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Foreword 

Chronic diseases are the major cause of death and disability in both developed and developing countries. In Ireland, 

in common with the rest of the developed world, the major chronic diseases of heart disease, diabetes and chronic 

respiratory disease cause the major burden of death and disability in the community. All of these diseases are 

becoming more prevalent, as our population ages and people survive acute episodes of disease and go on t o  live for 

many years wi th their chronic disease. 

The burden of treating chronic disease for the health services is enormous and is increasing. Our existing model of care 

for these diseases is now inadequate t o  the challenge, as it is based on episodic treatment primarily in the acute hospital. 

In order t o  meet this increasing challenge, the health services must now re-orientate themselves t o  supporting 

patients in caring for their own chronic disease and by providing the vast majority of care through primary care teams 

in the community. 

The research and recommendations outlined in this report on developing patient support programmes for chronic 

disease management within the HSE are very timely and comprehensive. The programme recommended is grounded 

in good practice and represents value for money in improving the care of large numbers of patients wi th chronic 

disease. The Steering Committee and I recommend its pilot implementation t o  the HSE Management Team. 

/ 
Dr. Marie Laffoy, 

Chairperson of the  National Chronic Disease Management Project Steering Committee, 

Assistant National Director of  Population Health. 
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Executive Summary 

Background and Aims o f  t he  Project 
Chronic diseases are those that cannot currently be cured such as diabetes, heart failure, coronary heart disease and 

chronic obstructive pulmonary disease (COPD). The burden of chronic disease in the Irish population is increasing 

due t o  lifestyle factors and an ageing population. 

Three quarters of people aged over 75 are affected by at least one chronic condition, and 80% of consultations wi th  

the General Practitioner relate t o  chronic disease. It is estimated that over 70% of all health care spending is related 

t o  chronic disease. As the population aged over 65 in Ireland is set t o  triple in the next 30 years, current models of 

service delivery will not be able t o  cope with such enormous demand. 

Improving chronic disease care is a priority for the HSE. The national directors of Population Health, the National 

Hospitals Office (NHO) and Primary Community and Continuing Care (PCCC) agreed on the establishment of a 

National Research and Development Project wi th the purpose of recommending a National Chronic Disease 

Management Patient Support Programme suitable for implementation in Ireland. 

The main aims of the project were to: 

1. Document the prevalence of chronic disease in Ireland and estimate the burden of disease in the Irish population. 

The diseases selected for inclusion were: Diabetes Mellitus Type I and II, chronic heart failure, coronary heart 

disease, and chronic obstructive pulmonary disease. 

2. Compile an inventory of existing programmes of care for these chronic diseases, which are currently in operation 

nationwide. 

3. Research and review international models of best practice of chronic disease management. 

4. Produce a final report incorporating the above and recommending a chronic disease management patient 

support programme for the Irish Health Service. 

Prevalence o f  Chronic Disease in Ireland 

Diabetes: 

• The prevalence of diabetes in the Republic of Ireland (Rol) is considered t o  be between 3-5% of the total adult 

population, and may be as high as 6 % .  Diabetes prevalence increases wi th age. 

• In absolute terms, it is estimated that there are between 86,000 and 250,000 people in Ireland living wi th  

diabetes. 

Chronic Cardiac Disease: 

• The prevalence of ischaemic heart disease in adults in the Rol is approximately 12%. Prevalence is higher in 

males than in females and wi th increasing age. 

• While accurate estimates of the prevalence of heart failure in Ireland are not available, it is estimated that 

approximately 2 %  of the adult population are affected. This implies that approximately 80,000 people are 

living wi th heart failure in Ireland. 

o 
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Chronic Obstructive Pulmonary Disease: 

• A European Community Respiratory Health Survey showed the prevalence of chronic bronchitis in those aged 

20-44 years in Ireland was 8 % .  

Chronic Disease Management Patient Support Programmes 

Chronic disease management is defined as " a  system of co-ordinated health care interventions and communications 

for populations with conditions in which patients health care costs are significant." The focus of these programmes 

is t o  prevent the health of an individual deteriorating, thus preventing the occurrence of acute episodes which may 

require hospitalisation. 

Chronic disease management programmes have been in existence for the past 20 years, and have evolved 

significantly. Programmes are now well established in the USA, however most European countries are still in the early 

phases of adoption. 

A core principal in chronic disease management is the empowerment of the patient. Patients are enabled t o  take 

control o f  their illness through self-management and involvement in decision-making and planning, where 

appropriate. Programmes of this nature are patient-centric i.e. they fulfil all the needs of the patient, dealing 

holistically with their health and social needs, not just the physical consequences of their illness. 

Patients living wi th chronic disease experience their illness at various levels of severity, and therefore require different 

levels of intervention at any time. For this reason patients are stratified into three levels according t o  their illness 

severity/complexity, and their level of need. 

• Level 1: Individuals who  have a single chronic disease which is well controlled by the patient themselves wi th 

primary care support. (Approximately 80% of patients). 

• Level 2: Individuals wi th more complex illness. They may have one or more chronic diseases of varying severity, 

but are not at high risk of hospitalisation, if they are well managed in the community. (Approximately 15% 

of patients). 

• Level 3: Individuals wi th complex conditions, often with many co-morbidities and complications. They require 

specialist care, intensive intervention and are at high risk of hospitalisation. 

(Approximately 5 %  of patients.). 

It is important t o  note that an individual will move between levels according t o  his health status at any one time. An 

individual's health and social needs may change over time. The aim of the programme is to  keep each individual at 

as low a level as possible through active support. 

o 
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In a typical generic chronic disease management programme, following the initial stratification according t o  disease 

severity/complexity, patients receive targeted intervention appropriate t o  their level of need. For example: 

• Level 1 patients receive their usual physician-directed care which is then integrated wi th a programme of 

educational support through personalised and relevant health material. 

• Level 2 patients, in addition t o  their usual care, receive active telephonic support delivered by a specially trained 

nurse. Patients are taught self-management skills, lifestyle modification and are supported t o  adhere to  their care-

plan. 

• Level 3 patients, who  have complex disease, receive intensive one-to-one, nurse-delivered telephonic support 

in addition t o  their usual care. Regular interaction between the individual and their nurse helps t o  detect early 

deterioration, facilitating early intervention and reducing the risk of hospitalisation. 

A n  independent expert was commissioned t o  review the international literature on chronic disease management. 

Programmes which have a population wide approach including patients at all three levels of need, have proven most 

effective in improving outcomes for patients wi th chronic diseases. Studies demonstrate reduced admissions, A&E 

attendances and improved quality of life for patients. Studies also demonstrate improvements in clinical indicators 

and cost reductions. 

In addition t o  the literature review, clinicians and managers involved in chronic disease management nationwide 

were consulted wi th a view to  compiling an inventory of programmes currently in operation. This process identified 

many examples of good practice, and a commitment t o  innovation and improved patient care. However, it also 

highlighted variability of service provision nationally, and the need for a generic, population based approach. 

Stakeholder consultation and feasibility testing showed that such a programme would be acceptable and feasible in 

the Irish health care setting. 

The Steering Committee also visited a number of sites in the UK and the USA where chronic disease management 

programmes are in operation. 

On the basis of this work the Steering Committee recommend the introduction, on a pilot basis, of a comprehensive 

chronic disease management patient support programme by HSE. 
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1. Introduction 

1.1 A im o f  Project 
The aim of the project was t o  research and develop a national chronic disease management patient support 

programme for  HSE. Such a programme would integrate the self-management of the major chronic diseases 

together, and would integrate the preventive services wi th  developing primary care teams and acute services, 

focusing on the patient. The diseases selected for inclusion were: 

• Diabetes Mellitus Type I and II 

• Heart Failure 

• Coronary Heart Disease 

• Chronic Obstructive Pulmonary Disease 

1.2 Terms o f  Reference 
• To document the prevalence of these chronic diseases and estimate the burden of disease in the Irish 

population 

• To document chronic disease management programmes in Ireland 

• To research international best practice models of chronic disease management 

• To present evidence of effectiveness of chronic disease management programmes 

• To consult w i th  leading international experts on chronic disease management programmes 

• To liaise wi th expert advisory groups and other relevant groups as appropriate 

• To recommend a national chronic disease management patient support programme appropriate for the Irish 

Health Services 

• To recommend evaluation and performance management indicators for the programme 

• To recommend a suitable implementation structure for the programme 

1.3 Membership o f  the  National Steering Committee 

Chair 

Dr. Marie Laffoy 

National Assistant Director Population Health - Strategic Planning, Dr. Steeven's Hospital, Dublin 

Members 

Dr. Richard Brennan 

ICGP Representative, General Practitioner, Ballyhale, Co. Kilkenny 

Mr. Ian Carter 

Chief Executive Officer, St. James's Hospital, Dublin 

o 



Mr. James Conway 

Assistant National Director for Chronic Illness 

Dr. Richard Firth 

Consultant Endocrinologist, Mater Hospital, Dublin 

Ms. Angela Fitzgerald 

Hospital Network Manager, Network 3 

Ms. Mairead Gleeson 

Project Manager CVD/Chronic Illness, Public Health Department, Kilkenny 

Dr. Orlaith O'Reilly 

Director of Public Health, Population Health Lead for Chronic Diseases, Kilkenny 

Ms. Priya Prendergast 

LHO Manager, Galway 

1.4 Core Project Team Members 

Chair 

Dr. Orlaith 0 Reilly 

Population Health Lead for Chronic Diseases, Director of Public Health, Kilkenny 

Dr. John Cuddihy 

Consultant in Public Health Medicine, Public Health Department, Kilkenny 

Ms. Mairead Gleeson 

Project Manager CVD/Chronic Illness, Public Health Department, Kilkenny 

Ms. Gemma Leane 

Research Officer, Public Health Department, Kilkenny 

Dr. Carmel Mullaney 

Consultant in Public Health Medicine, Public Health Department, Kilkenny 

Dr. Jane Whelan 

Specialist Registrar in Public Health Medicine, Public Health Department, Kilkenny 

o 



1.5 Extended Project Team Members 

Ms. Deirdre Crowley 

Planning and Development Unit, National Hospitals Office, Parkgate St. Business Centre, Dublin 

Ms. Shirley Keane 

Senior Executive Officer, HSE West 

Ms. Joan Phelan 

Director of Nursing, Midwifery and Planning, Nursing and Midwifery Planning Development Unit, Kilcreene Hospital, Kilkenny 

1.6 Secretariat 

Ms. Caroline Ayres 

Public Health Department, Kilkenny 

Ms. Rita Hayden 

Public Health Department, Kilkenny 

Ms. Janet Nolan 

Public Health Department, Kilkenny 
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2. Methodology 

The three national directors; Dr. Patrick Doorley, Population Health, Mr. John 0 '  Brien, National Hospitals Office 

(NHO) and Mr. Aidan Browne, Primary Community and Continuing Care (PCCC), having recognised the importance 

of addressing the management of chronic diseases and enhancing the patients role in self care, established the 

National Research and Development Project t o  make recommendations t o  HSE on the development of a national 

chronic disease management patient support programme. The three directors appointed the National Steering 

Committee and approved the terms of reference. 

The Steering Committee initially met on the 23rd of June and met 5 times in total. 

The project submitted a bid for funding t o  Strategic Planning and Reform Implementation (SPRI) and was successful 

in receiving funding for the research and development in 2006. 

The main deliverables of-the project were: 

• Documentation of current Irish epidemiological trends and the burden of disease 

• An inventory of programmes of care for these chronic diseases in Ireland 

• A literature review of international best practice for chronic disease management programmes 

• Final Document - a comprehensive report incorporating the above and recommending a chronic disease 

management patient support programme for the Irish Health Service 

The final report was compiled by the Core Project Team and approved by the Steering Committee. 

The Steering Committee used a number of approaches t o  carry out the research: 

• The prevalence of these major chronic diseases and the burden of disease for the Irish population were 

established by the Project Team from epidemiological and research data. 

• The Project Team carried out a survey t o  identify and describe current Irish programmes of care for chronic 

illness relating t o  diabetes, heart failure, coronary heart disease and chronic pulmonary disease. Programmes 

were identified by writing t o  all Network Managers, LHO Managers and Hospital Consultants in these 

disciplines. 

• The Project Team reviewed the international literature and an independent literature review was 

commissioned t o  establish best practice in programme design, methods, evolution and effectiveness of 

chronic disease management programmes. 

o 



• Chronic disease management programmes in operation in the UK and USA were identified, which are based 

on a variety of models from leading US companies. Site visits were arranged t o  a number of these sites. 

• An  information and consultation conference was set up over a two-day period, key stakeholders throughout 

the Irish healthcare system were identified and invited t o  the conference. A workshop was provided in which 

stakeholders could express their views. 

• Feasibility testing of the proposed programme was done by interviewing in detail a variety of clinical and 

technical experts within the Irish healthcare system. 

The Steering Committee decided t o  commission t w o  pieces of work from international experts on chronic disease 

management programmes. The first piece was a literature review of international best practice for chronic disease 

management programmes. The second was t o  provide project support t o  allow the identification and examination 

in detail, of operational programmes of chronic disease management. The company selected would provide access 

t o  both technical and clinical experts on their own  sites and demonstrate their programmes in real life operation. In 

addition the company would provide several workshops and on-going consultation by their experts with the Project 

Team, Steering Committee, Technical and Clinical Experts in Ireland. These two  consultancies were commissioned 

by competitive tender. 

The company selected for the literature review was Health and Vector Technology, Inc., Connecticut, USA. The 

President of this company, Dr. Victor Villagra, is a leading world expert on chronic disease management programmes. 

The second company selected was Healthways International, a leading specialist company in the provision of chronic 

disease management patient support programmes covering over 2.5 million patients in the US and now extending 

t o  the UK, Germany and Spain. 

The Steering Committee identified a number of sites in the UK and US where chronic disease management 

programmes are in operation. In the UK there are a number of US companies which have recently started 

operations, site visits were arranged at the following locations; Luton Primary Care Trust (PCT) which uses the 

Evercare programme model, Birmingham PCT which uses the Kaiser Permanente programme model and 

Northampton PCT which uses elements of both Evercare and Kaiser Permanente. 

In the US, site visits were arranged at the Healthways Medicare Call Centre in Columbia, Maryland, which covers the 

states of Maryland and Georgia. This centre is contracted by the US government t o  provide care to  the population 

of 65 years and over in these two states. A site visit also took place in the Healthways facility in Columbia, Maryland, 

which covers commercially insured populations under 65 years. Detailed workshops wi th  the Steering Committee 

and Project Team took place over a number of days. 

o 
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The Steering Committee held t w o  information and consultation days wi th over 280 key stakeholders from the Health 

Service, including Senior Managers in PCCC and NHO, Clinical Consultants, General Practitioners, Practice Nurses, 

Specialist Nurses, Health Promotion and professions allied t o  medicine. 

The Steering Committee identified a number of key informants in a wide spectrum of clinical settings t o  be 

interviewed in detail, concerning testing the feasibility of introducing a fully evolved patient support chronic disease 

management programme into the Irish Health Services. Members of the Project Team accompanied clinical experts 

from Healthways International on a series of Irish site visits t o  complete these interviews. In addition key informants 

who  work with health information in a wide variety of Irish Health Service situations were identified and interviewed 

in-depth, concerning the feasibility of accessing the necessary data t o  implement such a chronic disease 

management programme in Ireland. These interviews were carried out by a Health Information Specialist from 

Healthways International accompanied by members of the Project Team. 

o 
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3. Summary of the Report on International Best Practice 
for Chronic Disease Management Patient Support 
Programmes* 

This report presents international experience and evidence-based best practice in chronic disease management. 

Much of the experience in disease management has not been chronicled in the peer-reviewed literature because 

many of the innovations emerged outside of academic centres. 

Disease management is a system o f  co-ordinated health care interventions and communications for populations wi th  

conditions in which patient self-care efforts are significant. 

Disease management components required in order for a programme to  be considered a "full service" programme 

include: 

• Population identification processes 

• Use of practice guidelines based on best available evidence 

• Collaborative practice models that include physician and support service providers 

• Patient self-management education 

• Process and outcomes measurement, evaluation and management 

• Routine reporting/feedback loop wi th  patient, physician, payer and ancillary health support staff. 

Several theoretical constructs provide an organisational framework for building a system of care for chronically ill 

patients. One of the most widely accepted is the Chronic Care Model. The components of this model include 

patient self-care, community based resources, continuity of care beyond traditional sites of care using telephonic and 

other forms of communication, information technology and decision support tools for patients and providers, 

delivery system redesign and enabling public policy. The varieties of disease management programmes reflect 

emphasis on different components of this Chronic Care Model. 

A popular model for the organisation and delivery of a chronic disease management programme divides chronic care 

into three levels, according t o  patient's risk of acute exacerbation and/or hospitalisation: 

Level 3 patients are "high risk", the most complex and often the sickest. Approximately 5 %  of patients wi th chronic 

illness fall into this category. These patients require intensive "case management" and specialised medical care. 

Level 2 patients are in a medium risk category and may suffer frequent complications. These patients require a 

tailored programme of "care management" wi th intensive monitoring, support w i th  adherence t o  medications and 

lifestyle modification. This category comprises of 15-20% of people with chronic illness. 

o 



Level 1 patients are those whose disease is stable and well controlled. These patients require programmes that 

support healthy lifestyles and basic self-care ("self-management"). Educational materials, reminders and access to  

internet services are examples of low intensity and highly scalable interventions for this group. Approximately 70-

80% of patients wi th  a chronic illness fall into this category. 

For patients w h o  are at risk and receiving telephonic support (levels 1 and 2) the programme must be goal orientated 

wi th clear short-term cognitive and behaviour objectives and it must be able t o  support patient behaviour change 

efforts on a large scale. Disease management programmes must be aware of all community resources available in 

the region. 

The report describes the evolution of population health programmes for disease management over the last two  

decades and the forces that moulded this evolution. The most advanced form of population health programmes in 

operation today are called third generation disease management programmes. These programmes have a fully 

patient centric approach, providing support for all of the patient's conditions as well as lifestyle advice and risk 

behaviour modification. These programmes now include three levels of care intensity and provide a seamless 

integration wi th practicing physician's disease management programmes and community resources. They make use 

of information technology, decision support tools, remote monitoring technology and predictive modelling 

techniques. These programmes use telephonic health support as highly scalable means of communicating with large 

populations of patients on an ongoing basis. The clinical content of these programmes is grounded in the best 

available scientific evidence. Rigorous quality control mechanisms and robust outcome evaluation methods ensure 

that outcomes are validated and quality maintained. 

The report focuses on diabetes, heart failure, coronary heart disease, COPD and asthma in adults, and summarises 

the evidence of effectiveness of disease management programmes for these conditions. The report highlights best 

practices and outcomes of disease management programmes across key domains including clinical, economic, 

utilisation, patient satisfaction, work productivity and quality of life. 

There is increasing evidence that population wide chronic care strategies improve quality of care, enhance 

satisfaction wi th the care experience, improve quality of life, functional status and productivity, reduce use of acute 

care resources and reduce excessive health care costs. Population health disease management programmes for heart 

failure and diabetes have the most evidence for cost savings. The time horizon for detecting cost offsets of coronary 

heart disease programmes is longer than the typical t w o  t o  three years follow up available for most disease 

management programmes. Programmes for COPD appear to  be less effective in reducing direct health care costs 

than programmes for the other three diseases. The report emphasises that a generic disease approach t o  support 

the needs of the whole patient is the most effective. 

The report includes a description of critical success factors and challenges for disease management programmes in 

the United States. It also includes a description of early experiences wi th population based chronic care models in 

the UK, Germany and Spain. 



The most successful models are highly scalable. The ability t o  replicate the multi-component interventions for large 

populations across wide geographic areas quickly and cost effectively makes them more likely t o  be financially 

sustainable over time. This report presents substantial evidence that telephonic support is an effective means of 

supporting a diverse set of patients' self-care needs and processes of care. 

An  independent scientific advisory board and a team of clinical experts charged wi th maintaining programme 

contents current are needed for every programme. Critical success factors include the management of privacy and 

confidentiality. 

* A n  Overview o f  Population Health Programmes for People w i th  Chronic Conditions for the Irish Health Service. 

Commissioned by the Steering Committee f rom Health and Technology Vector, Inc. 
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4. Prevalence and Burden of Chronic Diseases 

Key findings 

Diabetes 

• The prevalence of adult diabetes in the Republic of Ireland (Rol) is considered t o  be approximately between 3-

5 %  u-4  and may be as high as 6 %  5 

• Estimates range from approximately 86,000-250,000 cases 

• Type II accounts for approximately 90% of all cases of diabetes 5 

• Diabetes prevalence increases wi th age 

Chronic Pulmonary Disease 

• A European Community Respiratory Health Survey showed the prevalence of chronic bronchitis in those aged 

20-44 years in Ireland was 8 %  11 

Chronic Cardiac Disease 

• The prevalence of angina in adults over 55 years in the Rol is approximately 11 % 15 

• Prevalence is estimated t o  be approximately 13.5% in older adults 9 

• Prevalence is higher in males than in females and wi th increasing age910 

Chronic Heart Failure 

• While accurate estimates of the prevalence of heart failure in Ireland are not available, it is estimated that 

approximately 2 %  of the adult population are affected. This implies that approximately 80,000 people are 

living wi th heart failure in Ireland 21 

4.1 Introduction 

Accurate estimates of disease prevalence and burden are central t o  the development of sound public health policy 

and will assist in: 

• prioritising public health needs 

• guiding the development of disease management programmes 

• planning and delivering services, and 

• mobilising resources t o  address the problems. 

The term "prevalence" is used t o  describe the total number of cases of a condition (disease) in a defined population 

at a point in time. The true prevalence of chronic disease is difficult t o  estimate because it includes not only people 

w h o  have been diagnosed but also those people who are undiagnosed or are unaware they have a chronic disease. 

In Ireland there is a lack of epidemiological data on the prevalence of chronic diseases. In order to  compile 

prevalence data it was therefore necessary t o  use estimated figures from secondary sources. The reports and studies 

available provide varying estimates of population prevalence, as will be shown in the following sections. The data 



should be taken as representing estimates, and in some cases may be conservative. In addition, there is no data 

available on the rate of co-morbidities of the chronic diseases mentioned in this report. 

Morbidity information on the burden of chronic disease in general practice was not available. 

The following sections provide an overview of the adult prevalence of the major chronic diseases i.e. Diabetes 

Mellitus Type I and II, Chronic Pulmonary Disease, Chronic Cardiac Disease and Heart Failure, and will assess the 

burden of the diseases in the Irish adult population. 

4.2 Diabetes Prevalence 

The actual prevalence of diabetes in Ireland is not known. A recent report1 published by the Institute of Public Health 

in Ireland provides the best available estimates of the population prevalence of diabetes (diagnosed or undiagnosed) 

in Ireland in 2005. Prevalence is calculated using a population diabetes prevalence model developed in the UK. The 

model is based on UK reference population studies, wi th the rates adjusted for place and time before they were 

applied t o  Ireland s 2005 population counts, and following this were adjusted for local socio-economic circumstances 

(for Type II diabetes). No place, time or deprivation adjustment was made for Type I reference rates before they were 

applied t o  2005 population counts. A detailed description of the methodology used can be found in the report1. 

The estimated number of adult (aged 20 years and over) diabetes cases and estimated population prevalence in 

Ireland are presented in Table 4.1. 

• In 2005, 141,063 persons in Ireland had adult diabetes (Type I and II combined), i.e. 4.7%  of all adults, aged 

20 years and older, had diabetes. 

• Of this total number, 58,807 were male (4% of male population) and 82,256 were female (5.4% of female 

population), thus Irish females have a higher prevalence compared t o  males. 

• Estimated prevalence was shown to  increase wi th age as illustrated in Figure 4.1, from 0.6% for persons aged 

20-29 years t o  3 %  for persons aged 30-59 years t o  13.8% in those aged 60 years and over. 

Table 4.1: Estimated number and prevalence of Type I, Type II, and Type I and II combined for the adult 

population in Ireland by sex for 2005 

Type I 12,011 7,088 4,923 0.4% 0.5% 0.3% 
Type II 129,052 51,719 77,333 4 .3% 3.5% 5.1% 

Type I and II 141,063 58,807 82,256 4.7% 4 %  5.4% 

Source: IPH (2006)' 
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Figure 4.1: Estimated population prevalence of adult diabetes (Type I and II combined) in Ireland by sex 

and age groups for 2005 
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Lower prevalence figures have been reported by the World Health Organization (WHO) and the International 

Diabetes Federation (IDF). The WHO estimated that in 2000 the prevalence of diabetes (Type I and II combined) in 

Ireland was 86,000 cases (2.3% of total population), wi th a projected figure of 157,000 by 2030 (3.2% of total 

population)2. These figures are based on a study by Wild  et al3. Data on diabetes prevalence by age and sex from 

a limited number of countries were extrapolated t o  all 191 WHO member states and applied t o  United Nations 

population estimates for 2000 and 2030. Estimates are based on demographic changes alone wi th the conservative 

assumption that other risk factor levels such as obesity and physical activity remain constant. 

In this study, Wild  et al estimated that 

• the prevalence of diabetes in Ireland in 2000, for adults only (20 years and older) was 3.2%  increasing t o  

4.3%  by 2030. 

• As in other studies prevalence was shown to  increase wi th age, wi th the older population age groups (45-64 

years and 65+ years) experiencing a higher number of cases of diabetes, as shown in Table 4.2. 

Table 4.2: Prevalence of adult diabetes (20+ years) in Ireland for the  years 2000 and 2030 by sex and 

age groups 

Number of people wi th  diabetes (thousands) 

Age groups 

Male | Female 

Source: Wi ld etal (2004) 3  
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In 2003, the "Diabetes Atlas", produced by the International Diabetes Federation, provided estimates of the 

prevalence of diabetes in Ireland and forecasted estimates for 2025  4. Rates for each country were not age-

standardised, but presented as the crude rates for the specific country according t o  the number of persons aged 20-

79 years. 

Estimated prevalence (Type I and Type II combined, diagnosed and undiagnosed) for: 

• 2003 was 3.4%  of all persons aged 20-79 years. This equated t o  an estimated 89,800 cases (Table 4.3). 

• 2025 was 4.1%,  i.e. 134,500 cases. 

• EU average for  prevalence for 2003 was 7.5% i.e. 25 million cases which is expected t o  increase t o  8.9% (29 

million cases) by 2025. 

Table 4.3: Prevalence of adult diabetes (20-79 years) in Ireland for the years 2003 and 2025 by sex and 

age groups 

Prevalence (%)  

20-79 years 

89.8 43.7 46.2 6 34.4 49.4 

134.5 66 68.5 6 45.3 83.2 

Source: IDF (2003 ) '  

These figures are similar t o  those published by Wild et al, as shown in Table 4.2. As in the Wild study prevalence 

was higher for the older age group (60-79 years). 

However, the Diabetes Federation of Ireland estimates the prevalence t o  be higher (approximately 6%). From 

assessment of hospital attendances they estimate that there are approximately 250,000 people wi th a diagnosis of 

diabetes in Ireland, and probably another 100,000 are unaware that they have the condition5. 

Type II accounts for approximately 90% of all cases of diabetes. The Federation expects that the number of Irish 

people suffering from diabetes will double by 2010. 

A paper produced by Bedford et al5 looked at the prevalence of Type II diabetes in those aged 40 years and over. 

Three different estimates were provided for 2006 and projections for the years 2007-2010 and 2016, as shown in 

Table 4.4. 

o 



Table 4.4: Estimates of the  prevalence of Type II diabetes in 2006 and projections for 2007-2010 and 2016 

40-59 61,831 62,964 64,050 65,173 66,460 75,339 

60+ 84,820 87,212 89,755 92,394 95,107 113,524 

Total 146,651 150,176 153,805 157,567 161,567 188,863 

8.69% 8.7% 8.71% 8.72% 8.73% 8.82% 

40-59 32,342 32,934 33505 34,098 34,773 39,422 

60+ 83,328 85,848 88,557 91,311 94,101 112,283 

Total 115,670 118,782 122,062 125,409 128,874 151,705 

40-59 29,750 30,296 30,820 31,366 31,987 36,264 

60+ 80,635 83,074 85,694 88,359 91,059 108,653 

Total 110,385 113,370 116,514 119,725 123,046 144,917 

Source: Bedford e t  al (2006) 6  

Estimated numbers in Model A were calculated using rates from a study by Smith et al7 w h o  assessed the prevalence 

of Type II diabetes in 3,821 patients aged 40  years and older in 41 general practices in Ireland. A study by Forouhi 

et al8 was used t o  estimate the numbers in Model B (based on age specific prevalence rates in all of England) and 

Model C (based on age specific rates for the North East of England, which has lower proportions of people of Black 

African/Caribbean and Asian origin). The rates from the studies were applied t o  Irish population projections. No 

other factors were considered, such as increasing obesity. The three models provide consistent estimations for those 

aged 60 years and older. In respect t o  those aged 40-59 years Bedford et al suggest using Model A data as an upper 

level and data from Model C as the lower limit. 

The Cork and Kerry diabetes and heart disease study 9 estimated the prevalence of major cardiovascular disease risk 

factors, including Type II diabetes in the general population of males and females between the ages of 50-69 years. 1018 

participants for the study were sampled from 17 general practice populations in Cork and Kerry in 1998. One of the 

main findings from the study showed that the prevalence of Type II diabetes was 3.9% in the sample population (50-69 

year olds), of whom 30% were previously undiagnosed. In males aged 65-69 years, over 13% had either Type II diabetes 

or Impaired Fasting Glucose. In contrast the prevalence rate for women in this age group was 7%. 

The Quarterly National Household Survey conducted by the Central Statistics Office (CSO) in the third quarter of 

2001 published self-reported prevalence figures for diabetes (Type I and II) along wi th other health conditions for 

persons aged 18 and over10. An  overall prevalence of 1.5% was reported, wi th a higher prevalence in males (1.7%) 

compared to  females (1.4%), and in the older age groups: 3.0% in the 55-64 year age group and 4 .5% in those 

aged 65 years and older. 



4.3 Chronic Pulmonary Disease Prevalence 

In a 16 country survey carried out for the European Community Respiratory Health Survey (ECRHS) Study Group " 

relating t o  chronic bronchitis and smoking habits in those aged 20 to  44  years, Ireland was second only t o  Spain in 

terms of the prevalence of chronic bronchitis (approximately 8 %  versus a median prevalence of 2.6% for all centres). 

Given the prevalence of smoking among young adults it does not seem likely that mortality from COPD will fall 

dramatically in the medium term and therefore Ireland is likely to  continue t o  have one of the highest mortality rates 

from this disease. 

Using data from the Quarterly National Household Survey (QNHS) module on health, Dr Neil Brennan and Dr Terry 

O'Connor produced a compilation of statistical data called the INHALE report , 2. 

This report demonstrated the following characteristics of respiratory disease in the Republic of Ireland: 

• asthma was the second most prevalent single condition reported in proportional terms, with approximately 

5 %  of persons aged 18 years and over indicating that they have at one point or another suffered from the 

condition -when combined wi th chronic bronchitis 6.4% of adults report chronic airways disease. 

• respiratory diseases are the third most frequently reported long-term illness group after cardiovascular and 

musculoskeletal diseases. 

• in the 18 t o  44  year age group respiratory disease is the most commonly reported long-term illness. 

• 15% of all GP consultations relate t o  respiratory disease, which is in line wi th UK data. 

More detailed information appears in the QNHS-Disability in the Labour Force: 

• over 10% (271,000) of all persons aged 15 t o  64 had a longstanding (greater than 6 months) health problem. 

• chest and breathing problems (including asthma or bronchitis) (41,500) were second only t o  musculoskeletal 

disorders in frequency and exceeded heart, blood pressure and circulatory disorders and also mental, nervous 

or emotional disorders in frequency. 

• of those in employment wi th health problems, chest or breathing problems accounted for a variable 

percentage depending on employment status, economic sector and occupational groups, accounting for an 

overall average of 19% of disorders but varying from 13% to  2 7 %  in particular groups. 

• of the overall 41,500 reporting chest and breathing problems, 10,900 reported problems since birth, and a 

further 16,300 problems of greater than 10 years duration and 6,000 problems lasting 5-10 years. The vast 

majority of this group therefore have morbidity measured in decades duration. 

The effect of social class on the prevalence of respiratory illness is included in a study by Lyons et al,3. This study of 

2,703 GP attendees in the 40-69 year old age group reports a crude prevalence of 4.8% for asthma and 6.2% for 

chronic bronchitis. The prevalence of asthma was not related t o  social class. The relative rate (95% confidence 

interval) of chronic bronchitis in persons from social classes 5 and 6 (lowest socioeconomic groups) was 3.89 (2.56-

5.90) times that in persons from social classes 1 and 2 (highest socioeconomic groups). 



4.4 Chronic Cardiac Disease Prevalence 

The prevalence of ischaemic heart disease (IHD) in Ireland is not known as there is no comprehensive population 

register of IHD. A study by Bennett ef al14 looked at GMS prescribing data t o  estimate the prevalence of Coronary 

Heart Disease (CHD). 

Bennett e ta / found  a significantly increasing prevalence of CHD from 1990 t o  2002 in both men and women, from 

24.6 t o  66.7 per 1000 GMS population in men and 12.2 t o  40  per 1000 for women. Age standardised prevalence 

rates per 1000 GMS population were calculated across the different age groups, as shown in Table 4.5. 

Table 4.5: Age standardised prevalence rates per 1000 GMS population 

Age group 

25-34 15.2 

35-44 32.3 

45-54 97.2 

55-64 210.3 

65-74 333.3 

75+ 382.4 

Source: Bennett e t  al (2005) 

Q 



The Cork and Kerry diabetes and heart disease study9 estimated the prevalence of established cardiovascular disease 

in randomly selected participants aged 50-69 years selected from general practice lists. The sample population 

included both medical card and non-medical card patients. The overall prevalence of pre-existing cardiovascular 

disease (e.g. angina or a history of heart attack or stroke) was 13.5%. Prevalence was higher in males than in 

females (17.8% versus 9.5%) and wi th increasing age. The authors of this study used the Framingham Coronary 

Heart Disease Risk Equation and this identified a further 2 %  of the population wi th  an absolute risk of a coronary 

heart disease event > 30% over 10 years. Thus approximately 15% (one in seven) of the sample population are at 

high risk of cardiovascular disease events. 

The report Older People in Ireland: A Profile of Health Status, Lifestyles and Socio-economic Factors from SLAN" 

presented data provided by those aged 55 years and over w h o  took part in the National Health and Lifestyle Surveys 

of 1998 and 2002 15. Respondents were asked if, according to  a doctor, they had any of a list of illnesses including 

angina, history of heart attack or high blood pressure. The study compared data collected in 1998 and 2002, as 

presented in Table 4.6. There was no decrease over time. Prevalence is consistent with that reported in the Cork 

and Kerry study and Bennett et al. 

Table 4.6: Illnesses diagnosed by a GP (SLAN 1998 and SLAN 2002) for persons aged 55 years and over 

Angina 10.8 10.7 

Heart Attack 5.9 6.4 

High Blood Pressure 28.3 28.8 

The CSO in the third Quarterly National Household Survey of 2001 published self-reported prevalence of angina and 

heart attack for persons aged 18 years and over10. An overall prevalence of 2.3% and 1.5% was reported for angina 

and heart attack respectively. There was a higher prevalence in males and in the older age groups. 

Estimates of prevalence of cardiovascular disease based on survey findings tend t o  be underestimates of the true 

prevalence. 

4.5 Chronic Heart Failure Prevalence 

Chronic heart failure is a growing public health issue, the burden of which will continue t o  increase in both primary 

and secondary care across Europe over the next two  decades,6. Accordingly, some western countries systematically 

monitor the population prevalence of chronic heart failure, and its impact on health care planning and provision 
17'18''9. Despite this, public awareness across Europe remains low  20. 

Accurate data regarding the prevalence of heart failure in Ireland is not available. Using estimates from other 

populations with a similar risk factor profile e.g. Scotland, it would appear that the prevalence of heart failure in 

Ireland is approximately 2 %  of the total population, and up to  4-5% amongst those over 70  21. Based on this data, 

it is estimated that up t o  80,000 people have heart failure in Ireland. 
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4.6 Burden o f  Chronic Disease 

In order t o  assess the burden of chronic disease in the Republic of Ireland the HIPE (Hospital In-Patient Enquiry) 

system was analysed for the year 2004. This system collects medical and administrative data regarding discharges 

from acute hospitals. Each HIPE discharge record represents one episode of care (admission) and patients may have 

been admitted t o  more than one hospital wi th the same or different diagnoses. 

The total admissions for each of the chronic diseases is broken down by emergency admissions, elective admissions 

and day cases. Within each disease category the data is presented showing the average length of stay (LOS), average 

age, and the presence o f  co-morbidities. 

Data for principal diagnosis and secondary diagnoses in relation t o  each of the chronic diseases is included in the 

tables. "Any diagnosis" combines the principal diagnosis and any of 9 secondary diagnoses. This analysis includes 

admissions only of patients aged 20 years and over and excludes maternity discharges and non-ROI residents. 

The data for principal diagnosis reflects the burden on hospital services due t o  each of the chronic conditions. Data 

for secondary and any diagnoses is also included, as this gives an indication of the prevalence of each of the chronic 

conditions in patients w h o  were hospitalised in 2004 for other reasons. 

4.6.1 Diabetes Mellitus 

In 2004, there were 5030 admissions (aged 20 years and over) wi th a principal diagnosis of Diabetes Mellitus (DM), 

of which 2907 (57.8%) were emergency admissions, see Table 4.7. 

Of the total number of admissions wi th a principal diagnosis of DM, 1921 (38.2%) had Type I diabetes and 3109 

(61.8%) had Type II diabetes. 

In addition, the presence of co-morbidities was analysed. For those admissions wi th a principal diagnosis of DM, 

516 (10.3%) also had a diagnosis of ischaemic heart disease, 137 (2.7%) had a diagnosis of congestive cardiac 

failure, and 183 (3.6%) had a diagnosis of COPD and adult asthma. Some patients may have more than one of the 

selected co-morbid conditions. 

For those admissions wi th any diagnosis of DM (36,874), 9531 (26%) also had a diagnosis of ischaemic heart 

disease, 3204 (9%) had a diagnosis of congestive cardiac failure, and 2858 (8%) had a diagnosis of COPD and adult 

asthma. 

o 
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Table: 4.7: Diabetes Mellitus (DM) activity in public HIPE reporting hospitals, 2004  (1) 

Principal Diagnosis' 

Emergency Inpatient 2907 9.7 56.6 359 101 
Elective Inpatient 679 7.4 60.6 75 18 
Day Case 1444 n.a. 61.5 82 64 
Total <3> 5030 9.2 58.6 516 137 183 

Secondary Diagnoses (4> 

H H  
Emergency Inpatient 18665 11.5 68.4 5897 1959 

Elective Inpatient 6193 9.8 66.2 1664 ~ 356 
Day Case 6986 n.a. 65.2 1454 ~ 360 
Total (3> 31844 11.1 67.3 9015 3067 2675 

Any Diagnosis (5) 

m n  
Emergency Inpatient! ̂ ^ ^ 2 1 5 7 ^  11.3 66.8 6256 2706 2060 

Elective Inpatient 6872 9.5 65.7 1739 319 374 

Day Case 8430 n.a. 64.5 1536 179 424 

Total(3) I 36874 10.9 66.1 9531 3204 2858 

Source: HIPE & NPRS Unit, ESRI (2006) 

4.6.1.1 Complications of  Diabetes Mellitus 

Of the 1921 admissions wi th Type I Diabetes Mellitus as principal diagnosis, 365 had ketoacidosis. Ophthalmic (471) 

and renal (167) complications were the most frequent. Of the 3109 admissions wi th  Type II Diabetes Mellitus, the 

order of frequency of complications was: ophthalmic (979), peripheral circulatory disorder (172) and renal (164). 

4.6.2 COPD and Adult Asthma 

In 2004, there were 9747 admissions (aged 20 years and over) wi th a principal diagnosis of chronic obstructive 

pulmonary disease (COPD) and adult asthma, of which 9041 (92.8%) were emergency admissions, see Table 4.8. 

" 'Materni ty  discharges (as defined by type o f  admission) are excluded as are non-ROI residents and cases aged less than 20  years. 
BICases w i t h  D M  (ICD-9 C M  250) recorded as principal diagnosis. 
131 Length o f  stay (LOS) totals exclude day cases. 

""Cases w i t h  D M  (ICD-9 C M  250) recorded as any o f  the 9 secondary diagnoses and not as the  principal diagnosis. Each case is a single count. 
^Cases w i t h  D M  (ICD-9 C M  250) recorded as any of the 10 diagnoses. Each case is a single count. 
IBEach comorbidity o f  diagnostic categories IHD (ICD-9 C M  410-414), CCF (ICD-9 C M  428.0) or COPD and Adul t  Asthma (ICD-9 C M  490,  491.21 493) is a sinqle count 
n.a. = 'no t  applicable'. 

- = for  patient confidentiality reasons, a casetype/type of admission breakdown is not provided 

o 
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In addition, the presence of co-morbidities was analysed. For those admissions wi th a principal diagnosis of COPD 

and adult asthma, 935 (9.6%) also had a diagnosis of diabetes, 1539 (15.8%) had a diagnosis of ischaemic heart 

disease, and 1394 (14.3%) had a diagnosis of congestive cardiac failure. 

For those admissions wi th any diagnosis of COPD and adult asthma (29,687), 2858 (10%) also had a diagnosis of 

diabetes, 4405 (15%) had a diagnosis of ischaemic heart disease, and 2935 (10%) had a diagnosis of congestive 

cardiac failure. 

Table: 4.8: Chronic obstructive pulmonary disease (COPD) and adult asthma activity in public HIPE 

reporting hospitals, 2004  (1) 

Principal Diagnosis (2)  

No. of selected comorbidities 

Emergency Inpatient 

Elective Inpatient 

Day Case 

Total(3> 

Hi 
9041 8.8 66.8 901 1485 

391 8.3 62.2 25 41 ~ 

315 n.a. 55.4 9 13 ~ 

9747 8.8 66.2 935 1539 1394 

Secondary Diagnoses (4) 

Emergency Inpatient 11641 9.7 60.3 1159 2023 

Elective Inpatient 3634 7.9 56.7 349 457 

Day Case 4665 n.a. 53.5 415 386 -

Total(3) 19940 9.3 58.1 1923 2866 1541 

Any Diagnosis (5) 

No. of selected comorbidities 

Source: HIPE & NPRS Unit, ESRI (2006) 

H 
Emergency Inpatient 20682 9.3 63.2 2060 3508 2745 

Elective Inpatient 4025 7.9 57.3 374 498 138 

Day Case 4980 n.a. 53.6 424 399 52 

Total(3) 29687 9.1 60.8 2858 4405 2935 

Maternity discharges (as defined by type o f  admission) are excluded as are non-ROI residents and cases aged less than 20 years. 
,2> Cases w i t h  COPD and adult asthma (ICD-9 C M  490, 491.21, 493) recorded as principal diagnosis. 
151 Length o f  stay (LOS) totals exclude day cases. - . . . . 
"Cases w i t h  COPD and adult asthma (ICD-9 C M  490, 491.21, 493) recorded as any o f  the 9 secondary diagnoses and not  as the principal diagnosis. Each case 

single count. . . .  
is Cases w i t h  COPD and adult asthma (ICD-9 C M  490, 491.21, 493) recorded as any o f  the 10 diagnoses. Each case is a single count. 
lslEach comorbidity of diagnostic categories D M  (ICD-9 C M  250), IHD (ICD-9 C M  410-414) or CCF (ICD-9 C M  428.0) is a single count. 

n.a. = 'no t  applicable'. 
- = for  patient confidentiality reasons, a casetype/type of admission breakdown is no t  provided 

© 
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4.6.3 Ischaemic Heart Disease 

In 2004, there were 23,792 admissions (aged 20 years and over) wi th a principal diagnosis of ischaemic heart 

disease, of which 14,093 (59.2%) were emergency admissions, see Table 4.9. 

In addition, the presence o f  co-morbidities was analysed. For those admissions wi th a principal diagnosis of 

ischaemic heart disease, 2956 (12.4%) also had a diagnosis of diabetes, 1192 (5.0%) had a diagnosis of congestive 

cardiac failure, and 864 (3.6%) had a diagnosis of COPD and adult asthma. 

For those admissions wi th any diagnosis of ischaemic heart disease (59,119), 9531 (16%) also had a diagnosis of 

diabetes, 6092 (10%) had a diagnosis o f  congestive cardiac failure, and 4405 (7%) had a diagnosis of COPD and 

adult asthma. 

Table: 4.9: Ischaemic heart disease (IHD) activity in public HIPE reporting hospitals, 2004 

Principal Diagnosis(2) 

(1) 

Type of Admission Total No. 

of discharges : 

Mean LOS Average 

Age 

No. of selected comorbidities 161 

/1 CCF COPD and 

Adult Asthma 
Emergency Inpatient 14093 9.0 67.0 1932 1003 587 
Elective Inpatient 4128 6.7 64.2 569 132 141 
Day Case 5571 n.a. 63.4 455 57 136 
Total(3) 

23792 8.5 65.6 2956 1192 864 

Secondary Diagnoses (4) 

Type of Admission Total No. 

of discharges 

Emergency Inpatient 22867 

Elective Inpatient 6469 

Day Case 5991 

Total(3) 35327 

Mean LOS | Average 

I Age 

No. of selected comorbidities 161 

i 

D M  CCF COPD and 

Adult Asthma 

11.0 

10.2 

n.a. 

10.8 

72.7 

70.3 

69.5 

71.7 

4324 

1170 

1081 

6575 

4149 

473 

278 

4900 

2921 

357 

263 

3541 

Any Diagnosis (5) 

No. of selected comorbidities (6) 

Type of  Admission 

Emergency Inpatient 

Elective Inpatient 

Day Case 

Total <3' 

• 
36960 10.2 70.5 6256 5152 3508 
10597 8.8 67.9 1739 605 498 
11562 n.a. 66.6 1536 335 399 
59119 9.9 69.3 9531 6092 4405 

Source: HIPE & NPRS Unit, ESRI (2006) 

Maternity discharges (as defined by type o f  admission) are excluded as are non-ROI residents and cases aged less than 20  years. 
m Cases w i t h  IHD (ICD-9 C M  410-414) recorded as principal diagnosis. 
131 Length o f  stay (LOS) totals exclude day cases. 

Cases w i t h  IHD (ICD-9 C M  410-414) recorded as any o f  the 9 secondary diagnoses and not  as the  principal diagnosis. Each case is a sinqle count 
151 Cases w i t h  IHD (ICD-9 C M  410-414) recorded as any o f  the 10 diagnoses. Each case is a single count 
1S Each comorbidity o f  diagnostic categories D M  (ICD-9 C M  250), CCF (ICD-9 C M  428.0) or COPD and adult asthma (ICD-9 C M  490,  491 21 493) is a sinale count 
n.a. = not  applicable'. ' y 

© 



The number of selected procedures for admissions wi th a principal diagnosis of ischaemic heart disease is presented 

in Table 4.10. Of the 23,792 admissions, 3970 (16.7%) of them had a percutaneous transluminal coronary 

angioplasty (PTCA), 1504 (6.3%) had a coronary artery bypass graft (CABG) and 6810 (28.6%) had an angiogram. 

Table: 4.10: Number of selected procedures for admissions w i th  a principal diagnosis of ischaemic heart 

disease, 2004(12) 

Emergency Inpatient 2032 ~ 2231 

Elective Inpatient 1330 ~ 1130 

Day Case 608 ~ 3449 

Total 3970 1504 6810 

Source: HIPE & NPRS Unit, ESRI (2006) 

4.6.4 Chronic Heart Failure 

In 2004, there were 4456 admissions (aged 20 years and over) wi th a principal diagnosis of congestive cardiac failure, 

of which 4017 (90.1 %) were emergency admissions, Table 4.11. 

In addition, the presence of co-morbidities was analysed. For those admissions with a principal diagnosis of 

congestive cardiac failure, 849 (19.1 %)  also had a diagnosis of diabetes, 1512 (33.9%) had a diagnosis of ischaemic 

heart disease, and 491 (11.0%) had a diagnosis of COPD and adult asthma. 

For those admissions wi th any diagnosis of congestive cardiac failure (17,605), 3204 (18.2%) also had a diagnosis 

of diabetes, 6092 (34.6%) had a diagnosis of ischaemic heart disease, and 2935 (16.7%) had a diagnosis of COPD 

and adult asthma. 

" 'Materni ty cases, non-ROI residents and cases aged less than 20  are excluded. 
"'Cases w i t h  IHD (ICD-9CM 410-414) recorded as principal diagnosis. 
01 Each PTCA (ICD-9 C M  36.01, 3602, 36.05), CABG (ICD-9 C M  36.1) and Angiogram (ICD-9 C M  88.55-88.57) procedure is a single count. 

- = for patient confidentiality reasons, a casetype/type o f  admission breakdown is not  provided 

0 



Table: 4.11: Congestive cardiac failure activity in public HIPE reporting hospitals, 2004  (1) 

Principal Diagnosis (2) 

Emergency Inpatient 4017 12.6 76.2 782 1404 ~ 

Elective Inpatient 249 13.6 74.7 50 88 

Day Case 190 n.a. 71.5 17 20 ~ 

Total ,3) 
4456 12.7 75.9 849 1512 491 

Secondary Diagnoses (4) 

wmsm 
MM H 

Emergency Inpatient 10597 14.4 77.4 1924 3748 ~ 

Elective Inpatient 1446 13.6 74.5 269 517 ~ 

Day Case 1106 n.a. 73.5 162 315 ~ 

Total(3> 13149 14.3 76.7 2355 4580 2444 

Any Diagnosis (s) 

Emergency Inpatient 14614 13.9 77.0 2706 5152 2745 

Elective Inpatient 1695 13.6 74.6 319 605 138 

Day Case 1296 n.a. 73.2 179 335 52 

Total(3) 17605 13.9 76.5 3204 6092 2935 

Source: HIPE & NPRS Unit, ESRI (2006) 

" 'Materni ty  discharges (as defined by type of admission) are excluded as are non-ROI residents and cases aged less than 20  years. 
"'Cases w i t h  CCF (ICD-9 C M  428.0) recorded as principal diagnosis. 
a Length o f  stay (LOS) totals exclude day cases. 

'"'Cases w i t h  CCF (ICD-9 C M  428.0) recorded as any o f  the 9 secondary diagnoses and not  as the principal diagnosis. Each case is a single count. 
I5' Cases w i th  CCF (ICD-9 C M  428.0) recorded as any o f  the 10 diagnoses. Each case is a single count. 
161 Each comorbidity of diagnostic categories D M  (ICD-9 C M  250), IHD (ICD-9 C M  440-414) or COPD and adult asthma (ICD-9 C M  490,  491.21, 493) is a single count, 
n.a. = 'not  applicable1. 

- = fo r  patient confidentiality reasons, a casetype/type o f  admission breakdown is not provided 
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5. Chronic Disease Management Patient Support 
Programmes 

5.1 Introduction 

Chronic diseases cause the greatest burden of disease for the population in Ireland and the rest of the developed 

world. We now have more chronic disease in our society because these diseases are associated wi th an ageing 

population and western lifestyles. While the incidence of some of these diseases is increasing, others are decreasing 

slowly wi th improved lifestyle. However, the prevalence of all of these diseases in the population is increasing as the 

population ages and people survive, who  would otherwise have died, because of treatment of these chronic 

conditions. Three quarters of people aged over 75 have a chronic disease and forty five per cent of those wi th  

chronic disease suffer from more than one condition. Eighty per cent of General Practitioner consultations relate t o  

chronic disease, and patients wi th chronic disease use over sixty per cent of hospital bed days. Two thirds of patients 

admitted as medical emergencies have exacerbations from chronic disease. People wi th multiple chronic diseases 

are extremely high users of services; five per cent of inpatients wi th  complex chronic disease account for forty per 

cent of inpatient days 22. Evidence from the US shows that the care of people wi th chronic illnesses consumes 

seventy eight per cent of all health care spending 23. 

Chronic diseases are defined as long-term conditions which "can only be cared for and not cured". People living with 

chronic diseases often do so for a significant proportion of their lives. These diseases include diabetes, heart failure, 

chronic obstructive pulmonary disease, dementia, asthma, arthritis and a range of disabling neurological conditions. 

5.2 Rationale 

The population of Ireland is increasing and like other developed societies, it is ageing. In 2001 there were 430,000 

persons aged 65 years and over living in the country, and it is projected that there will be 1,145,000 persons aged 

65 years and over in Ireland by 2036  24. This is almost a tripling of people in this older age group within the next 30 

years. It is estimated that the prevalence of chronic diseases is expected t o  increase in the future. The prevalence of 

diabetes in Ireland in 2000 for adults was 3.2%, increasing t o  4 .3% by 2030  3 Prevalence is shown to  increase wi th 

age, with the older population age groups (45-64 years and 65+ years) experiencing a higher number of cases of 

diabetes. Chronic pulmonary disease is increasing in prevalence in Europe and prevalence increases greatly w i th  

age25. The prevalence of ischaemic heart disease is higher in males than in female and wi th increasing age910. 

Most older people live their lives wi th at least one chronic disease and the efficient and effective care and self-care 

of their diseases will have huge impacts on the demand for health services into the future. If Ireland is t o  cope wi th 

this enormous increase in health service needs, the HSE must adopt a more effective and cost efficient model of care. 

The current model of care was established in the second half of the 20th century, predicated on episodic events and 

heavily reliant on acute inpatient care. People with chronic disease live wi th their disease for a large proportion of 

their lives and enhancing their ability t o  self-care, together w i th  re-orientating the routine care of patients t o  primary 

care, is now needed. The integration of this care between patient self-care, clinical primary care and acute clinical 

secondary care is of the utmost importance, in providing good outcomes for patients. It has been shown that this 
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approach, together with enhancing patient self-care capacity can reduce dramatically the dependence on acute care 

for these patients. 

5.3 Strategic Background t o  Chronic Disease Management 

WHO Europe has asked member states t o  adopt the " European strategy for the prevention and control of 

noncommunicable diseases (NCD)" 26 as a strategic framework for action. WHO urges member states to: 

• develop or strengthen national public health strategies for tackling NCD 

• strengthen health systems t o  improve prevention and control of NCD 

• regard prevention throughout the life-course as an effective investment 

• ensure universal access t o  health promotion, disease prevention and health services 

• set up mechanisms for the implementation and regular monitoring of the public health strategies. 

Quality and Fairness " A Health System For You" identifies the importance of better health for everyone and 

responsive and appropriate health care, as national goals 27. The Primary Care Strategy indicates that service and 

clinical institutions should be developed to  meet population health needs wi th particular emphasis on health 

promotion and chronic disease management 28. It is in the context of these strategies that chronic disease 

management programmes will be developed by HSE. 

In recent years the Department of Health has published "Building Healthier Hearts"29, the national strategy on heart 

disease, currently a policy on Diabetes is being developed and HSE has established an Expert Advisory Group t o  make 

recommendations on improved services for people wi th diabetes. The HSE Corporate Plan and 2006 Service Plan 

indicates that HSE intends t o  develop integrated programmes for people suffering from chronic diseases. HSE is 

developing a model of services for people wi th  chronic disease and over time will implement a number of chronic 

disease management programmes. It is in the context of the above initiatives that a programme of patient support 

for chronic disease management is being progressed. 

5.4 Evolution o f  Chronic Disease Management Programmes 

A 20 year evolution of chronic disease management programmes has been described in the US. First generation 

programmes began in the 1980s as being primarily single disease programmes often provided through hospital or 

general practice outreach services, on a face-to-face basis. While individually effective, this type of programme does 

not produce a population health improvement. A second generation programme is described as a programme wi th 

wider applicability, usually nurse delivered. These programmes often focussed on the most complex patients and 

provided face-to-face nurse support. They were common in the early 1990s in the US and again while effective for 

individual patients, did not produce a population health improvement on a wide scale basis. These are the type of 

programmes which seem to  be piloted in the UK currently. While chronic disease management programmes are well 
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established in the US, most European countries are still in the phase of early adoption. Many European initiatives 

focusing on care for people wi th long term conditions have disease management characteristics, however few 

actually embrace the full concept, through encouraging whole system working, and the co-ordination and 

orchestration of care. What is most often lacking is effective self-management support for patients, including 

consistent patient follow-up enabled by IT solutions for both care teams and patients t o  manage the condition 

effectively. 

Third generation programmes are currently in operation by most providers in the US, these programmes are large 

scale often dealing with tens of thousands of patients in a cost effective manner. They are generic programmes 

which include all the major chronic diseases. They tend t o  focus on all three levels of patient and are characterised 

by using very cost effective systems of nurse interaction, primarily by telephone. This efficient working method 

produces the same clinical results as face-to-face contact, but allows the nurse t o  support vastly more patients. These 

systems are underpinned by highly developed decision support IT systems which prompt the nurse in real time evidence 

based interventions while she is talking t o  the patient. A full patient record is thus kept by the nurse electronically. In 

addition, these programmes are supported by sophisticated recruitment assessments and training systems for the nurses. 

Commonly, health insurers in the US subcontract this chronic disease management programme to  specialist providers 

who can provide this cost effective service. These third generation programmes are considered t o  be " highly scalable", 

this means that they can be rapidly rolled out to  large numbers of the population in a cost effective manner. The 

minimum number of patients in a cost effective implementation is at least 20,000. 

5.5 Benefits o f  Chronic Disease Management 

Chronic disease management is defined as " a system of co-ordinated health care interventions and communications 

for populations wi th conditions in which patients health care costs are significant"30. The focus of these disease 

management programmes is on preventing acute episodes from occurring, as acute episodes are the result of clinical 

deterioration and the main cost drivers within the health care setting. Evidence shows that systematic, structured 

care reduces morbidity and mortality in cohorts within these programmes. 

Formal generic chronic disease management programmes have been operational in the US for more than a decade 

and are now spreading to  health systems in Western Europe in various adapted forms. These programmes have been 

subject t o  evaluations and they have all shown positive improvements in service utilisation indicators, cost reduction 

indicators and improvement in quality of care indicators 31'3233. Many studies have documented these health 

improvements, utilisation and cost reductions e.g. 23% fewer admissions for all patients wi th chronic disease and 

30% fewer admissions of patients wi th diabetes, together wi th 18% and 23% respectively fewer emergency room 

visits in the Blue Cross/Blue Shield of Minnesota Study 34. There was a 50% reduction in bed day use and a 35% 

reduction in urgent care visits found by the Veterans Administration 32. The various studies also show improvements 

in quality of care indicators for specific diseases 35-36' increased medication compliance 37' and improved quality of life 

indicators 3S. 
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6. Survey of Current Programmes of 
Care for Chronic Diseases 

A survey was conducted in July 2006 in order t o  compile an inventory of models and programmes of care for chronic 

illnesses within the acute hospitals and primary community and continuing care sectors nationally. 

The Steering Committee wrote t o  all Network Managers, Local Health Office Managers and Hospital Consultants in 

the relevant disciplines, at the beginning of June 2006. The letter explained that a national chronic disease 

management programme for the HSE was being developed and requested details of current models or programmes 

of care for chronic diseases. 

The chronic diseases on which the survey focused on were: 

• Diabetes Mellitus Type I and II 

• Chronic Cardiac Diseases including Heart Failure and Coronary Heart Disease 

• Chronic Pulmonary Diseases 

The purpose of this inventory was t o  provide a baseline t o  inform the development of a new national programme. 

Innovative programmes that had hospital, community and primary care interfaces were of particular interest. 

6.1 Results o f  Survey 

There were 153 submissions detailing chronic disease programmes, which were divided fairly evenly between 

cardiac, respiratory and diabetes. The survey responses detailed a wide variety of programmes throughout the 

country and identified leaders in the respective fields. The Steering Committee greatly appreciated the contributions 

of frontline workers in taking the time t o  respond t o  the survey. It was evident that there is a great deal of 

commitment t o  clinical care and dedication t o  innovation and improvement of services. 

Examples of the types of programmes in existence are provided in the following sections, under the four disease 

headings. Programmes mentioned here are those which involve elements of hospital, and primary or community 

care, or links between these sectors. Also highlighted are examples of existing programmes which incorporate 

elements of the first, second or third generation chronic disease management programmes (see Chapter 5). 

A more detailed summary of programmes provided, by HSE area, is contained in the appendix. The appendix tables 

do not rank the quality or content of the services provided but highlight the geographical location and basic content 

of the various programmes. 
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6.1.1 Cardiology Programmes 

Coronary Heart Disease Programmes 

There were a number of coronary heart disease focused programmes which had hospital and community interfaces e.g.: 

• Cardiac rehabilitation programmes - These were varied, many wi th links t o  primary care or community, some 

in rural areas utilising public gyms t o  improve geographical access 

• Rapid access GP referrals t o  A&E chest pain assessment units 

• Heartwatch programme operating in multiple primary care locations, some wi th links t o  cardiac rehabilitation 

programmes 

The first phase of the secondary prevention programme in general practice (Heartwatch) began in 2000, which 

involved patients wi th diagnosed coronary heart disease. Local services developments in Health Promotion, dietetics, 

smoking cessation and nursing have been put in place t o  support the projects. 

Many coronary heart disease programmes displayed elements of second or third generation models in terms of 

lifestyle and behaviour modifications support e.g.: 

• Cardiac rehabilitation programmes providing lifestyle and behaviour modification support e.g. smoking 

cessation services 

• Lifestyle heart health check 

• 'Croi' cardiac club - promotes self help and support 

Heart Failure Programmes 

Many heart failure programmes included links with GPs, Public Health nurses and community e.g.: 

• Heart failure clinics, some hospital based, some more integrated including liaison with community 

practitioners 

• Shared care wi th GPs and structured follow up services. 

• Evaluation of BNP testing for diagnosis in primary care setting 

• Direct access echocardiography 

• Community smoking cessation services 

Use of telephone follow-up post discharge and telephonic support was often a feature of heart failure services. 

6.1.2 Diabetes Programmes 

The following are examples of diabetes programmes which included hospital, primary care, or community links. 

Health Promotion, behaviour modification and self-management support was a feature of many programmes. 

• Shared care programmes and integrated services 

• Structured care for diabetes in primary care 

• Patient education programmes e.g. DAFNE and DESMOND 

• 'X-pert' self-management support 

• Diabetes day centres which offer treatment and a range of services varying from area t o  area e.g. dietetic 

services, podiatry, education 

• Community dietetics clinics 

• Primary care based podiatry shared care 



A National Chronic Disease Management Patient Support Programme for HSE 
L f •- rfKihnii.Miinaclil na VimlUM' Miiinu-

Health Service I AeCllliU' 

• Community clinical nurse specialists in diabetes 

• Retinopathy screening programmes 

• Specific programmes for teenage transition, adolescents, pre-pregnancy age groups 

• Primary care based diabetes interest group involving GPs and practice nurses 

• DIAMOND computer system for exchange of information between primary and secondary care 

6.1.3 Respiratory Programmes 

Among the submissions detailing respiratory programmes there were many examples of pulmonary rehabilitation 

programmes often wi th hospital and community aspects. A number of the submissions involved outreach community 

services or 'hospital at home' care facilitating early discharge of COPD patients. The following are some other 

examples of programmes focused on chronic pulmonary diseases. 

• Supported home respiratory care (oxygen, non-invasive ventilation, nebuliser, iv therapy) 

• Integrated care pathway for COPD 

• Nurse delivered COPD education in hospital 

• Adult Cystic Fibrosis integrated service (hospital-home visits) 

• Smoking cessation services 

• Rapid access spirometry for primary care 

• COPD support group 

• Self-management programme and telephone support 

• Long-term oxygen assessment clinic 

6.2 Recurring Themes 

Throughout all the submissions received there was clear evidence of commitment t o  innovation and improving 

patient care. 

The models that were submitted were mostly disease specific and more likely t o  be hospital driven, although there 

are also some good examples of community driven and health promotion programmes. 

Elements of chronic disease management programmes exist but tend not t o  have a population based approach, usually 

being based and developed around an existing hospital service. As a result, these programmes were single disease or 

speciality focused, not taking a generic chronic disease management approach. Many programmes contained elements 

of early (first or second) generation chronic disease management programmes, i.e. with elements such as education, 

intervention for adherence to  medications, promotion of behaviour change and self management skills. Some 

programmes were also operating with elements of third generation telephonic models, by providing telephone support 

or follow-up to  patients, or telephone liaison with primary care staff, within more varied programmes. 

Although the standard of many of the programmes was impressive, a key feature of the results of the survey was 

the variability and therefore lack of equity in provision across areas and the country as a whole. 

Given the findings of the survey, the addition of a generic chronic disease management programme t o  existing 

services would compliment existing care by providing a continuing structured support system, appropriate t o  the 

severity of disease, available on an ongoing basis, particularly between acute episodes or exacerbations, reducing the 

frequency of acute episodes and provided on a whole population level. 

Such a programme would be complementary to  the existing spectrum of clinical care and health promotion services and 

would not replace them. 
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7. Stakeholders Consultation 

7.1 The Consultation Process 

Key frontline health service staff, clinicians and managers, engaged in chronic disease management were consulted. 

This was t o  assist the Steering Committee and Project Team to  elicit information from stakeholders on their views of 

a patient support chronic disease management programme. 

The Steering Committee sought t o  consult as widely as possible wi th clinicians and managers engaged in chronic 

disease management. The following were invited t o  contribute: 

• Chief Executive Officers and Hospital Managers 

• Clinical Nurse Specialists Respiratory, Cardiology and Diabetes 

• Consultant Cardiologists 

• Consultant Endocrinologists 

• Consultant Respiratory Physicians 

• Irish College of General Practitioners 

• Directors of Nursing 

• Local Health Managers 

• Network Managers 

• Practice Nurses 

• Public Health Nurses 

• Researchers 

• Health Promotion 

• Specialists in Public Health Medicine 

• Project Co-ordinator 

• Project Manager 

• Strategic Nursing - An  Bord Altranais Nursing and National Council for Nursing and Midwifery 

The processes used were a stakeholder information and consultative workshop and feasibility testing interviews. 

7.2 Stakeholder Information and Consultation Conference 

A stakeholder information and consultation conference was held on the 26th and 27th of September 2006. The 

first day was a three hour session for Senior Managers, Consultants and GPs and was attended by 80 delegates. On 

the second day 200 delegates attended for a full day session. This session was attended by a wider audience of 

frontline health service staff, such as Hospital Managers, Directors of Nursing, Consultants, GPs, Clinical Nurse 

Specialists and Practice Nurses. 
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There were presentations on the evidence of international best practice, an outline of current service provision and 

the overall project plan. A workshop, facilitated by trained facilitators, was held and participants were asked t w o  

key questions: 

1. What do you feel the benefits of a patient support chronic disease management programme would be for level 

3, 2, and 1 patients? 

2. What do you feel the barriers t o  implementation of such a programme might be? 

7.2.1 Results 

1. The main benefits as perceived by the  stakeholders were: 

• a more person centred and 'holistic' approach 

• improved equity of access relating t o  both geographical location and time of availability 

• patient empowerment and self-management approach 

• reduced use of other services, particularly inpatient and emergency services 

• potential t o  prevent progress f rom level 1 t o  level 3 and reduction of complications of chronic diseases 

• evidence based practice 

• standardised approach 

• promotion of better communication and integration of services. 

• role of health promotion - may be similar t o  format of Irish health education programmes such as "Being 

Well" or "Go for life". 

2. The main barriers as perceived by stakeholders were: 

• a lack of basic services, e.g. ophthalmology assessment for people wi th diabetes, social support, community 

nursing - leading t o  potential lack of fol low through of problems identified 

• uncertainty about funding, including fears that existing services would suffer 

• difficulty of achieving 'buy in' f rom stakeholders 

• lack of IT infrastructure 

• lack of data and patient registers 

• anxiety about acceptability - making the cultural shift from a predominantly face to  face service 

• anxiety about the difficulties of integrating services 

• staffing issues including training and the existing shortages of nurses. 

Perceived barriers were often 'concerns' or questions, rather than actual barriers, e.g. 'who will refer patients t o  the 

system?' or 'who will own  the data?' Some issues listed as barriers were more accurately improvements perceived 

as needed in the current system e.g. 'more robust health promotion provision, which would not in itself be a barrier 

t o  the service being developed and might even be a resultant benefit. 

Some recurrent themes appear as both benefits and barriers, e.g. while one mentions the fact that there is no 

existing patient database as a barrier, another mentions it as a benefit, the fact that the proposed sen/ice could lead 

t o  development of such a database. Another barrier mentioned was the lack of an available source of information 

on local services. However, if this was provided by a chronic disease management programme, it would be perceived 

as a significant benefit of the proposed service. 
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7.3 Feasibility Testing 

Healthways International were commissioned t o  carry out detailed stakeholder feasibility testing. The purpose was: 

• t o  describe fully the existing healthcare delivery services, systems, processes and resources, wi th reference t o  

future integration of a chronic disease management programme, 

• t o  test out the viability of a third generation chronic care model wi th people on the ground, 

• t o  test the availability of the minimum data required t o  operate the programme. 

The exercise was done in two  parts: interviewing clinicians regarding service issues and interviewing health 

information users concerning data availability. 

7.3.1 Service Issues 

Senior Healthways International personnel and project team members interviewed a wide variety of stakeholders 

individually and assessed integration issues. They met wi th the following disciplines: 

• Hospital Consultants, i.e. Respiratory Physician, Consultant Cardiologist, Consultant Endocrinologist 

• Director of Nursing 

• President of An Bord Altranais 

• Clinical Nurse Specialists (Diabetes, Cardiac and Respiratory) 

• General Practitioners 

• Local Health Office Manager 

• Hospital Network Manager 

• Public Health Nurse 

• Practice Nurse 

• Heartwatch Co-ordinator 

• Head of Professional Development National Council Nursing and Midwifery 

This was a cross directorate approach where personnel from the acute and non acute sector were interviewed. An  

urban and rural approach was taken, given the different challenges that implementation of such a model might pose 

in different areas. There were four key categories of interviewee: 

• Acute Delivery Service 

• Non Acute Delivery Service 

• Strategic Senior Management 

• Operational Leaders 

G 
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The benefits of the programme were  seen as the  following: 

• Population approach 

• A population approach and inclusion of all patients in the programme 

• Proactive instead of reactive 

• Scalable t o  the whole population due t o  the telephonic nature of the model, enabling larger numbers of 

patients t o  be included 

• Systematic in approach as the programme may be stratified in intensity t o  suit the needs of the patient in 

relation to  their disease complexity 

• Enhanced service 

• Improve risk factor management and compliance as an ongoing dedicated resource was available 

• Patients would be afforded more contact for a longer time period 

• More empowered patients who  would be better prepared for GP/Consultant visits and better follow up wi th 

fewer "Do Not Attends" 

• Existing services would have a place t o  pass on care between acute episodes and outpatient contacts 

• Integration 

• The programme would lead t o  the joining up of existing services, shared protocol development would be 

inevitable and enhanced information f low and communication would be necessary 

The concerns regarding the implementation of  the model were detailed as follows: 

• Lack o f  IT infrastructure 

• Data concerns regarding the identification of patients and the consent process were highlighted 

• Concerns were raised that some regional and service areas are lacking basic computer and internet services 

• Professional fears - questions arose around 

• Changing roles 

• Financial incentives 

• An already burdened system of care 

• Existing gaps in current care 

a Service co-ordination 

• Alignment with the Irish professional nursing model 

n Delays in negotiation of the GP contract 

• Communication 

• Concerns raised regarding how communication between the service would occur 

7.3.2 Data Availability 

A Senior Information Specialist from Healthways International, accompanied by members of the Project Team carried 

out in depth interviews wi th key informants w h o  work wi th health information in a wide variety of Irish health service 

settings. The following were interviewed: 

• Director of Information Systems 

• HIPE Coordinator 



• Hospital System Analysts 

• GP Messaging System Analyst 

• Health Informatics Specialists 

• General Practitioners 

• Chief Officer HSE National Shared Services Primary Care Reimbursement Service 

• Medical Director Cervical Screening Programme 

• Public Health Specialists 

• Medical Director and Data Manager - Heartwatch 

The objective of the exercise was t o  determine the availability of information t o  identify the population of patients 

wi th  chronic diseases. The repositories of such information were t o  be identified and mapped and this information 

was t o  be reviewed against the minimum data set required t o  populate the chronic disease management database. 

In addition the information required for periodic updates of this database was t o  be identified. 

The exercise identified the primary data sources as follows: 

• Hospital In Patient Enquiry (HIPE) 

• Patient Administration Systems (PAS) 

• GMS and DPS Drug Payment Schemes 

• Regional Community Indices (Community Care Index) 

Secondary systems which could possibly provide a richer data source were identified as: 

• Heartwatch 

• Long term illness scheme 

• Clinical management systems, e.g. TOMCAT, diabetes shared care, or DIAMOND 

• Lab link systems 

• A&E systems 

The findings concluded that the minimum data set required could be extracted from the existing primary sources. 

Richer data could be found in secondary regional sources but is not essential t o  the system. 

Practitioners and legal advice indicated that the use of HIPE and drug database information for the provision of an 

enhanced clinical service could legitimately be considered a primary use of this information, and hence acceptable 

under the Data Protection Act. However, it was considered prudent t o  confirm this issue wi th  the Data Protection 

Commissioner. 

7.4 Conclusion 

In summary, the Steering Committee considered that while there were some challenges t o  be considered, they were 

all very manageable with good implementation and execution. Available data sources will be adequate t o  provide 

the minimum dataset required for the proposed model. There were no "showstoppers" noted and all interviewees 

felt positively about the programme and wanted t o  be involved. 
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8. Site Visits 

The Steering Committee identified a number of sites in the UK and US where chronic disease management 

programmes are in operation. 

In the UK there are a number of different approaches t o  the generic management of chronic disease, each of which 

have been developed in the US and are being piloted in a number of Primary Care Trusts (PCTs) in the UK. It should 

be noted that the various PCTs have locally adapted the US programmes. As part of this project three PCTs that are 

each involved in implementing one of these approaches were visited. In addition, a site in the US was visited. 

The following is a summary of the main features of these programmes. 

8.1 Luton PCT 

• An  Evercare based programme which was initiated in 2003 as an 18 month pilot 

• The main caregiver is an Advanced Primary Practitioner (i.e. Community Matron) w h o  cares for Level 3 patients 

only. Contact is mainly face t o  face in the home, wi th some telephonic contact 

• An independent evaluation of all ten Evercare pilot sites in the UK was published in January 2005; a key 

finding was a 50% reduction in emergency hospital admissions in the US versus a 1% reduction in the UK 

pilot sites 31 

8.2 Birmingham PCT 

• Based on the Kaiser Permanente principles, but has been implemented by Pfizer Healthcare Solutions 

• Level 3 patients are seen by Community Matrons and level 2 patients are managed by telephone 

• A call centre which caters for level 2 patients only was visited, which at the time of the site visit was only up 

and running 10 weeks 

• There has been no formal evaluation t o  date, however the PCT management impression is that the 

Community Matron method is not cost effective 

8.3 Northampton PCT 

• Incorporates elements from both Kaiser and Evercare systems 

• Four Community Matrons support level 3 patients only 

• Also developing integrated case facilities and realignment of services 

• Process evaluations have been carried out t o  date 

• Self-care programmes developed 

8.4 Baltimore - USA 

• In the US two  site visits were arranged at Healthways call centres in Columbia Maryland, which cover the 

Medicare population of Maryland and Georgia, and also a commercially insured population 

• Healthways have 20 years operating experience in chronic disease management 

• Healthways use a generic chronic disease approach, which is the most common model in the US and caters 

for 2.5 million patients 

• Level 2 and 3 patients are supported by telephonic nurses. Level 1 patients are provided wi th self-
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management educational support and guidance, as are level 2 and 3 patients. Hence, there is greater 

population health impact wi th this approach 

• Independent evaluations have been carried out 

• Key findings include 18% fewer visits t o  A&E departments and 23% fewer hospital admissions 34 

8.5 Summary o f  Site Visits 

The principles put forward by each of these programmes were similar and aimed t o  provide patient support in a 

holistic and integrated manner. The pilot programmes in the UK were based on the principles and programmes of 

the Evercare and Kaiser Permanente Corporations, however individual PCTs had adapted these programmes 

considerably for local use. These adaptations have included the direct employment of Community Matrons, w h o  see 

patients face t o  face rather than using telephonic methods. This has radically reduced the number of patients an 

individual nurse can support and reduced the frequency of interaction. In addition some programmes only cater for 

level 3 patients and not the whole patient population. 

The Steering Committee considered that the pilots currently operational in the UK have not yet been able to  

demonstrate effective reduction in health care utilisation or improvement in clinical indicators. In contrast the sites 

visited in the US demonstrated efficient operations covering large numbers o f  patients, both on behalf of the US 

government and health insurers. The efficiencies of scale, use of cost effective technology evidence based systems 

and specialised training programmes, highlighted the advantages of using a specialist provider for this service 
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9. Model of Chronic Disease Management 
Patient Support Programme 

Chronic disease management patient support programmes are taken t o  mean nurse delivered programmes which 

support patient self-care, these programmes are built around the patient, tailored t o  his particular level of complexity 

and risk. These programmes work by providing a tailored support service to  the patients needs. 

The King's Fund have carried out a critical analysis of managed care in relation to  chronic disease in 2004, to  inform 

policy in the UK. They recommended that the NHS develop a generic model of chronic disease management, this 

should include risk stratification, case management for complex patients and care management patient support 

programmes for less complex patients 39. 

9.1 Population Approach 

In order to achieve a population health improvement it is necessary to  proactively include all the patients with the 

targeted chronic diseases in the programme. However, the programme should be stratified in intensity to  suit the 

needs of the patient in relation to  their disease complexity. 

Patients living with chronic disease experience their illness at various levels of severity. Their illness can vary in severity 

over time with improvements and deterioration in control, and can vary in complexity considerably between patients. 

In practice it is possible to use predictive modelling on quite modest amounts of health data to  segment the 

population of patients with various chronic diseases into three levels. 

The population of patients diagnosed with chronic disease can be divided into three main levels of complexity (Figure 9.1). 

Figure 9.1: Population Health Triangle 
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Undiagnosed Disease 
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The first level comprises of approximately 80% of patients, they may have a single chronic disease which is well 

controlled usually by the patient themselves wi th primary care support. 

The second level of patients comprises those wi th more complex illnesses. These patients are not at high risk of 

hospitalisation if their illness is managed well by themselves and their clinical carers. These patients are usually 

managed clinically by primary care and shared care programmes. This comprises 15% of the patient population. 

The third level comprises of 5 %  of the patient population and includes patients wi th complex chronic conditions, 

often wi th  many co-morbidities and complications, these patients need specialist services and are at the highest risk 

o f  hospitalisation. They need intensive management, they are frequent users of acute services if not managed on 

an on-going basis. 

It is important t o  appreciate that these three levels are not distinct cohorts of patients, people in each level can 

improve or disimprove and move between the levels. An  improvement in health at a population basis can only be 

achieved if all three levels are included in a service programme. 

9.2 Patient Centred Service 

An essential principle of the services for people wi th chronic disease is t o  be patient centric, i.e. that the service 

should fulfil all the needs of the patient. Services which only deal specifically w i th  one chronic disease or only the 

clinical manifestations of the diseases are not effective in improving the patients health, and hence reducing their 

dependence on acute care. The programme should be generic as many patients suffer from more than one chronic 

disease, and the risk factors overlap. Successful programmes provide support t o  the patient for all their medical and 

social needs, irrespective of the specific aetiology. 

The patient is the main manager of their own chronic disease and it is primarily their success in controlling the disease 

by lifestyle and/or medication which determines the severity of their disease experience. Chronic disease 

management patient support programmes aim t o  strengthen and support the patient's own capacity for self-care. 

9.3 Programme Structure 

The chronic disease management patient support programme is an individually tailored programme of patient 

support which is complimentary t o  the spectrum of services of clinical care which the patient is receiving. The 

modern version of these programmes cater for multiple chronic diseases, as many patients have several chronic 

diseases and the diseases share risk factors. The cost efficient way of providing these programmes is now through 

a specific telephonic nurse support service. The level of intervention is related t o  the patient's level of disease severity 

at the time. This method allows the programme t o  be scalable at a population level. The programmes use evidence 

based behaviour modification techniques and educative techniques t o  improve patient motivation, risk factor 

reduction and medication compliance. 

It is important t o  note that these programmes are complimentary to  proper medical and clinical care for chronic 

diseases. For example, it would normally be the case that a diabetic patient would attend his Primary Care 

Practitioner on a scheduled basis a number of times per year, wi th occasional specialist out patient visits. This clinical 

care, provided by doctors and their specialist or practice nurses, will always remain just an occasional event in a 

patient's life. In order t o  achieve significant behaviour change and maintain this change, it has been found necessary 

t o  provide a far more frequent support service. This type of patient support service is essentially different to  that 

provided by doctors and is instead a patient support and coaching service provided by health professionals 

specifically trained in behaviour modification. 



Model of Care 
Level 3: Telephonic High Risk Care Management 
• Provides intensive one-to-one nurse/patient care management for the highest 

risk, most complex of the population. 
• Level 3 Care Managers are highly trained and well-informed of community 

resource. 
• As risk for hospitalisation is reduced, patients are transferred to Level 2. 

Level 2: Telephonic Disease Management 
• Provides long-term care management for all diseases and co-morbidities. 
• Program delivered using a team intervention model with nurse care managers 

with optional remote patient monitoring 
• Intervention for adherence to standard of care, medications, promotion of 

behaviour change, lifestyle modification and self-management skills 

Level 1: Supported Self-care 
• Physician-directed care plan integration with programme 
• Regular GP visits with informed patients 
• Educational support and skills training 
• Supported by in-bound nurse line and acuity assessment tools 
• On-going personalised and relevant postal material 

Level 1 patients are usually healthy working people often with one chronic disease, they need material tailored t o  their 

specific disease and interests, rather than general health promotion material. This education includes self-care, targeted 

health promotion and recognition of symptoms of deterioration. Sindall40, reviewing the role of Health Promotion in 

relation to a disease control agenda, makes a strong case for health promotion principles such as equity, empowerment 

and community development being embedded in how chronic disease strategies are conceieved and implemented. Level 

2 patients require regular support, targeted at their particular problems, this is usually provided through a nurse telephone 

service. A team of nurses work with a geographically based group of patients, these nurses contact the patients on a 

regular basis and are well informed about local services and link with GP practices if necessary. Level 3 patients have an 

individual highly skilled nurse who deals with them on an on-going and regular basis. This nurse supports the patient in 

their efforts to  change their lifestyle and in their compliance with health care and medical advice. Regular assessment helps 

detect early deterioration, should this occur the nurse encourages the patient to attend their clinician. 

These three levels are not distinct cohorts of patients, people in each level can improve or disimprove and move between 

the levels. The main absolute improvement in health at a population basis is only achieved if all three levels are included 

in the programme, and not just provide a programme for the level 3 severely compromised patient. The greatest outcome 

is achieved by preventing level 1 and 2 patients progressing to  level 3. 

9.4 Quality and Cost Effective Methods 

In order to  achieve an improvement in population health, the programmes must reach large numbers of people with these 

common diseases. These programmes must be scalable to the whole population of diagnosed patients and be capable of 

being rolled out in a timely manner. Improvements in technology has facilitated this and the third generation programmes 

operational in the US use a variety of sophisticated technology. The programmes are primarily delivered telephonically by 

nurses from a designated call centre. Research has shown that this method is as good or better than face to face 

intervention. It allows the nurse to  support far more patients and allows a more intensive and frequent level of support 

to  be provided. Sophisticated recruitment and specific behaviour modification training programmes have been developed 

for staff. The team of nurses use a shared electronic patient record, this allows all members of the team to be up to date 

with patient progress. In addition, the nurse is provided with evidence based decision support for health promotion or 

clinical advice, through the IT system. 

Cost effective mass communication technology, via the internet, has enabled these programmes to specifically tailor their 

health promotion material to  patient's stage of change. Considerable investment has taken place in the translation of 

evidence based clinical content into patient friendly self-help tools. These programmes have on-going quality assurance 

checks and staff feed back of their patient outcome indicators on a daily basis. The outcomes fed back to  the nursing 

team are those related to the programme objective, i.e. their patient's improved clinical indicators and reduced utilisation 

rates, as opposed to process measures. These rigorous quality assurance metrics constitute the performance indicators of 

staff and the provider companies. 
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10. Conclusions 

The Steering Committee concluded that an effective and comprehensive programme of patient support is required 

by patients wi th chronic disease in Ireland. Research shows that successful programmes take a generic approach, 

include the whole population and are based on graded levels of intervention. These programmes should be patient 

centred and provide services in a cost effective way. It is the use of modern technological solutions, for example, 

telephonic outreach, supported by integrated information technology solutions and evidence based decision support 

systems, that provide programmes which are scalable t o  large populations at an affordable level. Research and the 

evidence of such third generation programmes' evolution and survival in a competitive healthcare environment, 

demonstrate that they are efficient and effective methods for improving patient outcomes and reducing health 

service acute utilisation and hence costs. 

The Steering Committee is satisfied from the results of stakeholder consultation and feasibility testing that such a 

programme is a practical and acceptable proposal in the Irish healthcare setting. 

The Steering Committee considered that the pilot programmes visited in the UK did not demonstrate all the features 

of third generation programmes, which research has shown to be effective. Some of the local adaptations made t o  

US programmes may have reduced their cost effectiveness. 

The site visit t o  the US centres demonstrated convincingly that such third generation programmes can reach large 

numbers of patients in a cost effective manner. One of these centres provided a US government funded programme 

for Medicare patients over the age of 65. This is part of a new development by Medicare which seeks t o  provide 

the benefits of chronic disease management patient support programmes t o  the publicly funded sector of the 

population, which has previously only been available t o  the private sector. 

The US site visits demonstrated the professional supportive relationship which can be developed between a nurse and 

patient using telephonic methods. This was enhanced by the shared electronic patient record, evidence based decision 

support and quality assurance programmes. Effective training programmes and efficient operations were evident. 

The Steering Committee considered that such a third generation programme should be piloted in the Irish health 

services, in both the rural and urban settings, as the problems experienced in each setting differ. This service should 

be contracted from a specialist chronic disease management provider and overseen by HSE. The objective of this 

pilot and its evaluation would be t o  serve as a demonstration of feasibility in the Irish setting and allow for 

integration with the clinical spectrum of service t o  be addressed. 

The Committee is therefore recommending that a pilot in both an urban and rural setting take place comprising at 

least 20,000 patients in total, t o  allow for cost efficient operations and adequate evaluation. This pilot programme 

should run for up t o  3 years, t o  allow for the demonstration of effectiveness. Interim evaluation prior t o  this may 

adequately demonstrate effectiveness, in which case the Committee would recommend national rollout in advance 

of the 3 year time schedule. 

A robust evaluation of the pilot programme should be designed wi th  independent expert assistance. It is important 

to  evaluate any such programmes based on the principle of "intention t o  treat" and appropriate comparators must 

be used. The evaluation should document the outcomes of the programme, these outcomes should include 

appropriate clinical outcomes, patient satisfaction and health service utilisation rates. 
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11 .Recommendations t o  HSE for a Patient Support 
Chronic Disease Management Programme 

• The Steering Committee recommends that the HSE funds and implement a pilot programme of patient support 

chronic disease management in t w o  locations in 2007. 

• The programme should be an evidence based generic programme delivered telephonically by health professionals 

specifically trained in health behaviour modification. 

• The programme should be proactive and population based using targeted levels of intervention intensity 

according t o  patient need. 

The programme should be accessible by the whole population. 

The programme should be patient centred addressing holistically the needs of patients. 

The programme should access state of the art technology, training and service provision by tendering from an 

expert organisation. 

The programme should use proven cost effective methods and be capable of being scaled t o  the national 

population. 

The programme should compliment the clinical spectrum of services and chronic disease management framework 

being developed by HSE. 

The programme should support integrated patient care and cross directorate team working. 

The programme should communicate and work effectively wi th General Practitioners, Primary Care Teams and 

Hospital Specialist Teams. 

The governance of the programme will be carried out by a cross directorate Steering Committee. Appropriate 

sub-committees and clinical advisory committees will be established. 

A HSE Project Team will be appointed t o  work wi th the successful service provider t o  ensure that the programme 

aims are delivered. 

The pilot implementation should comprise 20,000 patients and be delivered in t w o  locations - an urban and a 

rural setting. 

The pilot programme should include patients diagnosed wi th any of the following conditions: Diabetes Type I and 

II, Heart Failure, Coronary Heart Disease and COPD. 

® 



• The HSE should commission external assistance in the design and the evaluation of the pilot programme. 

• The Project Team will work wi th  local HSE staff t o  facilitate the return of relevant performance indicator data t o  

the programme. 

• The pilot programme should be evaluated after a maximum of 3years using the following patient outcome and 

performance indicators: 

• Appropriate patient clinical outcomes for each disease 

• Patient satisfaction 

• Hospital admission rates 

• Hospital length of stay 

• A&E attendances 

• Process indicators of integration 

• Interim evaluation will occur throughout the programme, the pilot programme cohort can be extended on a 

rolling basis prior t o  the 3 year period if found t o  be effective. The programme should be extended nationally if 

found t o  be successful. 

Timeframes 

• The HSE should appoint a cross directorate implementation Steering Committee and Project Team by December 

31st 2006. 

• The Steering Committee will oversee the project. The Project Team will develop detailed pilot implementation 

and evaluation plans. 

• Tendering should begin by February 2007. 

• Detailed pilot and evaluation planning wi th  external academic assistance, February t o  May 2007. 

• Selection of service providers should be complete by June 2007. 

• Patient enrolment, staff recruitment and training by service provider, June t o  September 2007. 

• The pilot programme should go live by October 2007. 

• Six monthly reviews and re-assessment of pilot extension. 

• Completion of pilot project by June 2010. 

• Extension nationally if successful. 
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Appendix 1: Survey of  Current Programmes of  Care 

Summary of Pulmonary Programmes 
Summary of Programme including key elements - NB Summary 
version only - not all details of programmes are included 

County/Hospital/ 
catchment area 

Location: 
Primary/Hospital/ 
Community 

HSE South 
Planned Project: Respiratory outreach programme - using a 
multidisciplinary team and 'hospital at home' model t o  support 
early discharge and follow up in community 

Carlow/Kilkenny Hospital and 
community 

Pulmonary rehabilitation programme: for patients wi th chronic 
lung disease. 

Mercy University 
Hospital Cork 

Hospital 

Industry funded staff nurse working as education facilitator 
for. patients w i th  COPD 

Cork University Hospital Hospital 

Cystic Fibrosis Clinical Nurse Specialist Tralee General Hospital Hospital 

Pulmonary Rehabilitation programme for COPD Cork University Hospital Hospital 

Development of  an  ICP for  COPD admissions. Piloted 2005 -
Launching a t  present 

Wexford General Hospital Hospital 

Pulmonary rehabilitation: outpatient programme - referrals 
from GP and hospitals, designed for COPD patients: Respiratory 
nurse specialist service - support and education as in patients and 
outpatients t o  patients and family w i th  COPD 

South Tipperary General 
Hospital, Clonmel 

Hospital and 
community 

Pulmonary Rehabilitation Programme: COPD, Asthma, St Patrick's Hospital, Cashel, 
Co. Tipperarv 

Hospital 

HSE West 

Respiratory nurse specialist 
Letterkenny General 
Hospital 

Hospital 

Cystic Fibrosis: Nurse led CF drop in service for  children; 
Home visits; daily CNS cystic fibrosis education and support 
service t o  newly diagnosed/ acutely ill patients 

Mid Western Regional 
Hospital Limerick 

Hospital and 
community 

Pulmonary Rehabilitation: aimed at patients w i th  advanced 
lung disease (mainly COPD) improving QOL and reducing 
admission rates 

Letterkenny General 
Hospital 

Hospital 

Domiciliary non-invasive ventilation service 
Letterkenny General 
Hospital 

Community 

Respiratory nurse specialist: Inhaler techniques, medication, 
smoking cessation officer. COPD multi-disciplinary team -
aim of developing integrated care pathway for patients wi th 
COPD 

Mid-western Regional 
Hospital, Ennis, Co. Clare 

Hospital 

Planned Chronic lung disease service: involving early and 
urgent OPD review, home visits and assessments; community links 

University College Hospital, 
Galway 

Hospital and 
community 

Development of integrated care pathway for  COPD clients 
involving lifestyle interventions including smoking cessation 

Mid-Western Regional 
hospital, Ennis, Co. Clare 

Hospital 



HSE Dublin and Mid Leinster Reaion 
Pulmonary Rehabilitation: Mainly COPD, also other conditions. 
Multidisciplinary programme. 

St Michael's Hospital, 
Dun Laoghaire 

Hospital Primary care 
and community 

Pulmonary Rehabilitation Programme: exercise and education, 
support re smoking cessation 

Midland Regional 
Hospital Tullamore 

Hospital and 
community 

Home Respiratory care: t o  patients wi th COPD who  require 
domiciliary oxygen, home non-invasive ventilation and nebuliser. 
Referrals from hospital and primary care. Smoking cessation 
service offered at respiratory clinics. All in conjunction w i th  
Pulmonary rehab service at St Michaels Hospital 

St Michael's Hospital, 
Dun Laoghaire 

Hospital Primary care 
and community 

Respiratory Nurse Specialist: Provides education, counselling 
and support t o  respiratory patients and their families. Pulmonary 
Rehabilitation Programme: exercise, education, multidisciplinary 
team, including outreach services in Longford and Athlone. 
Pulmonary Outreach for the Elderly Person - Pilot Project: 
facilitates early discharge of patients w h o  have been admitted 
wi th uncomplicated acute exacerbations of COPD by providing 
active treatment in patient's home, including telephonic support. 

Midland Regional 
Hospital, Mullingar 

Hospital and 
community 

Pulmonary Rehabilitation and community Nurse fol low up -
pilot studies 

Naas General Hospital Hospital and 
community 

Respiratory Outreach Services: 'Hospital at home' care for 
patients wi th  chronic respiratory disease, during acute 
exacerbation. Proposed expansion of services. 

St James's Hospital, 
Dublin 

Hospital and 
community 

Asthma clinic for adults: respiratory physician, physiotherapist 
and respiratory nurse specialist (RNS pharmaceutical company 
supplied) 

St Colmcilles Hospital 
Loughlinstown, Dublin 

Hospital 

Cystic Fibrosis clinic: Multidisciplinary care involving 
consultant, clinical nurse specialist, dietician, physiotherapist, social 
worker and psychologist; close links wi th community and GPs; 
shared care wi th regional hospitals 

Our Lady's Hospital 
Crumlin, Dublin 

Hospital 

Respiratory Assessment Unit: COPD Early Discharge 
Programme involving 'Hospital at home' care. Includes home 
visits by Clinical Nurse Specialist or physiotherapist. Telephonic 
support. Nurse/physio outpatient clinic follow up. Self 
management packs. Pulmonary Rehabilitation programme 
based at St James's Hospital also available 

St James's Hospital, 
Dublin 

Hospital and 
community 

COPD Outreach /Early Discharge Programme - Community 
based. Pulmonary Rehabilitation - Hospital based 

AMNCH Hospital, 
Tallaght, Dublin 

Hospital and 
Community 

Asthma nurse specialist runs telephone clinic consultation 
service 

AMNCH Hospital, 
Tallaght, Dublin 

Hospital 

Developed and on hold pending funding: COPD Early 
Discharge Programme; including home visits by physio/nurse and 
follow up by early discharge team 

AMNCH Hospital, 
Tallaght, Dublin inc 
National Children's 
Hospital, Tallaght 

Hospital and Home 
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HSE Dublin and North East Reaion 
COPD Outreach ' Home from Hospital' package, COPD 
early rehab. Rapid Access Spirometry service for GPs. 

Beaumont Hospital, Dublin Hospital 

Early supported discharge programme for COPD patients. 
Daily home visits for 14 days and fol low up. Liaise closely wi th 
GPs PHNs and other community AHPs. 

Beaumont Hospital, Dublin Hospital Primary care 
and community 

COPD Rehabilitation course Connolly Hospital 
Blanchardstown, Dublin 

Hospital 

Pulmonary Rehabilitation: exercise and education for COPD 
patients. Physiotherapist led but input from medical nursing 
and AHPs. 

Connolly Hospital 
Blanchardstown, Dublin 

Hospital 

Pulmonary Rehab Programme: for COPD patients - exercise 
training; education; psychological and behavioural 
interventions. 

Cavan General Hospital Hospital 

Smoking Cessation service: one t o  one or group setting. Self 
referral and referral from health care professionals 

Cavan General Hospital Hospital 

Cystic Fibrosis: multidisciplinary care team - educate parents 
including in administering IV antibiotics at home; Also asthma 
clinics including telephonic support 

Children's University 
Hospital Temple Street 

Hospital and 
community 

Home IV therapy for respiratory patients: CPAP/BIPAP a t  
home 

Cavan General Hospital Hospital and 
community 

Smoking Cessation service - co-ordinated by clinical 
nurse specialist 

Monaghan General 
Hospital 

Hospital 

Emergency department based Respiratory Nurse 
Specialist programme: nurse led protocol for patients who  
present wi th asthma or COPD - also allows for home visits by 
Nurse specialist. 

Mater Hospital, Dublin Hospital 

Nurse Specialist Programme in Asthma and integrated 
care pathway 

Mater Hospital, Dublin Hospital 

Nurse Specialist Programme in Cor Pulmonale Mater Hospital, Dublin Hospital 

Airway Management: Education sessions re care of Child 
wi th Tracheostomy tube. Support interdisciplinary and 
multidisciplinary teams involved in care of children in hospital 
and community. Provide education t o  voluntary organisations 
re airway management. 

Temple Street Children's 
Hospital, Dublin 

Hospital and 
community 



Summary of Diabetes Programmes 
Summary of Programme including key elements - NB Summary 
version only - not all details of programmes are included 

County/Hospital/ 
catchment area 

Location: 
Primary/Hospital/ 
Community 

HSE South 

CNS clinics; CNS and Dietician in Carlow ; Group education 
session 

Kilkenny/Carlow Hospital 

Community Dietetic Clinics in designated RAPID areas Kilkenny, South 
Tiooerarv 

Community 

Multi-disciplinary shared care system in development Waterford Hospital and 
community 

Diabetes X-PERT Ireland Programme Cork Primary care and 
community 

Diabetes Interest Group (DIG) - GPs and practice nurses; 
diabetes reqister 

Cork PCCC 

Diabetic complications Prevention and Glycaemic control 
clinic 

Cork Hospital 

Diabetes/endocrine Daycare services;; Phone in 'Helpline' 
service 

Cork Hospital 

HSE West 

Structured care in general practice Sligo/Leitrim Primary care/ 
hospital 

1) Patient education 2) post grad distance learning course 
for health professionals. 

Sligo Hospital and 
community 

Development of shared care guidelines Sligo and all HSE West Hospitals and 
Primary care 

Transition clinic - teenagers 
Letterkenny General 
Hospital 

Hospital 

DNS support, education, liaison Letterkenny General 
Hospital 

Hospital and PCCC 

Diabetes consumer panel w i th  DFI Letterkenny General 
Hospital 

Hospital and PCCC 

Development of  w e b  based electronic patient record Letterkenny and Sligo Hospital and PCCC 

Telephone support service; CNS support and education; 
young persons clinic 

Limerick Hospital and PCCC 

Regional multidisciplinary steering group; Western Region 
Diabetes Network - Subgroups : 

Limerick Hospital and PCCC 

A diabetes services advisory group (DSAG) w i th  stakeholder 
representation; community diabetes facilitator evaluation 
of  DESMOND planned; DAFNE programme ; Electronic 
Patient information system: DIAMOND, Screening 
programme for diabetic retinopathy 

Galway and linked t o  all 
areas of HSE west 

Hospital and PCCC 

Q 



HSE Dublin and Mid Leinster 
Structured care i n  general practice and local hospital. Dublin Primary Care and 

Hospital 

South Inner City Partnership, Diabetes Care Programme: A 
shared care programme 

Dublin south inner city Primary Care and 
Hospital 

O n  hold pending funding: Clinical investigation unit in 
Diabetes Day Care Centre; Development of exercise 
programme 

AMNCH Hospital, 
Tallaght, Dublin inc The 
National Children's 
Hospital Dublin 24 

Hospital 

A diabetes shared care programme (ECAD); Loughlinstown - St 
Vincents Hospital and 
Colmcille 

Primary and hospital 

CNS diabetes involved in education and management Naas Hospital 

Diabetes Structured Care Programme: Laois/Offaly, Longford 
Westmeath 

Primary Care 

Streetwise programme Temple St Hospital 
Dublin 

Hospital Physio Dept 

HSE Dublin and North East 
1) DIAMOND Computer based system being established 2) 
foot  clinic 3) a shared care scheme between GPs and Mater  
is on  hold 4 )  retinal photography screening - nurse led - 5) 
Diabetes centre 

Mater Dublin Hospital 

Diabetes Shared Care programme has been discontinued Beaumont, Dublin 

Foot education sessions; A t  risk foot  clinic Beaumont, Dublin Hospital 

Community CNS diabetes Beaumont, Dublin Community care area 8 

Group education Beaumont, Dublin Hospital 

Annual Review system Beaumont, Dublin Hospital 

Young adult clinic Beaumont, Dublin Hospital 

DAFNE Programme Beaumont, Dublin Hospital 

Insulin pump therapy: an  educational programme and 
protocal 

Beaumont, Dublin Hospital 

Diabetes Day Centre; Clinical Nurse Specialist Cavan General Hospital Hospital 

Diabetic foot  service Cavan General Hospital Primary and secondary 
care 

Diabetes Watch - a structured programme o f  care General Practices 
throughout counties 
Meath, Louth, Cavan 
and Monaghan 

Primary Care 

Diabetes centre Connolly Hospital 
Blanchardstown 

Hospital 



Summary o f  Coronary Heart Disease Programmes 
Summary of Programme including key elements - NB Summary version 
only - not  all details o f  programmes are included 

County/Hospital/ 
catchment area 

Location: 
Primary/Hospital/ 
Community 

HSE South 
Cardiac Rehabilitation Phases l-IV Kilkenny and 

Carlow 
Hospital 

Cardiac Rehabilitation Tralee Hospital 

Education books for  Cardiac Rehabilitation patients used by all Cardiac 
Rehab teams in Cork and Kerry Hospitals 

Cork University 
Hospital 

Hospital 

Cardiac Rehabilitation Phases l-IV Bantry, Cork Hospital 

Community Nutrition and Dietetic service focusing o n  prevention 
and treatment o f  cardiovascular disease and  its risk factors provided 
t o  10 GPs in North Cork. 

North Cork community/ 
primary care 

Heartwatch North Cork Primary care 

Cardiac Rehab Phases l-IV utilising public health nurse and cardio
vascular PHN in the community and primary prevention programmes 

West Cork Hospital community 
and primary care 

Rapid Access Chest Pain Clinic: GP referral service 
Cork University 
Hospital 

Hospital 

Lifestyle Heart  Health check; and  Cardiac Support Group; 
Cardiovascular Public Health Nurse: Targets health action zones 

North Lee 
Community Care, 
Cork 

Community 

Cardiac Disease Management  Nurse Specialist: Heart  Failure Service 
t o  In-patient and out-patients. Education for  patients and relatives; 
telephone support. Phase III cardiac rehab f o r  heart failure patients. 

South Tipperary 
General Hospital, 
Clonmel 

Hospital and 
community 

Cardiac Rehab Phase l-IV 
South Tipperary 
General Hospital, 
Clonmel 

Hospital 

Chest Pain Nurse Specialist: assessment, triage and management o f  
patients attending w i th  chest pain. Audi t  

Waterford Regional 
Hospital 

Hospital 

Cardiac Rehab: Phases 1 - IV, phase IV in development 
Waterford Regional 
Hospital 

hospital and 
community 

HSE West  

Cardiac Rehab Programme including 2 ou t  of  hospital sites Carndonagh 
and Dungloe, for  exercise classes. 

Letterkenny 
General Hospital 

hospital and 
community 

Community Cardiac Rehab: 2 CNS and physiotherapist, using public gym 
in Carrick on Shannon. 

Sligo General 
Hospital 

Community 

Cardiac Rehab Phases l-lll. Heartwatch Programme after Phase II or III 
Roscommon 
County Hospital 

Hospital and 
primary care 

Screening and awareness "Healthy Hearts' targeted at farmers in Co. 
Roscommon. Linkages w i th  cardiac rehab Roscommon Co. Hospital, Croi, 
nutrition services and health promotion 

County 
Roscommon 
(marts) 

Hospital & 
Community 

Preventing and tackling hypertension in the West and North West of  
Ireland - N15 Project 

GP practices -pilot 
basis 5 in west and 
5 in northwest 

Primary care 

Cardiac Rehabilitation Phases l-IV 
University College 
Hospital Galway 

Hospital and 
r (immunity 

Heartwatch 
Galway, Mayo, 
Roscommon 

Primary Care 

© 



Cardiac Rehab Service: Phases l-lll available. Mid-western Regional 
Hospital, Limerick 

Hospital and 
community 

Cardiac rehab programme Mid-Western Regional 
Hospital, Ennis, Co. 
Clare 

Hospital and 
community 

HSE Dublin and Mid Leinster 
Cardiac Rehabilitation Phases l-IV Mullingar, Tullamore 

and Portlaoise 
Midland Regional 
Hospitals 

Hospital 

Cardiac Rehabilitation: Phases l-lll: Feasibility study on phase IV 
ongoing 

St Colmcilles Hospital, 
Loughlinstown 

Hospital and 
community 

Cardiac Rehabilitation: Phases l-lll Naas General Hospital Hospital 

Cardiac Rehabilitation programme St Vincent's University 
Hospital, Elm Park, 
Dublin 

Hospital 

Cardiac Rehab: Phase II and III and fol low up talks and activities Midland Regional 
Hospital Tullamore 

Hospital and 
community 

Cardiac Rehab programme Phase l-lll. Phase IV being 
developed 

St Michael's Hospital 
Dun Laoghaire 

Hospital 

Cardiac Rehab Programmes; Development proposal for Phase 
111 Hospital / Community initiative 

AMNCH Hospital 

Cardiac Rehab, Phases l-lll, w i th  plans t o  extend t o  community AMNCH Hospital 

HSE Dublin and North East 

Heartwatch Counties Meath, 
Louth, Cavan, 
Monaqhan 

Primary Care 

Cardiac Rehab programme. Cavan General 
Hospital 

Hospital 

Structured group education for weight  loss provided by 
Dept of  Nutrition and Dietetics: patients referred wi th chronic 
cardiac disease and diabetes 

Cavan and Monaghan 
General Hospitals 

Hospital Outpatients 

Cardiac Rehabilitation Our Lady's Hospital, 
Navan 

Hospital 

Cardiac Rehabilitation Phases l-IV, Louth County Hospital Hospital and 
community 

Cardiac Rehabilitation Our Lady's Hospital, 
Navan 

Hospital and 
community 

Cardiac Rehabilitation Phases 1 rill. Connolly Hospital, 
Blanchardstown 

Hospital. 

Chest Pain Assessment Unit A&E dept Connolly Hospital, 
Blanchardstown 

Hospital 

Cardiac Rehabilitation Programme Phases 1 -III, and fitfone -
an outpatient exercise programme using satellite monitored 
technology 

Beaumont hospital Hospital and 
community 

Heartwatch 
GP surgeries around 
north Dublin 

Primary care 

Cardiac Rehabilitation Phases 1 - III. Monaghan General 
Hospital 

Hospital and 
community 

Cardiac Rehab Mater Hospital Hospital 

Nurse led chest pain assessment clinic: study of 100 patients Mater Hospital Hospital 
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Summary of  Heart Failure Programmes 
Summary of Programme including key elements - NB Summary 
version only - not all details o f  programmes are included 

County/Hospital/ 
catchment area 

Location: 
Primary/Hospital/ 
Community 

HSE South 
Beta-blocker and Heart Failure Clinics. Links wi th  other 
hospitals; Tomcat report t o  GP following clinic visits; Links wi th PH 
nurses; community smoking cessation services, dietician and 
weight management clinics and practice nurses 

Kilkenny Hospital wi th links 
t o  Primary care and 
community 

Heart Failure Service: Cardiac Disease Management nurse - in
patient education; telephone support after discharge. Heart failure 
cardiac rehabilitation programme 

Waterford Regional 
Hospital 

Hospital, primary 
care and 
community 

HSE West 
Heart Failure Service: Nurse Specialist led -based on St Vincent's 
model 

Letterkenny General 
Hospital 

Hospital 

Planned Cardiovascular Heart Failure Project. Proposals for 
primary care team working wi th hospital specialists t o  provide 
integrated service; BNP testing and direct access Echocardiography 

Galway and West 
Midlands 

Primary care and 
Hospital 

H.E.A.R.T. Unit: Heart Failure Assessment, Evaluation and 
Response t o  Therapy. Includes education and fol low up care 

Mid-western Regional 
Hospital, Limerick 

Hospital and 
community 

Heart Failure Clinic: Nurse Specialist in heart Failure Mid-Western Regional 
Hospital Ennis 

Hospital 

HSE Dublin and Mid  Leinster 
Heart Failure Programme - standard across the three hospitals: 
Heart failure programme during admission followed by 12 week 
programme including patient education; daily weight diary; 
optimisation of pharmacological therapy. Physician directed, nurse 
led approach. Clinical nurse specialists. 

Mullingar, Tullamore and 
Portlaoise Midland 
Regional Hospitals 

Hospital 

Congestive heart failure clinic: structured programme nurse 
led, physician directed. 

Tullamore General 
Hospital 

Hospital and 
community 

Heart Failure Service (Heart Efficiency Service): Physician 
directed, nurse led. Clinical nurse specialist. In-patient review; 
education; fol low up; telephone support after discharge; attention 
t o  psychological implications of chronic disease 

AMNCH Hospital and 
community 

Heart Failure Disease Management Service pilot programme 
recently suspended 

St James's Hospital, 
Dublin 

Hospital 

Planned Heart Failure Service - physician directed, nurse led St James's Hospital, 
Dublin 

Hospital and 
community 

Heart Failure Clinic: Patients seen 4 times per annum minimum Tullamore Hospital Hospital 

Heart Failure Project - shared care linked t o  GP practices in 
catchment area providing easy access t o  specialist services for GPs 
and their patients. Structured out patients follow up and annual 
review. 

St Michael's Hospital Dun 
Laoghaire 

Hospital Primary 
care 

o 



HSE Dublin and North East 

Study t o  evaluate the effectiveness o f  using BNP (Brain natriuretic 
peptide) test t o  aid early accurate diagnosis of Heart Failure in a 
Primary Care Setting 

Monaghan General 
Hospital and a general 
practice in Co. 
Monaqhan 

Hospital and Primary 
Care 

Heart Failure Specialist nurse Our Lady's Hospital, 
Navan 

Hospital 

Heart Failure service - heart failure nurse led, smoking cessation 
officer; education; lifestyle; fol low up post discharge. Telephonic 
support 

Our Lady's Hospital, 
Navan 

Hospital and 
community 

Heart Failure Service: Outpatient based service, education and 
monitoring - heart failure nurse specialist; dietician and smoking 
cessation officer 

Our Lady of Lourdes 
Hospital, Drogheda, 
Co. Louth 

Hospital 

Heart Failure Clinic/ Service - run by nurse, education and 
monitoring 

Louth County Hospital Hospital 

Heart Failure Programme: Heart Failure Nurse - education of 
patient and family, inpatient and outpatient, telephone and clinic 
follow-up. Liaison wi th  community practitioners 

Monaghan General 
Hospital 

Hospital community 
and primary care 

Heart Failure service facilitated by Heart Failure Nurse Specialist: 
education and counselling; telephone follow-up post discharge 

Connolly Hospital, 
Blanchardstown 

Hospital and 
community 

Heart Failure Nurse: education; lifestyle issues. Telephonic 
support and clinic fol low up. 

Cavan General Hospital Hospital 
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