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If‘: Integrated Care: Empowering People,
-~ Improving Experiences

“It is the hand that touches the
patient that makes the change”

Emma Benton



“Ways of Working within the CHN”

Margaret Costello
Head of Service, Primary Care, Mid West Community Healthcare




If: Community Healthcare Networks

e Structure to date

» Effective Population Health Approach — How We Are Doing
This?

*  How We Are Working Differently to Improve outcomes?
« Impact on Patients Waiting to Access Our Services
« Demonstrating Our Impact

*  Opportunity for Research

Enhanced
Community
Care



If‘: Mid West Structural Changes to Date
-~ Serving the Population of the Midwest 400,000
* 8 CHNs - 7 CHNs live
« 35 Primary Care Teams
« 8 CHN Managers
*  40% Clinical Coordinators in post
« 3 ICPOP Teams aligned to CHNs
« 2 CDM Teams (1 Enhanced Team)
aligned to CHNs
« 8 Assistant Directors Public Health Nursing
« 79% of ECC Roles filled

Mid West Community Healthcare
unity Healthcare Networks (CHNs) and Primary Care Ted

VALUE: CHN providing a strong foundation to
deliver an effective population health approach

driven by local and regional teams



If' WORKING TOWARDS AN EFFECTIVE
-~ POPULATION HEALTH APPROACH

_HOW? a8 08 a9 08 080
« Strategic Health needs analysis in conjunction with Public Health Dept. at CHN level mﬁ‘ ¥ ¥y m

*  Know your population - Demographics, Age profile, Frailty, Deprivation, Ethnic groups etc. m m

+ Deepen understanding with focus groups with service users & referrers

» Identification of service gaps e.g. counselling in primary care

+  Community Healthcare Network Management Team — expanding the focus to bigger picture



I£":

How are we working differently to Improve Outcomes?

Clinical team meetings facilitate care coordination and care continuity — focus on outcomes
important to people and communities

GP Lead role has strengthened clinical leadership, informing service planning, delivery and strong
link with CHN based GPs

MDT prioritisation for high risk population — move away from unidisciplinary prioritisation.
Operationalised by PPPG for CTMs

Single point of referral at CHN level from Acute and PCTs

Broad principles of Primary Care supported by specialist teams — at table with a purpose i.e.
building relationships and capacity, supporting patients, integrating care

In reach to Model 4 Hospital through Community Discharge Co-Ordinators linked to CHN &
PCT's.



If" Impact of additional Resources

iIn Community Healthcare Network 3

Adult SLT including FEES Locally accessible Adult SLT service

Dietitian Waiting Times reduced by 44% for <65 yrs diabetic patients (within
3month of additional Dietitian in post)

Weight Management Groups

Dietetic service for children at CHN level

oT OT waiting times reduced by 58% within 6 months
Home First Approach Early supported discharge
Timely MDT intervention
Nursing Enhanced Community Nursing Service
Diagnostic Community diagnostics: Ennis Primary Care Centre (X-ray)

YTD 2023: 10,764 scans, Total for 2022: 9,556 scans
Mobile diagnostics for Nursing Home Residents

GP access to diagnostics

Specialist Teams ICPOP &
CDM Direct GP referral pathway to ICPOP and CDM Teams.




Shannon Doc out of
hours service will
support hospital
avoidance through the
delivery of GP out of
hours service.

Limerick Doc will
provide out of hours
services for GPs linked
to this private co-op

Impact:

YTD 2023 Total contacts
67,093

YTD 2022 Total contacts

Primary Care Impact on UEC

Community
Diagnostics

Patient Flow Pathways

(Discharge Hub)

)

CIT/MDCIT

*

Access to
diagnostics in
Primary Care is a
fundamental element
to delivery of
enhanced
community care in
line with the
Slaintecare vision

Impact:

YTD 2023 Total scans:

10,764
2022 Total scans:
9,556

The Discharge Hub
triage referrals over
the weekend and
those requiring
clinical input on
Saturday, Sunday or
Monday will be seen
by Community
Intervention Team.

Impact:

YTD 2023 referrals
received: 12,925

CIT will operate a 7/7
from 8am - 8pm on
Sat., Sun. and bank

holiday periods to

support hospital

discharges from all
wards and from ED.

CIT will accept self
referrals and referrals
from GP OOH by way
of hospital avoidance

Impact:

CIT referrals:
YTD 2023: 6,047
YTD 2022: 5,845
MDCIT referrals:

YTD 2023: 400

Impact:

YTD 2023: 978

referrals
Limerick: 358, Clare: 367
North Tipp: 253

GP referrals: 795




lf,‘: 3 - Discharge Hub Activity - Patient flow pathways 2023 ﬁ’i&‘{".}."@""

2023 YTD

12925

Referrals received

Referrals received and Interventions required

2500
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Cumulative Daily Discharge Hub Activity 2023 YTD

* Referrals received » Interventions required

2759

2650
2531 2520
1872
357
236
N &

Monday Tuesday Wednesday Thursday Friday Saturday Sunday



https://app.powerbi.com/groups/me/reports/7e63a4de-28ee-4540-a1b0-d173984851b5/?pbi_source=PowerPoint

If 5 - MDCIT Data - 2023 YTD

'1 HSE MID WEST
| Weicpams ity

Total Number of
Referrals YTD

400

Source Referral Numbers

Source Referral Breakdown 2023
YTD

'Others' refers to wards and hospitals other than UHL

Ennis 8 —

Optimend
46

UHL 50—~
" Croom 77

Outcome Numbers by Outcome
2023 YTD

Discharged 350 —

Referred Onwards | \_ Re-Admission
19 43

Source Referral Numbers

No of Referrals by Week 2023 YTD

20

16
12

Feb 2023 Mar 2023 Apr 2023

May 2023

12
2 8 8 8 N8 9
Jun 2023

Jul 2023 Aug 2023
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lf,‘: 6 - ICPOP Metrics for Limerick, Clare & North Tipp YTD

ﬁs‘ MID WEST
oLy HEATHEANE

Referrals 2023

Total new referrals

978

Referrals Limerick

358

Referrals Clare

367

Referrals North Tipp

253

Total breakdown of referral sources
Acute Floor
125 (12.78%)

OPD
11 (1.12%)

. GP/Primary Care
795 (81.29%)

GP referrals

GP/Primary Care

795

1000

500

2023 - Number of New Referrals by Month

@ Total new referrals @ New referrals Running Total

702
551
402
322
208
ﬂm - J - =
Feb-23 Mar-23 Apr-23 May-23 Jun-23

848

978

130

Aug-23
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Mid West Chronic Disease Services

UHL prior to CDM Services,
Feb 2022

®\Wait time = 122 weeks

®No of clients waiting = 234

® | ocation University Hospital
Limerick

= | e |

7

Community Based Pul
Rehabilitation Services,
Limerick (Respiratory
Physician Access only)

®\Wait time = 11 weeks
®No of clients waiting = 133
®_ocations GAA Halls, Hotels,

Community Halls across
Limerick city & county

®Virtual Pulmonary
Rehabilitation available

GP Access Community Based
Pul Rehabilitation Services,
Co Clare & N Tipperary

®\Wait time = 13 weeks

® No of clients waiting = 144

® | ocations = Ennis Chronic
Disease Hub, church
premises Nenagh, Thurles
Community Venue




Truthfully the programme and
classes were the highlight of my
day. | looked forward to going —
the encouragement given kindly
by the instructors was great. My

gratitude goes to them.

The Physio, OT and
Nurse came to visit me at
the same time — They
worked together to
support me and my family

Staff feel part of a
team

When my mother was discharged
from UHL the Discharge Co-
ordinator was my point of contact
— | felt confident that her
discharge to home was planned
and services we needed were in
place.

Qualitative Feedback

This role has given me a better
understanding of primary care teams and
how they function. | have a good working
relationship with the CHNM and a single

point of contact for GP queries which |
didn’t have before. The Community
Healthcare Network Management Team
is providing the basis for targeted service
development in the Community
Healthcare Networks based on the
population needs. There is great value in
this partnership approach with the
CHNM, ADPHN’s, Clinical Coordinators
and Discipline Managers”
Dr McGee

Since doing the
programme | can now do
a lot more in the house
and can walk further



CHALLENGES AND OPPORTUNITIES

Challenges:

® Clear understanding of how success is measured

® Reluctance to change established ways of working

® Focus on Patient and Communities in design of integrated services

® Lack of robust data systems

® Recruitment of Clinical Coordinators.

Opportunities:
® CHN as anchor in context of development of RHA’s.
® Understanding staff perception of Integrated Care — baseline in MW

® Continue to work on a Model of Care for different population segments.



HSE COMMUNITY INTEGRATION
LEADING WITH AND FOR INTER AND MULTI PROFESSIONAL
COLLABORATION
—A MULTI STAKEHOLDER STUDY

Overarching theories Research focus

Institutional Aim of the study: to review the concepts,
Theory advantages, enablers, barriers, and opportunities
for CHNs adopting a multi-stakeholder
perspective.

CHN Actor
Theory

The study will identify a framework of factors that
contribute to good practices in interprofessional
and multi professional collaboration and from an

Shared/ individual, team, and CHN perspective.

Collective
Leadership

Research
Methodology Action
Research

v
V

p..,

bbserve Reflect



“Act as if what you do makes a

difference. It does.” —W.Illiam James

Integrated Care: Empowering People, Improving Experiences



I£' “A Journey Through our Community Healthcare
Network”

- Marian Lavin, Community Healthcare Network Manager
- Eileen Kelly, Physiotherapy Manager

- Geraldine Gormley, Senior Physiotherapist & Clinical Coordinator




Tuam

Our Community Healthcare Network

Carrick=0%

Roscommon

~Longford

Population of 54,492 (cso 2016)
4th biggest CHN in CHO2

Socioeconomic status of marginally below
average

6 Primary Care Teams

Population Profile: ageing population, frailty,
reduced physical activity, chronic conditions



—

Our Community Healthcare Network

North Roscommon and North East Galway
Summary Demographics

Population Deprivation
Marginally below average mssss—m 32 6%
m Total population: 54,492 Disadvantaged m—
Very disadvantaged mm

Extremely disadvantaged 1
Q 49.5% are female

Education

4,281 are aged under 6 years Education ceased under 15 years of age:

(those aged 15+ years)

6,810 are aged over 70 years

Morth Roscommon and Nationa"
North East Galway v
Health
5.1% 3.9%

*l 15.1% are disabled

Speakers of foreign language
(] By ability to speak English
v 4.6% are carers
4.2%
Very well

Self-rated general health : 1.4%
0.3% | not well

™ Bad mmm—— 1.6% Not at all
Very bad Il 0.3%
Vulnerable groups
0.9% are Travellers

Nationality
Other than Irish

Access

10.9% of households have no 4.4% of households have @

access to the internet no car

Data source: CSO Census 2016




Community Healthcare Network
Priorities

Population Health
Profile: Meeting the
needs of our Population

Ease of Access

Working Together as an
Effective Team

Integration/Collaboration

Holistic Approach

Focus on Wellbeing




If‘: Patient Persona

Annie is 80 years old
Lives alone

Was very active prior to the
Covid-19 Pandemic

Lately she feels she has “slowed down
and gotten old”

Recent fall and a UTI



Annie’s Journey

Healthlink
Referral by
GP to PCT

Follow up
discussion
at CTM

Link with
other
services &
community
groups

Assessment
by PCT




lf’ Annie’s Goals

How can we help Annie to
achieve her goals?

Community
Care



Healthlink

s

Centralised, streamlined referral process

Improved quality of referrals

s

Improved efficiency, privacy & security

.

Sustainability

s

Building digital infrastructure

.




Clinical Team Meeting

Identify, plan and
coordinate care

Share information for
the effective
management of care

Develop, plan,
implement & evaluate
a multidisciplinary
care plan

Respond to the needs
of the person in a
timely fashion

Review and
coordinate ongoing
care

Share experience &
learning



Annie’s suitability for discussion at CTM

4 N\ )
She had She required
multiple input from

medical and multiple
social needs disciplines

\_ AN _/

AY4 )
She had been
identified as She was at
vulnerable risk of
within the hospitalisation
PCT area

-

AN J




If' Clinical Coordinator Input into Annie’s Care

Ensure Annie is listed for discussion and that all relevant team
members are invited

Facilitate and chair the Clinical Team Meeting

Encourage discussion, input, and facilitate consensus in
relation to a multidisciplinary plan of care for Annie

Ensure all involved in Annie’s care receive a copy of the plan
of care

Link with any other services/external agencies as needed
throughout Annie’s journey

Schedule Annie for a review at the CTM at an agreed time



Home
Support
Service

Physiotherapy

Intervention

GP

Public Health
Nursing

Occupational
Therapy



Integration With Other Services

o~
' Clram Sldinte Phobdil, larthar
) Community Healthcare West.

ALONE: Befriending Service, Personal
alarm, Appointments, Technology

ICPOP
Health Promotion & Improvement Officer

“Getting to Know Your Services” Webinar
Series

Community Healthcare Network Services

Directory

National Integrated Care
Programme for Older Persons

YOUWU'RE NOT ALONE




Creating Community Links

Social Prescriber

Roscommon Sports Partnership

Day Services

Active Retired

ROSCOMMNMOIN
Sports Partnership

— SPORT IRELAND

\.

ACTIVE

RETIREMENT IRELAMD

Social | »‘”

Prescribing



I£‘: Making Every Contact Count (MECC)

« Conversations with people about how they might make positive
improvements to their health and wellbeing

«  Two MECC initiatives in the Network

« Collaboration with Health Promotion to be a fully MECC enabled Network by
December

« MECC Digital Pilot study in conjunction with RCSI.

Annie’s Brief Interventions

Physical Healthy H'\gzﬂtha:&
Activity Eating Wellbeing

CONTACT
COUNT




If— Integrated Care Delivery

Physiotherapist Manager Perspective

Clinical governance for all Physiotherapy
Physiotherapists in their department: Supervision
Standardised o
« |ICPOP Evidence ervice
« Chronic Di Based ~ Need
ronic Disease Treatment I

« CDNT

* Older Persons

« Urology Pathway
* Physiotherapists in the CHN Population Liaise

Model profile with CHN

analysis Manager
ICPOP

and Local

Hospital
R-Fit
Team




I£’ Integrated Physiotherapy in Roscommon

Population Needs Analysis

Referral Patterns

Gaps in Service Provision

Waiting List Times

Co-developing Initiatives

ENDURANCE

Pooling Resources FEXIBILTY

STRENGTH

Collaborating with CHN Manager %o

y

Cohesive transfer of care
for Annie between services

BALANCE




lﬁ' Working with Reactions to Change

Psychological Safety
New services

Supervision and 1:1 with team members
Health and wellbeing initiatives
Team meetings to celebrate successes

Protected time for meetings

* Involve team in co-design of all change
pieces to increase engagement

* Feedback and Surveys

- + Collaboration with HOD and CHN
Communication overload Manager ensures consistent dual
communication

‘ People’s Needs

Defining Change

HEALTH SERVICES CHANGE GUIDE




If‘: Outcomes for Annie

Improvements in mobility & QOL outcome Annie achieved her goals of:

measures o
Improving her mobility

Improved frailty score o

[ ] Regaining her independence
1 and confidence

Active engagement in the community

. . . [ . .
Links created with other services Getting out and about again
. . [ : :
Ongoing care needs discussed at CTM Feeling like she used to
"l felt like ) Ultimately....Annie was empowered
SUEBIE LS UIRENLE) EV) to continue to live a healthy fulfilled
pulling together me my life back life in her own home and avoided a
to help me”

potential hospital admission



—

Enhanced
Community
Care

Follow up
discussion at
CTM

Link with

other services

Conclusion

Healthlink
Referral by
GP to PCT

MECCI/Link
with
community
groups

Assessment
by PCT




If‘: Integrated Care: Empowering People,
-~ Improving Experiences

“Yesterday | was clever, so | wanted to
change the world. Today, | am wise so |
am changing myself” (Rumi)

Thank you to all of our staff who have
embraced change and who are working
everyday to make the Health Service
better for everyone
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Enhanced Community Care Conference

07 September 2023
ECC in Action: Integrated Care Programme for Older People

Integrated Care: Empowering
People, Improving Experiences



Developing pathways towards an end-to-end model

Dr. Bart Daly

Integrated Care: Empowering People, Improving Experiences




“People don't care how much you know until they
know how much you care”

— Theodore Roosevelt



A Cork North City ICPOP Hub:
St. Mary's Campus

Cork South ICPOP Hub:

Ballincollig & Bantry -

(Enhanced Team)

C Kerry ICPOP Hub:
Tralee

D Cork North/East Cork ICPOP
Hub: Mallow

Pilot ICPOP Hub site in 2020

Utilising existing Assessment and Treatment Centre structure
Catchment area — 4 CHN’s ~210,000

Providing temporary cover for 8 CHN'’s (420,000 population).



The Week in Numbers

280 new referrals / month
Rapid access within 2 weeks
40 patients Outreach - virtual ward at home

~80 - 100 complex case management patients




f Older Person / Chronic Disease Service Model

Shift Left of, Least Intensive Setting / Care / Interventions

Resources & Activity
Hospital Care

EDJAMAL Inpatient
Frailty at Bespoke
Specialist
Pathways'

Community Health
Network (CHN) f A

Community

Diagnostics
|

g .‘a“‘“y’ frieuds' &% ;

0,
iy,

Each CHN will typically
: i Specialist  bulatory
§ Carc ub

valer for a population
of 50,0G0. Each
Ambulatory Care Hub
will typleally serve 3
CHNs,

Enhanced
Community
Care




If‘—' Research on Staff Perceptions

GP Fellow — Dr Andrea Fitzgerald / Professor Tony Foley

« 29 semi-structured interviews —
Hub and CHN ICPOP teams

» Positive regarding program
goals

» Challenge of context
assessment

 Difficulty with transfer of
care/information

» Understanding of the hub
function




MDT triage and case
conference for all pathways

MDT led assessment,
intervention and case
management

Pathways Structure

Interdisciplinary working
within pathways

Rapid access

Enabler for end to end

Movement disorder k‘ } pathway dEVEIOpment



Minor illness (eg, urinary tract infection)

v

Independent |2

T

EEREETFFEP YT TR ER YT REN N

FTERER TN

Functional ahilities

Dependent

l

Figure 1 Vulnerability of frail elderly people to a sudden change in health status after a minor illness




Available across pathways — stabilise

and coordinate care

Outreach direct

Rapid Access - All Pathways

Clinic visit
Home visit
ANP case management

Rapid access

Supported discharge pathway

Community coordinator review Movement

disorder




I- e Research - Patient Views

—
Professor Corina Naughton and UCC team with outreach

1. Gratitude for specialist service
1.1 Care at home

1.2 Establishing rapport We hadn’t even known

2 how far down she was
1.3 Taking the pressure off

They made me feel
much happier that |
knew that someone

was coming about me
you know, caring for
me like.... [P11]

1.4 Avoiding hospital

2. Resilience, resignation &
realism
2.1 Regaining independence
2.2 Service boundaries
2.3 Role of family

3. Future proofing & planning
3.1Acceptable adaptations
3.2 Distal GP integration
3.3 Absence anticipatory care
planning (ACT)

going.... she needed a
good overhaul you know
and she received all that

and more’... they took over
everything in their hands
and everything was looked
after and dealt with.. like
there was no pressure on
the family [P2C]




va What can we do?

+ We can'’t replace care best met in hospital He was in hospital and we felt he
* We can't always provide certainty was mentally we were losing him,
- We can'’t always cure that he came home he actually

mentally got better because they
were coming in doing the physical

U side of it. The mental side of it,

being a home and being around his
« We can provide high quality care outside of hospital family and environment. He came
« We can improve care management and patient experience back to us [P7C]

« We can optimise function and supports
* We can empower people and future plan with them



If:’ Memory Service Pathways

Supported d/c o )
Home visits / intervention

HUB pathways

In-reach _
~70 referrals /month Transfer of care / Rapid access
information Case management

* Pre-assessment
* Rapid access

* Memory clinic
. M.DT led .interventions Outreach
» Diagnostics

» Coordination of care

» Telehealth

« Case management M ANP led support
(Crisis/Acute/Complex) Mgmgz gg}[g ;rf?)?rsr:g:i g:] care /

» Post diagnostic support Advanced care planning o

» Access to other
pathways

Living well Community




Future Planning

GP Fellow — Dr Andrea Fitzgerald / Professor Tony Foley

* Hub as structural anchor for further
developments

» CUH pathways — rapid assessment /
in-reach / supported discharge /
complex case management

* MDT led assessment and intervention

» Further CHN integration — shared
planning within individual pathways

 Living well initiatives / Group Exercise

classes



/ ‘If we design services for people with only\
one thing wrong at once but people with
many things wrong turn up, the fault is not
with the users but with the service, yet all
too often these patients are labelled as
inappropriate and presented as a problem...”

R/ /

Prof Ken Rockwood



Evaluating the Patients Experience of an
ICPOP Team

James Geoghegan

Integrated Care: Empowering People, Improving Experiences




If‘: Evaluating the Patients Experience of an ICPOP Team

Galway East City & County ICPOP CST Serving Community Healthcare Networks 6&7

Community Healthcare West ICPOP Teams Vision and Mission statement

Empowering Healthy Ageing in your home and community

and provide

A specialist integrated interdisciplinary team working in partnership with older people to coordinate and provide enhanced health and social care

services in their home and communities.
Avoiding unnecessary hospital admission and enable positive healthy ageing through comprehensive assessment and interventions
Care experience surveys are a useful way of identifying areas that need improvement in the delivery of health and social care and provide service

providers with detailed information on how to fix these problems. By listening and learning from the experiences of patients we can bring about

effective and sustainable changes across the Irish health and social care systems. ‘yourexperience.ie’



— Method of Evaluation
- January — April 2023

A survey consisting of 15 closed/3 open questions was developed using a Likert scale for closed questions and thematic analysis for open questions.
The questions were adapted from the National Patient Experience Survey from yourexperience.ie.

115 service users who attended our teams and have received a CGA from January 2023 to April 2023 were invited to participate in a postal survey.




Who we are seeing ?

Who is the main person or people who What is the age of the person receiving
filled in this questionnaire ? the service?

= The Patient (named on the front of the envelope)
= The patient with the help of someone
= A person acting on the patients behalf m65-74 w7584 w85 years or older

Staff Interactions

Which member of the team have you had
interactions with ?
Occupational Therapist
Dietitian, 5 Assistant, 4

Clinical Nurse Consultant, 23

Specialist, 14

Registrar ( senior
doctor), 8

Advanced Nurse
Practitioner, 21

Physiotherapist, 17

Speech and Language Occupational Medical Social Worker
Therapist, 0 Th " Physiotherapy .
Assistant, 6

Clinical Frailty Scale Score
January - June 2023

g Where and how much did you engage with us ?

Where did you attend the service ? How many times have you been seen by
members of the Galway East City & County
ICPOP Team?

Your Own Home
Unit 3, Meriin Park
Hospital
Ardrahan Health Centre I‘

Loughrea Health Centre

Tuam Primary Care
Centre

Clinical Research Facility,
University Hospital.

Bone Btwo Bthree of more times




‘| thoroughly enjoyed it,
very friendly and respectful
people are involved’

‘Professor Michelle
Canavan was very
empathetic and supportive
to my mother’

‘spoke directly with me the
patient all through
appointment. Listened to
any queries | Had. Took
their time and didn’t rush
the appointment’

Overall, did you feel you were treated with respect and
dignity while you attended your appointments with our
service?

1
— 1
Strongly Disagree Neutral Agree Strongly
Disagree Agree

Vit was timely and very
professional. Our locum
GP acted on our request.
The ANP was excellent re
full assessment bloods etc.
The video consult with Prof
was re-assuring and x-ray
arranged immediately. This
was competed by therapy
services/assessments and
it has helped greatly in
continuing to care for my
mother at home so far. It is
also reassuring that we can
access this integrated
service at any time which is
essential for older persons’

Were you satisfied with the ses you received at the Galway
East City & County Integrated Care for Older Persons Team?

Stongly  Disagree  Neutral Agree Strongly
Disagree Agree

IF YOUR FAMILY MEMBER OR SOMEbNE ELSE CLOSE TO YOU WHO ATTENDED

‘We are very happy with the swift response and the amount of support received so
far. They covered every possible issue and continue to offer support and
recommend services’

YOUR APPOINTMENT WANTED TO DISCUSS YOUR CARE WITH A MEMBER OF THE
TEAM, DID THEY HAVE ENOUGH OPPORTUNITY TO DO SO?

Did you feel you had enough time to discuss When you had an important question to ask the
your care and treatment when you attended doctor and/or other member of our team did
your appointment? you get answers you could understand?

Strongly Disagree, 0
Strongly Agree

Agree
Neutral
Disagree

Strongly ongly
Strongly Disagree dmaren Agree,




Conclusions

Headline Findings:

Service Users had an overwhelming positive experience from their interactions with our team with
95% agreed/strongly agreed that they were satisfied with the service.

95% felt they were treated with dignity/respect and had confidence in the service.

Themes identified:

® Care close to home

Learnings for the team:
® Acknowledge the positives from our interactions with our service users
® What can we learn from the areas for improvement identified from our responses ?

® How do we ensure that we as a team go about and address the issues identified ?



If‘: Integrated Care: Empowering People,
-~ Improving Experiences

“People will forget what you said,
people will forget what you did, but
people will never forget how you made
them feel.” Maya Angelou

4
"1
-
|5
w»



FFD Lived Experience — Mater FIT

Dr. Keneilwe Malomo

Integrated Care: Empowering People, Improving Experiences
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Model for Integrated Care - MMUH

Integration at Front Door - FUTURE

INPATIENT - MMUH
Special
peciatty GIM SGW
specific
Ambulatery Care
ECLEELONE FITT Team
Multidisciplinary
RALC I
U::": Ll GR MEMIPER e
| Cat3-5 | e
Cat1-2 of|os Ll 1 15 s
TFiEB? u (", DR we hpses ey Chnics, movemett dgander chinic falis gnd swcope cine
VIP N Clindcspe b kUH, 5t Mery’s Doy Hospa | Asgid Access Chimic, COH 7 Ceapagh?
r
L]
a
COMMUNITY s Community Response - Elms
h Subacute Frailty Unit
5t Mary's Hospital Campus
CCM HtoH
ICT
MNH Qutreach
1 _ Home
CMOP - CIT

L]

PACU -
Fairview

Off site rehab

+Clontarf Drthopaedic Hospital
+Clamant’s

“Cappagh Drthopaedc Hospital

Courtesy of Dr Chie Wei Fan



Est. October 2020

EM Nursing & EM Consultant and Depa rtment of

Medical team

Fellow Geriatric
Advanced Nurse Consultant Medicine

Practitioners Geriatrician

Clinical Specialist
Physiotherapist &
Senior
Physiotherapist

Therapy Assistant

Clinical Specialist
Occupational
Geriatric Registrar Therapist & Senior
Occupational
Therapist
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I- - Model for Integrated Care - MMUH
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Patient finding service
Based in ED/Acute floor

Comprehensive Geriatric Assessment (CGA)
Early assessment, intervention and discharge planning

Frailty, delirium and risk identification
Development of Alternative Care Pathways

Home first ethos
Collaborative working with patient, ED, inpatient and community teams

Overall goal of reducing
harm, improving
outcomes, reducing
LOS and improving
patient care
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Pathways

Specialty admission

Acute floor

MDT Plan and intervention

Red Zone Blue Zone Yellow Zone
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Navigation Hub

Outreach

Community

Voluntary MCRPOP

services

Rehabilitation
St Mary’s
Clontarf

OPD

Specialty specific
Rapid access
Limited MDT




If‘: Rehabilitation

* Sub Acute Frailty Ward in St Mary’s Hospital and
Clontarf Hospital

+ Patients admitted from acute floor (ED, AMU or
AMSSU) in MMUH or within 72 hrs of admission

* 16 bed unit in each hospital
* “Home First” philosophy

* Focus is on early interventions to enable discharge
home

» Under the clinical governance of Integrated Care
Consultant Geriatrician with full HSCP, medical and
nursing care.

» Also access to Post Acute Care Unit in Fairview



Out of hours access

Admit for FIT

Silver Trauma Clinic
Return and review clinic
Siilo handover group



No of CGA

No DC ICT

No DC Silver
Trauma

Total discharges
from ED

No TF Clontarf

No TF SMH

TF PACU/Mount
Carmel

Total TF offsite
No Admission
Avoidance

Total discharges
from FIT

FIT Data 2022

11,571
Bed days
saved

55
admissions
avoided per

month

Cost
savings
€14.8m

approx.

32 onsite
inpatient
beds
saved




Length of Stay - Geriatrics




Representation Rates to ED

0-28 days 2035

2250




If‘—' Survey Results

® 43% response rate
® 73% very satisfied with their experience “The staff in

87% felt FIT helped facilitate discharge general were very
from ED helpful and kind

“Treated by the FIT
service. Quick

discharge and follow
up appointment”

Themes

Thorough assessment
Great team & team work
Quick access to specialties
Compassionate
Patient centred
Follow up a priority

“The honest way
they explained
everything to me”

“Very quick access to
experts. Was a really positive
experience. From it cam
home help and access to
daycare. This has made huge
positive difference”

“Fantastic
service. Highly
recommend”

DN N N N NN




If‘—' Summary

- Integrated services can provide quality care to patients
while better utilising scarce public resources

- Collaborative working and whole system planning are

necessary

- Patient centred, home first approach




Hospital Avoidance - Providing Specialist

Geriatric Services to Nursing Homes

Josep Duran
Integrated Care: Empowering People, Improving Experiences




If' Community Medicine Older Persons

Chapelview, St Mary’s Hospital, Phoenix Park, Dublin 20.
Tel: 01 778 4205

Email: cm.op@hse.ie

Team members: C.W. Fan, J. Duran, T. Keating, C. Geary
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If‘: COMMUNITY MEDICINE OLDER PERSONS

MMUH NURSING HOME CATCHMENT AREA

What we do:

Provide specialist geriatric consultation for older adults living in nursing homes (NH) in Mater Misericordiae University
Hospital (MMUH) Catchment area.

Our goals:

Promote appropriate hospital avoidance through collaboration of nursing home, hospital, primary care and extended-care
team.

Provide timely access to geriatric services to older adults living in NH.

To facilitate appropriate/early discharge from Emergency Department (ED) and Hospital Ward.

Support, empower, educate and enable nursing home staff, residents and their family/carers.

Promote the health, function and quality of life of frail older people.



If:' COMMUNITY MEDICINE OLDER PERSONS

MMUH NURSING HOME CATCHMENT AREA

Examples of what we do:

Provide specialist opinion regarding management of a number of chronic health conditions.
Collaborate in development of advanced care planning for frail older people.

Participate in MDT and family meetings.

Education and Support for NH staff, resident and their families.

Organise relevant test and referrals as required; ICTOP, Charter Medical, Sage, SFH CPC, MMUH.
Assisting in other relevant aspects such as completion of CSAR, Capacity Assessments, support for
discharge home, dispense High-Tech scripts, circulation of guidelines, policies and trainings, crisis

situations such as Covid-19.



If‘: COMMUNITY MEDICINE OLDER PERSONS

MMUH NURSING HOME CATCHMENT AREA
The referral pathway

® GP referral for older persons (>65) living in NH.
® Follow-up nursing home residents after attending MMUH ED.
® Medical referral post-discharge from the MMUH of patients who fulfil the service criteria.

® post- discharge from other hospitals; Connolly Hospital, Beaumont Hospital, St Mary’s Hospital, Fairview PACS, etc.

O s




If‘: COMMUNITY MEDICINE OLDER PERSONS

MMUH NURSING HOME CATCHMENT AREA

The impact of presentations to ED 2022

® The NH’s bed capacity has increased by 21% over the last 10 years. From a bed capacity of 1377 in 2013 to 1660 in 2023.
® In 2022, there was an 15% increase in ED attendance of >65 compared with 2019 (pre-Covid 19).

® Of all the >65 years attending ED, NH residents represented 2.87% .

® Of the 2.87% attending ED, 58% required inpatient treatment.

® Of the 623 NH residents that attended ED, 2 died in the ED.

Db
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COMMUNITY MEDICINE OLDER PERSONS

MMUH NURSING HOME CATCHMENT AREA

The impact of presentations to ED

ED Attendance
Yr 2010
Yr 2011
Yr 2012
Yr 2013
Yr 2014
Yr 2015
Yr 2016
Yr 2017
Yr 2018
Yr 2019
Yr 2020
Yr 2021
Yr 2022

Over 65's

9744
10196
10584
11969
12602
12640
14157
17045
18451
18901
16273
19922
21771

NH residents

422
428
516
618
544
670
560
730
646
517
452
428
625

Percent

4.33
4.20
4.88
5.16
4.32
530
3.96
428
3.50
274
2.78
2.15
2.87

25000

20000

15000

10000

5000

Emergency Haospital attedance of older persons 65 + and from nursing homes (Mater
Catchment) s Over 65's === NH residents
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Yr2010 Yr 2011 Yr 2012 Yr 2013 Yr 2014 Yr 2015 Yr 2016 Yr 2017 Yr 2018 Yr 2019 Yr 2020 Yr 2021 Yr 2022




va CMOP Workload 2022

249 GP Referrals
185 post ED attendance

44 post discharge from acute hospital
follow-up

275 returns
Total episodes of care

2022:753
2023:499 [as of 31/07/2023]



If: CMOP in numbers

Nursing Home residents
(n=3076)

Median age 84.2 years

66% women

Median 6 diagnoses

Median 10 regular meds

70% dementia diagnosed

60% high or maximum

dependency

Enhanced
Community
Care




If‘: Integrated Care: Empowering

People, Improving Experiences

THANK YOU FOR YOUR ATTENTION



“We couldn’t have done it without you”, A

Service-User’'s Perspective
Laura Maguire
Integrated Care: Empowering People, Improving Experiences




If: Service-User’s Journey

Background history and hospital journey

Developed — Admitted Discharged
UTI s to Acute home with
72 year old gentleman Hospital b o =7 ICTOP
No services 4}' Q oooao
Lives with wife ||~ — ||- g 0 Ug [
O 9 0 |-| o
/ \____ N
_ - Inpatient
Anxiety %%@ \ New Urinary 1\@ Hgspital
Incontinence 5 o
Fall 2
Recent Developed
Spinal % Delirium
Surgery

. Type 2 Prolonged ®
A.Flb“'
"4 Diabetes ‘@ Hospital Stay k—
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If’ Comprehensive Geriatric Assessment

Education # Avoided another admission thanks to early UTI treatment with geriatrician
Signpostin -
anp J Integration of care with enhanced healthcare navigation
- Increased patient’s independence, leading to reduced carer burn-out
ADL Rehab
. ' Increased independence by using cognitive compensatory strategies and routine
Cognition |
Falls Prevention Reducing risk of adverse outcomes from future falls
Mobility - Improved Timed up and Go (TUG). Significant reduction in Fear of Falling
“Only for you, |
would definitely have “We’ll miss ye when your
ended up back in finished”
hospital”
“We felt really
supported’ it’s an “] don’t know what
amazing service” we would have

done without ye”



If‘: Integrated Care: Empowering People,
-~ Improving Experiences

Team Members

® Dara Dardis, Senior OT

® Laura Maguire, CNS Gerontology

® Maria Armstrong, Senior PT

® Rosario Johnson, Therapy Assistant
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Integrated Care: Empowering People,
Improving Experiences



The Integrated Model of Care for the Prevention &
Management of Chronic Disease: enhancing care
for individuals living with chronic disease &

multimorbidity
Dr. Sarah O’Brien

Integrated Care: Empowering People, Improving Experiences




If‘: Integrated Model of Care for the Prevention & Management

_ of Chronic Disease
* Five levels of care across =

community and hospital

\/ Hospita
Care

* Bulk of care provided in the
community (Levels 0-3)

Specialist
Ambulatory Hub

* Aim is to provide “end-to-end”
care for individuals living with
chronic disease and
multimorbidity in the community

Care in the Community

* Focus on prevention, early -
detection & proactive
management of chronic disease

Source: HSE National framework for the integrated prevention and management of chronic disease in Ireland 2020-2025, 2020. Available from:


https://www.hse.ie/eng/about/who/cspd/icp/chronic-disease/documents/

The Chronic Disease and Prevention

Programmes in General Practice
Dr. Joe Gallagher

Integrated Care: Empowering People, Improving Experiences




World Health
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Cognitive Impairment
\?'\.

Chronic Kidney
Disease

Atrial
fibrillation

Drug F
(NSAID)

Drug E
(Anti-depressant)
/,,v’

Enhanced R

Community
Care Forman, D.E. et al. J Am Coll Cardiol. 2018;71(19):2149-61.




~ The Chronic Disease and Prevention
I£ Programmes in General Practice

Conditions covered

- Type 2 Diabetes

« Asthma

-« COPD

- Coronary artery disease
- Heart Failure

- Atrial fibrillation

- Stroke TIA

Age:
®Over 18 years

Eligibility:
®GMS or DVC card
only



The Chronic Disease and Prevention
Programmes in General Practice

Each review most commonly split into two visits

One to practice nurse One to GP

A 4

Combined results then form one review and data
returned to HSE in real time

Two reviews per year




Opportunistic case
finding

Risk assess those at
h|gher risk e.g.
Hypertensmn
Dyslipidaemia
CKD
Obesity
Severe mental
iliness
Minority ethnic
groups

Chronic Disease
Programme

Prevention Programme

® Al with hypertension from late
2023

® Ppre-diabetes
If meets high : Qrisk3 >20%
risk criteria Gestational diabetes or pre-
eclampsia

Annual review

Age over 45 years with GMS or DVC
card



If‘: CDM and Prevention Programme Reviews

CDM and Prevention Programme Reviews

426,846

2020 2021 2022



If: GP Chronic Disease Programme Results
= January to July 2023

412,275 reviews undertaken:
— Opportunistic case finding 71,427
— Prevention programme 31,474

— Chronic disease programme 309,824




Change in Total Patients
with Hypertension
(1st Visit versus 3rd Visit)

25000

20000

15000 %
10000
5000
0

Hypertension

M 1st visit M 3rd visit

Change in Total Patients
with HBA1C > 65 mm/mol

(1st Visit versus 3rd Visit)

I‘

HBA1C = 65 mm/mol

2000

1500

- 42%

1000

500

B 1st visit M 3rd visit



Change in LDL Cholesterol Levels (1st Visit versus 3rd Visit)

9000

-16%

8000

7000 ‘

6000

5000

3000 ‘ -32% -23%

2000 ‘ A

hE e
0

Diabetes and LDL Diabetes and no ischaemic Diabetes and ischaemic  Ischaemic heart disease
cholesterol 22.6mmol/L  heart disease with LDL heart disease with LDL  and no diabetes with LDL
cholesterol 22.6mmol/L  cholesterol 21.8 mmol/L  cholesterol =1.8mmol/L

W 1st visit M 3rd visit



Some challenges . . ..

Does not cover all conditions e.g. CKD, valve
disease

Resource provided for two reviews for CDM annually
and one review for prevention programme

Only covers people with GMS or DVC cards






M CELGERRATERS maihl);-what / uffered rom. / Woul juSt
sit in the armchair and | wouldn't be able to move
I just stayed quiet and | didnt go rushing to the doctor. .

... | have enough tablets to take and | have no way to
get to the hospital”

v .
: ‘.‘- .
-

“I| feel that if | needed to see someone | wouldn't
have a problem. That gives me great peace of
mind. | would come to the practice first. It’s first
class. My symptoms have improved so much.”



Implementing Cardiovascular Integrated
Care and Addressing Multimorbidity

Dr. Susan Connolly and Niamh Elwood

Integrated Care: Empowering People, Improving Experiences




If‘: Implementing Cardiovascular Integrated Care and
i Addressing Multimorbidity

Dr. Susan Connolly, Consultant Cardiologist, Galway University Hospital and CHO2 West
Ms. Niamh Elwood, Cardiovascular Nurse Specialist, Galway City Hub







If: Prevalence of Multimorbidity in Patients Attending
- the CDM Programme in Primary Care

If

The Second Report of the

Structured Chronic

Asthma 4373 3237 17.1 m

Dm2 4612 3234

Disease Management IHD 3569

T Atral Fibrillation m
in General Practice
m

Stroke 26.5 36.13 2433

Heart Failure 15.29 3461 3547 1282 anz

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

@ This condition only @ This condition + 1 others @ This condition + 2 others
() This condition + 3 others @ This condition + 4 or more others




If: Deep Dive Existing Cardiovascular Services
-~ Saolta/CHO2 West

» Regional HIPE data to define emergency CV
episodes

« Analysis of existing heart failure (HF) and
cardiac rehabilitation (CR) services —
staffing/structure/programme of care

« Regional heat mapping of referral data to

these services




If:’ 2021 Emergency Cardiovascular Admissions Galway University
-~ Hospital
Galway City Hub Area

Emergency CV Episodes Length of Stay <48 Hours Admissions v Readmissions

100

90

%80

14

30

20

’ -
0

HF AF BP

N=885

Potentially Avoidable Admissions Overall ~20-40%
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I_ — Analysis of Existing Heart Failure and Cardiac Rehabilitation
-~ Services

Significant Variation

* Nurse staffing levels/grades

« MDT Representation

+ Assessment/Programme structure
* Proportion Eligible Patients Receiving CR s
* Wait Times

« Consultant support

LR




If‘f Mapping Of Referral Data to Identify Population
=~ Need

Residential Area Patients Attending GUH HF Clinic Network Area Patients Referred Hospital CR

Legend

Produced By.

CHO Mapping Ofice
Health Servce Executve
Under OSI Iicense HSEQO30601

2011_Census_PCTs

CHN & 2011 population
Network 1

[ Network 2
Network 3
Network 4
Network 5
Network 6
Network 7
Network 8
Network 9




Integration of GUH Acute Cardiology,
Hospital-based HF/CR and Hub

Acute CVD Nurse as Coordinator
Inpatient Rota GUH (Hub CVD Nurses/Hospital-
based HF/CR Nurses)

Choice of venue for follow up given to patient

Central referral Log

Hospital and Hub HF/CR Nurses Joint MDTs




Integrated CV Hub Service

Cardiac
Rehabilitation

Virtual/Remote Technology

IC Consultant
Virtual Clinics

Heart Failure
Programme

g?‘

&

Nurse-led Clinics



H Not “Just” CR
Panvascular CVD Prevention Programme

I||r\Ml.10‘l1

Tor et

Nurse-coordinated multidisciplinary, family-based
cardiovascular disease prevention programme
(EURODA(

asymptc

" ORIGINAL RESEARCH ARTICLE

disease:. ‘ " e d g o
DA utcomes of an integrated community-base
ey OPEN ACCESS i anniegra nity

nurse-led cardiovascular disease prevention

Cardiac risk factors and prevention

Summary
Backgrownd Ol Europeanfournalof |
cariogy gy Preventive
:‘am‘:u:rﬂi Original scientific paper Ca rd |0|0gy S‘:E'E-i%-
coronary hean 4 :.:p:n Journal of Preventive
at Iye-—_\'mv . . . . o 2014, v:leu) 366-376
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ISRCTN 717158 i i ' . . g . . .
e findings from a multidisciplinary ﬁ,:ii’"iiﬁm:; Heart Failure
X i . . . ib.co.uk/journalsPermissions.nav
tnesoon.  preventive cardiology programme in BT
ejpc.sagepub.com
the west of Ireland ©SAGE
Irene  Guangitative Research )
Jennifi — -
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and Ja Evaluation of a Community-Based © The Authort) 2020
Cardiovascular Prevention Program oox laTrRmI T
. . . . journals sagepub comhome/ahp
in Patients With Type 2 Diabetes ©SAGE
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Yvonne Finn, MD"*?©, Miroslawa Gorecka, MB* Gerard Flaherty, MD'?, \
Fidelma Dunne, PhD'3 , Timothy O’Brien, PhD'*?, James Crowley, MD>4,

David Wood, MD'? Susan Connolly, PhD‘ Jennifer Jones, PhD**,
and Irene Gibson, MA

Smoking

Atrial
Fibrillation




If: Panvascular CVD Prevention Programme Structure
[

Multidisciplinary Initial Assessment CHARLI (Cardiovascular Health Application and Real Life Integration)

| Dietitian |i Nurse [ Physio
‘ USER VIEW CARE TEAM VIEW
User App
. . . - A mobile application where
Individual goal setting and plan I sl
pressure, weight, as well '

as answer questions about
their diet.

Behaviour change strategies

12 week programme
Menu Based

® Supervised exercise and Flexible
education group sessions Virtual option s PRt
using s Bk oo petvind ke
® Healthy lifestyle change Digital/Wearables b

Risk factor management

Appropriate cardioprotective
medication

Psychosocial Health

|

|| Multidisciplinary Initial Assessment
[ Dietitian | Nurse I Physio




If: Moving Towards a Regional Service

Hub in East Galway/Roscommon and Mayo now
operational

Cardiology IC Implementation Group
Regional CR service
CNM3 Nurse Lead

Consultant Strategic CR Lead




If’ Cardiovascular Integrated Care:

Measuring Effectiveness

Potential Reduction:

v' Short stay Admissions (HF, AF) through provision of Rapid Access Clinic
v' Emergency CV Readmissions

v' Cardiology OPD Wait List

Improvements in:
v Clinical and Patient-Reported Outcomes
v Service User Experience

Average of 2.7 increase in  Average of 1.5 units Acheived BP targets Achieved LDL Achieved a reduction

predicted met max increase in med diet of under 130/80mmHg targets in HbAlc

score
~ O -
& 57% 10% $
+
A ) ¢ J
- |
Average reduction in reductfon in Average reduction in Average Increase in

anxiety scores depression scores atlents self-rated QOL scores




Respect for patients’ preferences

lf: Delivering Patient-Centred Care

Coordination and integration of care

Information and education

Physical comfort

Emotional support

Involvement of family and friends

Continuity and transition

Access to care

Picker’s Eight Principles of Patient Centred Care



l_ =~ Delivering Care Closer to the Patient

-

Nicola Fahy Hub ANP HF starts Heart Failure East Galway/Roscommon Hub Team start
Community Clinicin Clifden Cardiac Rehabilitation in Athenry
Donough McBrearty, Senior Physio, Louise
Gardiner, Hub CVD Nurse, Danielle Derivan,
Staff Nurse

Galway City Hub Cardiac Rehabilitation
Programme

Ashling Clancy Hub CVD Nurse, Allis Loughnane,
Senior Physiotherapist




Empowering Patient Self-Management

Self Monitoring Patient Education




Working Collaboratively to Address
Multimorbidity




If: Patient Experience

‘Everything | can say about it
is all positive. | look forward to
coming back each week. It's a
great focus point. It drives us
to do more’

‘You have gone above
and beyond to give me
courage after life
changing diagnosis.

‘Considerably better than
any previous experience’

‘Feel more confident
about my health’

‘Could not
praise it highly
enough’
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