Care Framework for
Residential Care Facilities

Underpinned and enabled by robust and effective clinical governance, feedback loops to encourage learning and

continuous improvement, and tracking of performance metrics and activity outcomes to demonstrate value

Performance metrics
and activity tracked
across pathways

CHN
e Therapies
e Nursing
e |[ntegrating Care

ICPOP

e Referral Activity

e Specialist
Pathways Activity

e Referral Source
Casemix

ICPCD
e Cardiology
e Diabetes

e Respiratory



Urgent and Emergency Care (UEC) Plan

Overview

ﬁéﬁ Improve patient experience in urgent and emergency care services
QT:‘;; Work together across hospital, community and planning services, following the evidence to make our services better

Our Vision: Deliver high quality integrated care in the right place, at the right time, every time
y ™ " ™
Qur Promise to
UEC Pillars Patients and Families
r__—?'}'r The Average Monthily
. . Trolley Count at Bam not
o 08¢ O 10 exceed 320.
lrﬂﬂ-:rntr-nw G007 Adapting ;nﬂm
keadorshp W SONVICHS Making and
Biuskhreg capaciy surstasrung Fugh
= The 1otal number of
ol — L oo (G Droce o bo smevet
W= by year end is 440,
Right Care
Right Place
blers Right Time
VEC Ena o, #7 No patient aged over 75
-4 ) years will wait for more than
v & 24 hours in our EDs.
1= fi':"?
Batier data for qualiby Suppored and
mnd baotbor Gocrski '-::" eeTpwe e AT |=~I:::::I ;l",}l The average LoS for
L ~ J those over 14 days not to
(t:" ‘r-f? |:' E : exceed 28 days.
Pabent cenired Uinkoxckongy ekesalth
change ST
s _/

The ECC Programme has a critical role to play in supporting the UEC Plan, particularly in relation to hospital avoidance and discharge operations.



~ Flexing the ECC Model

- Profiling of CHOs

In order to support the ECC Model’s working in an integrated way, profiling of CHOs, which outlines the operational status of the teams, along

with the key leadership roles has been undertaken. These profiles help support the engagement required in order to deliver integrated care
effectively. The figures below are an example of the profiling completed for CHO 1 and outlines the operational status of the CHNs and CSTs,

along with the names of those in key leadership roles.

Confidential - Mot for circulation

iy Team operational
~ 54 CHO 1 / |
— {“’-’si, - Team not operational
~ g \oEa A Population: 391,281
S sl D
> CHN 1 CHN 2 CHN 3 CHN 4
33,875 46,874 35177 36,087
Inishowen Donegal South and
(Learning Site) Donegal North Donegal East West
Network Manager Network Manager Network Manager MNetwork Manager
Geraldine Canning Rory Kavanagh Darren Doyle Samantha |bbs
GP Lead GP Lead GP Lead GP Lead
Dr Katherine Murray Dr Paul Stewart Dr Ciaran O'Fearraigh Being Recruited
ADPHN ADPHN ADPHN ADPHN
Kathleen Harkin Lorraine McBrearty Maureen Long Patrick Browne
Team apertionat? [l Team opersiona?
- v v J
ICPOP ICPCD
Operational Lead Operational Lead
Clare McAleer Claire M CHUW
m Consultant Consultant
Dr Marketa (ntesim Consuitant Other key roles:
: Endocrnology)
Alone Coordinator: Campaign Underway Carnpign Underuay (Respeatos e CIT Lead
Frances Browne ' i i
—— — —— — ° Dl_sgharge Coordinator
r B e Clinical Leads for ICPOP and ICPCD
e Local NAS paramedics

*CHO 1 is being used for illustrative purposes but this information is available for all CHOs



~ Flexing the ECC Model

-~ Profiling of CHOs

In order to support the ECC model working in an integrated way, profiling of CHOs, which outlines the operational status of the teams, along
with the key leadership roles has been undertaken. These profiles help support the engagement required in order to effectively deliver
integrated care. The figures below are an example of the profiling completed for CHO 1 and outlines the operational status of the CHNs and

CSTs, along with the names of those in key leadership roles.

rcuianon

Vv Team operational

- LONTIGENTIai - INCT TOT CITC
; \‘gﬁ? CHO 1 (2/2) ¥ Team not operational

ek POPUIatiOn: 391 ,281

"‘7 CHN7 CHN 8 CHN & CHN 6
72525 60,817 75,566 30.360
Cavan Monaghan Sligo South Donegal Leitrim and West
Cavan
Network Manager Network Manager Network Manager Network Manager
Ruth Woods Cathal Hand John O'Hora Lorraine Sherndan
GP Lead GP Lead GP Lead GP Lead
Dr Rukshan o rribod
Sl Dr Vincent Brett Dr Conor Mitchell Being Recruited
ADPHN ADPHN ADPHN ADPHN
Martina McDonald Angela McEnroy Mary Gillen Sile Boles
v v v v
ICPOP ICPCD ICPOP ICPCD
Operational Lead Operational Lead Operational Lead Operational Lead
m Louise Carolan Fiona Gilliland Melissa Cumnd Suzanne Keenan
Consultant Consultant Consultant Consultant

Alone Coordinator:
Frances Browne

Previously in Place Al ayanced stage
Team operational?

v v

*CHO 1 is being used for illustrative purposes but this information is available for all CHOs

Campaign Underway

v

Other key roles:
e CIT Lead
e Discharge Coordinator
e Clinical Leads for ICPOP and ICPCD
e Local NAS paramedics



=3 Flexing the ECC Model

- Profiling of Nursing Home Facilities

A profiling exercise of nursing homes has also been undertaken, which shows the public and private facilities in each CHO and their maximum
occupancy, along with their aligned CHN, CST and acute hospital. This information provides a description of the quantity and type of nursing

home beds across the CHO area. By looking at this data it helps to understand the spread and mix of facilities aligned against the beds per
capita. The figures below provide an example of the profiling undertaken in CHO 1.

- Unknown ICPOP ICPCD
’ # Nursin, = 2 z - Max Homes ___ N. Homes per . ’ % c
Population £ Public Homes Private Homes (Private/Public “PET Bed per capita Pe Operational  Acute Hospital CHN GPlead Operational Operational
Homes Occupancy capita 10k
Lead Lead
Dr. Katherine
murray
46,874 6 (e} 200 0.0002 0.006 1.70 Dr. Paul Stewart
Letterkenny
University Clare Mcalesr| Claire McRory
Hospital (LUH) Dr Cizran
35,1 4 1 0 191 0.0001 0.005 1.13 P 4 F ; Z
O'Fearrzigh
Advanc
36,087 o] 235 0.0002 0.007 1.66 AESovaniced
CHN: Yes Stags
ICPOP CST. Yes
ICPCD CST: Yes Dr. Conor
sii Mitchell
7"50_ > : 2 Suzanne
University Melissa Currid
g Keenan
Hospita :
Being Recruited
Dr Rukshan
Goonewardena ¥
Cavan General Louise g ’
% Fionz Gillilans
Hospita E Carolan
Dr. Vincent
grem

*CHO 1 is being used for illustrative purposes but this information is available for all CHOs
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I_ = Flexing the ECC Model

-~ Profiling of Nursing Home Facilities

A profiling exercise of nursing homes has also been undertaken, which shows the public and private facilities in each CHO and their maximum
occupancy, along with their aligned CHN, CST and acute hospital. This information provides a description of the quantity and type of nursing
home beds across the CHO area. By looking at this data it helps to understand the spread and mix of facilities aligned against the beds per
capita. The figures below provide an example of the profiling undertaken in CHO 1.

I{Z CHO 1 - CHN & CST Alignment

391,281 b2 2,480 35 17 0

U ]
U JDE 3§ US LU
1 - 183
2 8 300 Community Specialist Yes Lﬁtrfievrle(res?tr;y
3 4 191 Team Letterkenny Hospital
4 6 235
Subtotal 22 909
5 11 568 Community Specialist Y Sligo University
Team Sligo 2 Hospital
Community Specialist Ve Cavan General
8 5 374 Team Cavan Hospital
Subtotal 15 862
Total 52 2,480

*CHO 1 is being used for illustrative purposes but this information is available for all CHOs



I': Flexing the ECC Model

Analysis of Transfers from Nursing Homes to Acute Hospitals

e The ECC Programme has been working to build a greater understanding of the nursing homes with the highest rates of transfer to the acute

hospitals, with the intention of using this as an active management tool to allow for the targeting of services at the areas of greatest need

e A National Ambulance Service dataset has been obtained, which contains the number of transfers between nursing homes and acute

hospitals from January 2019 - April 2023. The data is aggregated for the full time period i.e. it is not broken out by months

e Data analysis reveals the following:

O

33,712 transfers were recorded in this time period, 33,224 of which were to acute hospitals aligned to ECC services

Transfers from 406 facilities were recorded. The data suggests that although the majority of residents from particular facilities are

transferred to the same hospital, there are instances where residents from one facility may be transferred to different hospitals

The data suggests that transfers between nursing homes and acute hospitals are not restricted to the same CHO. In other words,

residents in a nursing home in one CHO may be transferred to a hospital in a different CHO

The Programme is currently engaging with NAS regarding getting access to a more granular level of data on a regular basis.



= Flexing the ECC Model

p— Analysis of Transfers from Nursing Homes to Acute Hospitals

e The figures below illustrate the following:
o Total number of transfers from nursing homes to acute hospitals
o Top ten nursing homes with the highest rates of transfer
o Top hospitals receiving the highest numbers of transfers from nursing homes

e The figure on the left illustrates this at a national level, and the figure on the right provides a CHO-level view, using CHO 1 as an example.

I_ ~ NAS Transfers from Nursing Home to Acute Hospital If: NAS Transfers from Nursing Homes to Acute Hospital

il Jan 2019 - Apr 2023 - National Jan 2019 - Apr 2023 - CHO 1 Example

Total Transfers per CHO of Nursing Home Top 10 Total Transfers per Nursing Home Total Transfers per CST of Nursing Home Top 10 Total Transfers per Nursing Home
. ne 591 Castleross 16
02 53 nity Specialist Team, (Cavan) CST, (Cava Home 29
o+« NN - - § me I £ E g Home [N :o:
S aus 2 e I 2 2 o Hore I
8 o g y—————— 8 Z : Home N 17>
oc I : 8 : | ks
- I 3 = [ - » 3 o Home I -
0K 1K 3 4 0 200 400 60 Sum of Transfers (
Sum of Transfers Sum of Transfers Sum of Transfers
Note: There were 5 small number of nursing homes (6.8% of transfers) in the NAS dataset where it was not possible to msp Note: There were 5 smail number of nursing homes (6.8% of transfers) in the NAS datsset where it was not possible to map
them to s nursing home on the register or CHO. them fo 5 nursing home on the register or CST.
Top 10 Total Transfers per Destination Hospital Transfers per Destination Hospital Detail Top 10 Total Transfers per Destination Hospital Transfers per Destination Hospital Detail

Destination Hospital Sum of Transfers  Average Transfers  Count of NHs That IR

Destination Hospital f Transfe: A Transf t of NHs That
estination Hospital Sum of Tras s wverage Transfers Count Hs per NH T

per NH Transfer

& & 2 a7
4‘ |
R &
~
N
-]
=

=t )
‘g; Umiversity Hospital Limenck 2,904 4468 -é;
£ Our Lourdes Hospital Drogheda 2231 55.78 40 x

.
5 _ ¥ Galw niversity Hospital 2,153 39.15 fff
E :;_i _ < F.— Connolly Hospital Blanchardstown 19 4444 4 ;%
g tal _ 5K Midland Regional Hospital Tullamore 1845 4293 4 a

oy [ St. Vincent's University Hospital 1.738 39.50 44

! [ -« Cork University Hospital 1.717 39.93 4

oK 1K K Total 33224 40.17 827 Hach
Sum of Transfers Note: Detsil for top 7 hospitaizs shown. Totalzs include ail hospitals Sumof Jranclars Note: Detsil for top 7 hospitaiz shown. Totsls inciude sl hospitals.

*CHO 1 is being used for illustrative purposes but this information is available for all CHOs



I_ — Flexing the ECC Model

Developing an Approach

e There are a range of services across both the acute and community settings that are supporting hospital avoidance and early supported

discharge for older adults, including those in nursing homes, with a number of initiatives already demonstrating impact. These include:
o EDITH
o RCSI Hospital Group Integrated Care Framework for Residential Care Facilities
o Pathfinders
o MMUH Community Medicine for Older Person’s Nursing Home Outreach Programme

e Service delivery areas are encouraged to leverage the available services in their CHO / Health Region, enhance and join up these services

and continue to foster integrated ways of working in order to support hospital avoidance and early supported discharge

e In tandem to this, the ECC Programme is focused on developing an approach that leverages ECC resources to further support residents in

nursing homes, whilst also ensuring UEC priorities in relation to older people are delivered.



If: Flexing the ECC Model

Key Enablers and Critical Success Factors

In order to achieve the key objectives in supporting nursing homes, there are several critical success factors that need to be in
place, including:

e A strong governance process

e Effective clinical leadership

e Integrated ways of working with ECC

e Collaborative working relationships between acute, community and nursing home services

e Leveraging of the full breadth of services and resources available at service delivery level

e Timely response and engagement from services

e Clear pathways and transitions of care across all relevant services in the CHOs / Hospital Groups / HSE Health Regions.



If:’ Flexing the ECC Model

Next Steps

e Proposed approach to flex the ECC model nearing completion for early implementation

e One size won't fit all - menu of options
e Key immediate focus will be on:
o Streamlining admission to nursing homes from acute hospitals
o Minimising conveyances from nursing homes to acute hospitals
o Reduce acute hospital length of stay for older people
o Supporting achievement of zero tolerance approach to 24 hour and 6 hour PET times in acute hospitals

e The Programme will continue to develop and refine the approach and will engage with the system on an ongoing basis

Clinical pathways and supporting documentation is being developed

e Data analysis will continue to further refine current data sets which will allow for effective prioritisation and management.
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