
Snapshot survey of the home support provided
by community ward teams in the Eastern

Health Board region / Eastern Health Board

Item Type Report

Authors Eastern Health Board (EHB)

Rights EHB

Download date 25/05/2023 02:33:59

Link to Item http://hdl.handle.net/10147/46164

Find this and similar works at - http://www.lenus.ie/hse

http://hdl.handle.net/10147/46164




The Community Ward Teams have been providing a sewice in the Ea 
1990. Initially, the Teams were set up with the focus on rehabilitation so as to assist elderly patients to be 
discharged earlier from hospital and the prevention of their admission to hospital or long stay care. 

The sewice has evolved over the 10 year period. This study describes, for the first time, the full use of 
Community Ward Teams in providing support in the community. The results are analysed and discussed 
for the Board's region as a whole, and to encourage local interpretation of the findings, the data are also 
presented by Community Care Area. 

I am indebted to the members of the Project and Report Drafting Teams for carrying out this review, and to 
the staff in the Community Ward Teams for their help and cooperation. 

Eddie   at thews Director of Services for Older Persons, Eastern Health Boanl 

Project Team 

Eddie Matthews (Chairman). Director of Services for Older Persons, Eastern Health Board 
Sheila Armstrong, Superintendent Public Health Nurse, Eastern Heaith Board 
Patrick Dunne, General Manager, Eastern Health Board 
Howard Johnson, Specialist in Public Health Medicine, Eastern Health Board 
Sheila MacEvilly, Coordinator of Services for the Elderly, Eastern Health Board 
Michelle Forde (Secretary), Grade V, Eastem Heaith Board 

Report Drafting Team 

Howard Johnson, Specialist in Public Health Medicine. Eastern Health Board 
Fiona Bergin, Senior Physiotherapist, Eastem Health Board 
Regina Buckley, Superintendent PuMic Health Nurse, Eastern Health Board 
Carmel McGrath, NHead Occupational Therapist, Eastern Health Board 
Helena Murray. Coordinator of Services for the Elderly, Eastern Health Board 
Celia Nicholl, Principal Speech and Language Therapist, Eastern Health Board 

- - 

Acknowledgements 

The Project Team wishes to thank the nursing, home care attendant, physiotherapy, occupational therapy, 
and medical staff in all communitv care areas for their h e l ~  in this review. We hope that our report reflects 
their commitment to providing care and support to so many individuals and families in the community. 

The Project Team also wishes to thank all the Coordinators of Services for the Elderly and the Team 
Leaders for their essential contribution to the survey, Zachary Johnson, Specialist in Public Health 
Medicine, for his assistance with the analysis, Miriam Owens, Medical Officer, Department of Public 
Health, for proof reading the manuscript, and to Ann Keegan, RGN and Mary Finnegan, Care Attendant, 
for the photograph of the "Home Support Team" on their way to the next domiciliary visit. 



Contents 

.................................................................................................................................. Summary 4 

.............................................................................................................. Section 1 Introduction 5 

............................................................................................................... ............. . 1 1 Background .. 5 
.................................. ................................................................. 1.2 Community Ward Teams .. 5 

......................................................................................... ............. 1.3 Evolution of the sefvice ... 5 . . ....................................................................................................................... 1.4 Study oblectlves 6 

..................................................................................................................... Section 2 Methods 7 

Section 3 Results ...................................................................................................................... 8 

Clients visited .............. ...... ..... .. ..................................................................................... 8 
Visits by community care area ..................................................................................................... 8 

. . . . . . . . . . . . . . . . . . . . . . . . .  8 
.................................... 8 

8 
9 
9 
9 

Section 4 Discussion. conclusion. recommendations ......................................................... I 0  

Appendix 1 Analysis by registered general nurse ......................................................... 13 

Appendix 2 Analysis by home care attendent .................................................................. 14 

Appendix 3 Analysis by physiotherapist ........................................................................... 15 

Appendix 4 Analysis by occupational therapist .......................................................... 16 

Appendix 5 Analysis by rehabilitation support ................................................................. 17 

Appendix 6 Analysis by extended care support ........................................................... 18 

Appendix 7 Analysis by general caseload .................................................................... 19 

Appendix 8 Study protocol and questionnaires ........................................................... 20 



Summarv 

Background 
Community Ward Teams (CWTs) have become established in the Eastern Health Board region since 
1990. The purpose of the CWT has been twofold: to provide 'step-down' home support for elderly patients 
so that they are discharged sooner from hospital; and to provide 'step-up' support for elderly clients in the 
community with a view to preventing their admission to hospital or to long stay care. The original intent 
was to provide support through mutlidisciplinary rehabilitation for up to a 12 week period involving 
registered general nurses, home care attendants, physiotherapists and occupational therapists. Initially, 
referrals from hospital or the community were required to have had an assessment by a geriatrician but 
subsequently direct referrals from all hospital consultants and general practitioners were accepted. 

Over time, as the resource was deployed in different ways across the Board's region, the pattern of local 
resource utilisation became unclear. This study was undertaken to describe the client profile, source of 
referral and type of home support being provided by the CWT staff in each community care area. 

Method 
A snapshot questionnaire survey of clients provided with CWT support over a seven day period in March 
1999 was carried out. 

Key results 
1. Approximately 3,337 clients in the Board's region were visited by the CWT staff in the study week. 
2. 34% (1,100) of all referrals originated from hospitals (step-down support), and 56% (1,885) from the 

community (step-up support). 
3. 16% (526) of the visits were for rehabilitation. 56% (294) of these clients were referred from hospitals 

and 34% (180) from the community. 
4. 84% (2,735) of the visits were for enhanced home support. 29% (780) of these clients were referred 

from hospitals and 60% (1,664) from the community. 
5. 11% (180) of the visits by registered general nurses related to rehabilitation, and 89% (1,405) to 

enhanced home support. 
6. 4% (47) of the visits by home care attendants related to rehabilitation, and 96% (1,123) to enhanced 

home support. 
7. 66% (152) of the visits by physiotherapists related to rehabilitation, and 34% (77) for enhanced home 

support. 
8. 51% (125) of the visits by occupational therapists related to rehabilitation, and 49% (122) to 

enhanced home support. 
9. Clients under 65 years of age received support in all community care areas (15% of visits overall). 
10. 71% of the clients were female, 83% had medical cards, 34% lived alone, 63% were over 75 years of 

age, and 25% were over 85 years of age. 
11. Approximately 40% of registered general nurses and home care attendants visited the client at least 

twice during the week. 
12. The principle diagnoses included stroke, multiple sclerosis, Parkinson's Disease, osteoarthritis, 

cancer, leg ulcers and fractures. 

Discussion and conclusion 
The study found that all community care areas have adopted a flexible approach in the use of the CWT 
resource. A sewice has evolved that provides, in broad terns, enhanced home support by registered 
general nurses and home care attendants, and rehabilitation by physiotherapists, occupational therapists, 
and registered general nurses. One third of the referrals come from hospitals (step-down), two thirds from 
the community (step-up). Enhanced home support accounts for 84% of the visits, rehabilitation for 16%. 

The home support service is seen to respond to the special needs of a large and vulnerable group of 
clients in the local community. The primary focus of the service is in assisting the frail and dependent 
elderly with chronic disease to remain at home when it might otherwise not be possible. Such an 
achievement is considered to be vely much in line with the principles of the national health strateav. 



Section 1 Introduction 

1.1 Background 
The demand for community support services for the elderly has increased over time. There are many 
reasons for this including increasing life expectancy, an ageing population, fewer carers because of 
smaller family size with increasing proportions of women in the workforce and decreasing co-residence 
with elderly parents, and the acknowledgement of the preference of older people to remain at home in 
dignity and independence for as long as possible. 

As we move into the next century, it is anticipated that less informal help will be available to the elderly 
from the family and social networks. The need for home support from statutory and voluntary agencies to 
enable the elderly client to remain at home, for example during an acute illness of the client or carer or 
following discharge from hospital, is therefore likely to continue to increase. 

The national policy document (The Years Ahead - a Policy for the Elderly, Working Party on Services for 
the Elderly, Dublin, Stationery Office, 1988) set the framework for meeting the needs of the elderly. Further 
development of community services to assist the elderly to remain at home was recommended, including 
the appointment of Coordinators of Services for the Elderly, the expansion of the public health nursing, 
home help, occupational therapy, physiotherapy, and speech and language therapy services, and the 
appointment of home care attendants. 

In the National Health Strategy (Shaping a Healthier Future, Department of Health, 1994) the role of 
statutory and voluntary agencies in supporting the elderly and their carers at home was prioritised. The 
target set was to ensure that not less than 90% of those over 75 years of age continue to live at home. 

1.2 Community Ward Teams 
In response to the needs of the elderly, an additional community based service has become established in 
the Eastern Health Board region since 1990. The primary objectives of the service, through a domiciliary 
multidisciplinary rehabilitation programme, had been to assist patients to be discharged earlier from acute 
hospitals, and also to permit clients to remain longer in the community through the prevention of admission 
to hospital or to long stay care. 

Extra community rehabilitation input by a multidisciplinary team providing care greater than that 
traditionally provided by the public health nurse, general practitioner and other community services would 
be available to provide intensive intervention for a fixed period of time (up to 12 weeks). Clients would then 
be discharged from the CWT as it was expected that they would have regained a level of independence 
which would enable them to remain at home, with input from the traditional community based services if 
required. 

The service is generally referred to as either the Community Ward Team (CW) or District Care Unit 
(DCU). The service is headed by a medical Coordinator of Services for the Elderly and is led by a senior 
public health nurse (Team Leader). Staffing of the teams include registered general nurses, home care 
attendants, physiotherapists, and occupational therapists. All clients remain under the care of their general 
practitioner. 

1.3 Evolution of the service 
The original criteria for admission to the CWT included the potential for rehabilitation and the need for 
multidisciplinary input. Access to the service was initially limited to referrals from a geriatrician for patients 
either from within the hospital or those assessed following referral from a general practitioner. Access was 
then widened to include referrals from any hospital consultant, and subsequently to include referrals 
directly from general practitioners. 



It became apparent that many patients admitted to the CWT for rehabilitation and reaching the point of 
planned discharge required on-going care greater than that generally available from the community 
services. Frequently, such patients were found to require continuing support from care attendants. It also 
became apparent that some patients required only home care attendant or nursing support. 

Whilst the multidisciplina~y short-term CWT support is present in all community care areas, it is understood 
that a significant proportion of the resource has evolved into providing less intense support but for a more 
prolonged period of time. This latter service is referred to in many ways, such as "Chronic Care Unit", or 
"Extended Care Facility, but in some areas no special tern1 is used. Typically, the clients receive input 
from a home care attendant or registered general nurse on a short, medium or long-term basis. Referral to 
the service can be made by public health nurses and general practitioners. The service is usually 
coordinated by the local public health nurse, with input from occupational therapists, physiotherapists, 
speech and language therapists, and home helps from the general community services as appropriate. 

There is no dedicated funding for speech and language therapy for the CWT. However, community care 
areas 1,4,6,7,8 and 10 have redirected some therapy time from general clinics into the CWT. 

In a review of patients discharged from the hospitals (Four Month Follow-up Study of Elderly Patients 
Discharged from Acute General Hospitals in the Eastern Health Board region, Eastern Health Board, 
1997), a high level of satisfaction was found with the hospital discharge process in general and with the 
subsequent support provided in the community. However, relatively few clients were found to have been 
referred by the hospitals to the CWT. It was recommended that the differing approaches in the community 
care areas in the use of CWT resource and the referral process with hospitals should be a matter of further 
study. 

1.4 Study objectives 
The CWT service is not a single entity, but has evolved in each community care area to provide a varied 
service. 

This study was undertaken to describe the client profile, source of referral and type of home 
support being provided by the CWTs in each community care area in the Board's region. 



Section 2 Methods 

in March 1999, almost 10 years after the setting up of the CWTs, a cross-sectional review of activity of ail the 
Teams in the Board's region was carried out. 

A Project Team was set up to oversee the review. Discussions were held with the Coordinators of Services of the 
Elderly, who in turn liaised with the heads of discipline and service providers in the communitv care areas so as to ~- ~- ~~ 

develop an agreed approach to the initiative. A study protocol was agreed and circulated ihrough the General 
Managers (see Appendix 8). 

A snapshot survey was carried out on ail clients who were visited by staff from the CWTs in the community care 
areas over a seven day period (Monday 22" - Sunday 28Ih of March 1999). The data recorded for each ciient in 
the questionnaire (see Appendix 8) included the following: 

u The Community Care Area 
Staff title 

o Date of birth 
Sex 

o Medical card status 
o if living alone 
o Source of referral (whether from the community or hospital) 
o Main diagnosis 
o Type of support provided 
o Date first visited since 1 .I ,1998 
o Number of subsequent visits 
o Number of visits in the survey week 

The questionnaires were processed through the local Coordinator of Services for the Elderly and the Team 
Leader to ensure accuracy and consistency in data recording. 

Three classifications were used for analysing the type of support being provided to the ciients: rehabilitation (DCU 
or CWT); extended care (extended and chronic care); and general case load, which included "other". 

The data were anaiysed for the Board's region and by community care area for each discipline in the CWT and 
the type of support provided. Duplicate entries may have been recorded where clients were seen by more than 
one discipline from the CWT within the area. However, in the absence of individual client identifiers, each subject 
on the returned forms was considered to be a "client visited" and was included in the denominator. 

The International Classification of Diseases (ICD-9-CM) was used to code the main diagnosis. The data were 
inputted by an outside agency and analysed by the Department of Public Health using SAS on a mainframe 
computer. 

In the 'date first visited since 1.1.1998' field, many respondents specified dates of earlier years, stated the year or 
month only, or 'before 1998'. Such responses would strongly influence the calculation of the approximate number 
of subsequent visits, and indeed the available three character field was exceeded in many cases as the number 
of visits ran into the thousands. Sometimes the term 'daily' or 'alt day' were used to describe the number of visits 
between the date first visited since 1 .I ,1999 and the start of the survey. Calculations based on these variables 
were therefore omitted from the analysis. Some respondents completed records for clients who were not visited 
during the survey week, and these data were excluded from the analysis. The 'source of referral' was sometimes 
recorded as 'PHN' or 'GP' or 'hospital'. Unless an appropriate referral source code was entered by the 
respondent, the coding defaulted to 'other'. 



Section 3 Results 

3.1 Clients visited 
Over the seven day study period, 3,337 records of clients who were visited by members of the CWT teams were 
returned. It is understood that all staff who were available during the survey week participated in the survey. 

care areas 4, 6, and 8, median numbers of visits 
in areas 1 and 10, and the lower number of visits 
were in areas 2, 3,5, 7 and 9 (see Table 2). 

3.2 Visits by  community care area 

The higher numbers of visits were in community 

3.3 Type of support 
As shown in Table 2, 16% of visits were related 
to rehabilitation, 26% for extended care, and 
58% as part of the 'general caseload'. 

Table 2. Client profiles by each discipline for the Eastern Health 
Board region. (Total includes input of team leaders). 

Forty eight percent of visits were carried out by 
registered general nurses, 36% by home care 
attendants, 7% by physiotherapists, and 8% by 
occupational therapists. One perCent (33) of the 
visits were carried out by Team Leaders in 
community care areas 4,6,7, 8 and 10, of which 
75% were related to rehabilitation. Given the 
small numbers involved, sub-analysis of these 
latter data is not presented. 

Community 
Hospital Approximately 40% of registered general nurses 

and home care attendants visited the client at 
least twice during the week. Physiotherapists 

Columdlles and occupational therapists generally made a 
single visit during the week. 

Michaels 

Total RGN HCA Phvsio- OT 

3.4 Source of referral st Jamesk 
St Vincenfs Almost 60% of clients were referred from the 

community, and 34% from the hospital sector 
(see Table 2). Referrals tended to come from 
Beaumont, the Mater or St James's Hospitals, 
rather than St. Vincent's. James Connollv and 
Tallaght Hospitals. 

3.5 Demography 
As shown in Table 2. 15% of the clisnts were 
under 65 years of age, 63% over 75 years, and 
25% were over 85 years of age. Clients receiving 
support from home care attendants tended be 
older than clients in receipt of input from the 
other disciplines. Approximately 70% of clients 
were female, 83% had a medical card, and 34% 
lived alone. 

Neoplasm 
Endocrine 
Cental nervous 
Cardiovascular 
Skin 
Musculoskeletal 
Fracture 
OUler 
Missing 

501 15.1 287 18.0 143 12.0 31 13.6 35 13.6 
718 21.7 345 21.6 219 18.3 69 30.3 75 29.1 

1268 38.3 599 37.6 469 39.3 87 38.1 101 39.1 
821 24.8 364 22.8 363 30.4 41 IRO 47 187 

Clients under 65 years of age were provided with support in all community care areas (see Appendices 1-7). 



3.6 Diagnoses 
The most common diagnoses, as shown in Table 2, included cardiovascular diseases (e.g. stroke), neurological 
diseases (e.g. multiple sclerosis and Parkinson's Disease), musculoskeletal diseases (e.g, osteoarthrosis), 
neoplasms (i.e. cancer), diseases of the skin and subcutaneous tissue (e.g, leg ulcers), and fractures. 

Table 3. Client profile by type of support for the 
Eastern Health Board region. (Total includes input of team 3.7 Analysis by type of support 

The support for clients in receipt of rehabilitation tended 
to be provided by registered general nurses (34%), 
physiotherapists (29%), and occupational therapists 
(24%) (see Table 3). 

The support for clients in receipt of extended care or 
were on the general caseload was generally provided by 
registered general nurses (50% and 52% respectively) 
and home care attendants (48% and 38% respectively). 

The number of visits per week to clients receiving all 
three forms of support were broadly similar. 

Of the clients receiving rehabilitation support, 56% were 
referred from the hospitals and 34% from the community. 
In contrast, 65% and 59% of clients receiving extended 
care or were on the general caseload respectively were 
referred from the community. 

As shown in Table 3, the profiles of clients receiving 
extended care and who were on the general caseload 
were similar with respect to demography, diagnoses and 
the inputs from the disciplines. Both these formats of care 
are therefore combined under the term 'enhanced 
support' in subsequent sections of this report. 

Clients in receipt of enhanced support were 
predominately suffering from chronic disease including 
stroke, multiple sclerosis, Parkinson's Disease, 
osteoarthrosis, cancer and lea ulcers. In contrast, a 

 den). 

:A 
1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
Total 
sits in study wk 
1 
2 
3 ~ 4  
5+ 
scipline 
RGN 
HCA 
Physiotherapy 
07 
!fern1 source 
Community 
Hospital 

Beaumont 
Cappagh 
c1ontali 
Columcilles 
James Connol 
Mater 
Michaels 
Naas 
Sf James's 
Sf Qincents 
Tallaght 

There were higher proportions of younger clients (under 
65 years of age) and clients over 85 years of age in 
receipt of enhanced support, whereas rehabilitation 
generally involved clients aged between 65 and 84 years 
of age. Neoplasm 

Endocrine 
Central neNous 

3.8 Analysis by community ca re  area Cardiovascular 
Skin 

To allow local interpretation of the use of the CWT 
resource, data are analysed in Appendix 1-4 by the 

provided. Clearly, it is essential to interpret these data in 
discipline, and in Appendix 5-7 by the type of support 

light of the local CWT resource, and the geography and demography of the area. 

As can be seen from the data, a similar evolution in the use of the CWT resource has occurred in all community 
care areas. 



Section 4 Discussion, conclusion, recommendations 

In response to the increasing needs of the elderly, the multidisciplinary Community Ward Teams (CWTs) were set 
up over the last 10 years ago throughout the Eastern Health Board region. The purpose of the service has been 
twofold: to provide 'step down' support for clients to allow their earlier discharge from hospital; and to provide 
'step up' support for clients in the community to assist them to remain longer at home and prevent admissions to 
hospital or for long stay. It had been expected that after a relatively short period of rehabilitation, the clients would 
regain sufficient independence to remain at home with the support of the usual services in the community. 

The original criteria for admission to the CWT included the potential for rehabilitation and the need for 
multidisciplinary input. Access to the service was initially limited to clients in either a hospital or the community 
who were referred by a geriatrician. Access was then widened to include direct referrals from all hospital 
consultants and general practitioners. 

Over time, it was understood that the CWTs have come to be used in different ways among the community care 
areas. As the pattern of local resource utilisation was unclear, this study was undertaken to describe the client 
profile, the source of referral and the type of home support being provided by CWT staff across the Board's 
region. 

This study shows that the CWTs have come to be actively used throughout the Board's region and provide home 
support to a very large number of vulnerable clients (approximately 3,300 at any one time) who generally have 
chronic diseases. CWTs are now mainly used to provide community 'step-up' (56%) rather than hospital 'step- 
down' (34%) support. The clients are primarily but not exclusively elderly, with 25% aged over 85 years. 

Greater emphasis is being given to providing enhanced home support (84% of visits), probably for quite long 
periods of time, rather than to rehabilitation (16% of visits). The enhanced support is generally provided by the 
registered general nurses and home care attendants, and rehabilitation by registered general nurses, 
physiotherapists and occupational therapists. It should be borne in mind that the number of visits by individual 
disciplines should be considered in light of numbers of staff available and the nature of support provided. For 
example, support provided by physiotherapists and occupational therapists is typically time consuming, with 
detailed client and environment assessments, the advice and training of carers, and the requisition and provision 
of equipment. 

The provision of enhanced home support to a much greater degree than rehabilitation is interesting in light of the 
oriainal purwse of the CWT, namely the provision of multidisciplinarv rehabilitation for UD to a 12 week oeriod. 
with the expectation that the clienk would subsequently be 'supp&ied by the traditional community'based 
services and not the CWT. It is also noteworthy that the current use of the CWT resource is broadly similar in all 
the community care areas. 

It is likely, therefore, that the evolution of the CWT towards providing more enhanced home support rather than 
rehabilitation has been in response to the real and urgent needs of the clients and their families in the community. 
A number of factors may have contributed to this outcome, including the following: the availability of alternative 
forms of rehabilitation or convalescence locally; some clients may require a greater level of support than that 
generally available in the community following a period of rehabilitation; inadequate support systems for the 
elderly within the home environment; and the acknowledged preference of the elderly to remain at home in dignity 
and independence for as long as possible. Furthermore, where staff shortages exist in the general service, the 
CWT resource may be used to support clients with urgent needs. 

Approximately one in three of the visits originate from hospital referrals. These clients are generally provided with 
enhanced home support rather than rehabilitation. Some hospitals appear to make greater use of the CWT 
resource than others. These findings are in accordance with the results of the earlier hospital discharge follow-up 
study. The reasons for the relatively small hospital utilisation of the CWT resource are unclear but may include 
the following: the need for rehabilitation at home is not as great as originally presumed; the relevance of the 
service to assist earlier discharge may not be apparent to hospital staff where clinntc a m  .*,---+-A L- 



rehabiiitation a few days after rather than in advance of discharge; uncertainty about the format and criteria of 
referral so that inappropriate referrals are made; staff may be unfamiliar with local variations in the type (or name) 
of support available; differences in the way the local community teams integrate with the hospital environment; 
and complexities in the actual referral process. 

In contrast, the use of resources for 'step up' care in the community appears to be widely utilised. However, to 
date such activity would not appear to be accurately reflected in the routinely gathered CWT statistics. 

One of the difficulties encountered in the study is the varied terminology that is used to describe the CWT 
resource or elements of it. indeed, the term district care unit (DCU) tends to be used rather than the community 
ward team (CWT). It appears that the term DCU is generally used in the context of providing multidisciplinary 
rehabilitation support, as was the original purpose of the resource. Clients who are not in receipt of rehabiiitation 
are generally not included under the heading of DCUICWT. Terms such as 'chronic care' or extended care' are 
used by some staff to describe any support that is not multidisciplinary rehabilitation. Other staff do not appear to 
make this distinction, but may use the term 'general caseload' instead. From the analysis, it is apparent that these 
latter groups of clients are indistinguishable and all are in receipt of enhanced community support. In the interest 
of clarity we have described such activity under the one heading of enhanced home support. indeed, the 
provision of enhanced home support accounts for 5 out of 6 visits. 

An effective monitoring system for capturing the basic data about the everyday use of the CWT resource from the 
point of referral to some defined endpoint is not in place. Furthermore, the lack of individual client identifiers limits 
the degree to which duplicate records (i.e. where care is provided by more than one discipline) can be identified 
and so the precise number of clients in receipt of support can not be precisely determined. 

Conclusions 
The study shows that the home support resources are being extensively and flexibly used to assist 
clients, who are primarily elderly with special needs, to continue to live in their home environment. The 
resource is used more for step-up than stepdown care, and provides more enhanced home support 
rather than rehabilitation. 

The home support service appears to offer a quality service to a very large number of clients and their 
carers. The service is therefore likely to achieve very significant social and health galn, especially where 
the only alternative may be admission to an acute hospital or to long stay care. Such an achievement is 
considered be very much in keeping with the core principles of the national health strategy. 

Recommendations 
In light of the findings of the study and the evolution of the CWT resource over 10 years into a flexible and locally 
responsive sewice, a number of recommendations are made: 

A more descriptive and understandable term should be use to refer to the overall resource, such 
as the "home support service". 

The primary purpose of the service should be redefined so as to include the provision of extra 
support to elderly clients where their ability to return to or remain at home in dignity and 
independence would otherwise be significantly threatened. 

The type of home support, which may change over time, should be described as "rehabilitation 
home support" where the plan is to reach a higher level of independence, or "enhanced home 
support" where rehabilitation may be unrealistic. 

The type of home support should be described in relation to its planned duration -short (e.g. up to 
1 month), medium (e.g. up to 3 months) or longer term (e.g. over 3 months). 

The role of the home support service, the referral process, and the criteria for suitability for home 
support (taking into consideration the clients clinical needs, the home environment and s u ~ o o r t  



systems) should be reviewed, agreed and clearly described (such as in a leaflet) and be made 
widely available to hospital and community staff and other as appropriate. 

Referrals should continue to come from hospitals (i.e. step-down) and from the community (i.e. 
step-up). 

Support by the registered general nurse, home care attendant, physiotherapist and occupational 
therapist, whether singly (typically for enhanced support) or in combination (typically for 
rehabilitation support) should continue to be provided flexibly to meet the needs of the individual 
client. 

The hospital and the home support staff should review their liaison procedures so as to ensure 
that patients in need of enhanced support can access the sewice in a timely and optimal manner. It 
may be helpful to target certain conditions for routine referral such as stroke or hip fractures. It 
may also be helpful to flexibly proportion the resource by hospital or community care area so that 
agreed numbers of step-down clients can be targeted for rehabilitation or enhanced support. 

A client based system for the complete and realistic monitoring of step-down and step-up referrals 
and the ongoing use of the service for rehabilitation and enhanced home support should be 
developed. 

10. As resources come available, the home support service should continue to be developed and 
expanded in light of priority needs. 

I Referrals 1 
I Hospitals (step-down) Community (step-up) I 

Flexible and responsive procedure 

Rehabilitation home support Enhanced home support 

Duration - short (< 1 mt), Medium (<3 mts), Longer term (> 3 mts) 

Ongoing review 



Appendix 1 Analysis by registered general nurse 

1 Profile of clients seen bv registered aeneral nurses in each Communitv Care Area. 

Rehabilitation 
Extended care 
Genera caseioad 

Community 
Hospital 

BeaumoM 
Cappagh 
Cionfafl 
Columciiles 
James Connoli] 
Mafer 
Michaels 
Naas 
James's 
Wncenfs 

Neoplasm 
Endocrine 
Central nervous 

1 Cardiovascular 
Skin 
Musculoskeletal 

- - " . - 
Community Care Area I 

1 2 3 4 5 6 7 8 9 10 Total 
n % n % n % n % n % n % n % n %  n % n %  n %  
179 137 105 253 76 203 69 236 128 225 1 I 1611 



Appendix 2 Analysis by home care attendent 

l~rofile of clients seen by home care attendants in each Community Care Area. 1 

Rehabilitation 
Extended care 
General caseload 

Cornmuni@ 
Hospiiais 

Beaumont 

Clontarf 
Sf Columcilles 
James Connall 
Mater 
St Michaels 

St Wincents 
Tallaght 

Otherlunclear 

Missin = l l  
Female sex 
Has medical card 
Livin alone 
Diagnosis 

Neoplasm 
Endocrine 

1 Central nervous 
Cafdiwascular 
Skin 
Musculoskeletal 
Fracture 

7 6.4 3 3.6 1 1.3 3 2.1 7 5.8 9 4.5 1 0.6 5 3.8 1 2.8 3 2.9 40 3.4 
6 5.5 0 0.0 2 2.7 3 2.1 3 2.5 1 0.5 4 2.5 5 3.8 1 2.8 1 0.9 26 2.2 

18 14.5 18 21.7 11 14.7 31 22.0 14 11.6 28 13.9 30 18.4 24 18.2 10 27.7 l f i  154 1 19R 170 I 

Community Care Area 
1 2 3 4 5 6 7 8 9 10 Total 

n % n %  n % n % n % n % n % n % n % n %  n %  
128 85 80 142 123 207 163 134 37 106 

0 0.0 0 0.0 15 18.8 15 10.9 1 0.8 0 0.0 6 4.4 1 0.8 8 21.6 1 1 0  
59 46.8 75 89.3 2 2 5  23 16.7 5 4.1 61 29.8 59 42.7 8 5.9 21 56.8 93 88.5 
67 53.2 9 10.7 63 787 100 724 117 95.1 144 70.2 73 52.9 125 93.3 8 21.6 11 10.5 

1205 
- 

47 4.0 
406 34.7 
717 613 



Appendix 3 Analysis by physiotherapist 

P l e  of clients seen by physiotherapists in each Community Care Area, 

Support tVpe 
Rehahilitaton 
Extended care 

Referral source t"+-- 

Columciiles 
James Connollj 
Maler 
Michaels 
Naas 
St James's 
Vincents 
Tatlaght 

Otherlunclear 

I Central nervous 
Cardmvascular I Skin 
Musculoskeletal 
Fracture 
Other 

Community care  Area s . 
1 2 3 4 5 6 7 8 9 10 Total 

n % n % n % n % n % n % n % n % n % n % n %  
28 I 0  28 4 24 34 38 43 20 1 

I 



Appendix 4 Analysis by occupational therapist 

ofile of clients seen by occupational therapists in each Comrnunitv Care Area. I 
Cornrnunitv Care ~ r e i  1 

ixtended care 
;enera! caseload 
its in study wk 

lerral source 
:ornrnuniV 
iospital 

Beaurnonl 
Cappagh 
Cloniad 
Columcilles 
James Conndl 
Maier 
Michaels 
Naas 
James's 
Vincenls 
Tallaght 

3therlunclear 
e group (yrs) 
c65 

Cardiovasmlar 
Skin 
Musculoskeletal 
Fracture 
Other 

1 2 3 4 5 6 7 8 9 10 Total 
n % n % n % n % n % n % n % n % n % n % n %  
47 16 7 23 15 21 21 91 39 19 1 259 



Appendix 5 Analysis by rehabilitation support 
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,ofile of clients provided with rehabilitation support in each community care area. (Total includes input 01 team leaders). 

Community Care  Area 
1 2 3 4 5 6 7 8 9 10 Total 

n % n % n % n % n % n % n % n % n % n %  n %  
tai 1 65 12 46 62 27 50 89 87 25 63 1 526 
Iff tvDe I I 

~~ ~~ ~~ 

Zommunity 
Hospital 

Beaumont 

Clontarf 
Columcilies 

Mater 
Michaels 

le orouo lvnl 

3hyiothempisl 
IT 
i C A  
IGN 
;its in study wk 
1 
2 
3-4 
5+ 
ferral source 

23 35.4 4 33.3 0 0.0 25 40.3 4 14.8 12 24.0 31 34.8 27 31.0 6 24.0 20 31.8 
25 38.5 7 58.3 7 15.2 10 16.1 14 51.9 8 16.0 20 22.5 15 17.2 10 40.0 9 14.3 
0 0 0  0 0.0 15 32.6 15 24.2 1 3.7 0 0.0 6 6.7 1 1.2 8 32.0 1 1.6 

17 26.1 1 8.3 24 52.2 11 17.7 8 29.6 26 52.0 31 34.8 32 36.8 1 4.0 29 46.0- 

27 41.5 5 41.7 28 60.9 52 83.9 18 66.7 32 64.0 44 49.4 67 77.0 20 80.0 44 69.8 
19 29.2 6 50.0 9 19.6 6 9.7 2 7.4 8 16.0 22 24.7 15 17.2 3 12.0 15 23.8 
10 15.4 1 8.3 4 8.7 2 3.2 3 11.1 9 18.0 17 19.1 4 4.6 2 8.0 3 4.8 
9 13.9 0 0.0 5 10.8 2 3.2 4 14.8 1 2.0 6 6.7 1 1.2 0 0.0 1 1.6 

. "  . ~ .  , 
<65 0 0.0 0 0.0 2 4.3 12 19.7 11 44.0 10 20.0 4 4.6 6 6.9 
65-74 21 32.8 7 58.3 10 21.7 19 31.1 8 32.0 17 34.0 17 19.3 34 38.1 
7544 18 28.1 3 25.0 25 54.4 21 34.4 6 24.0 11 22.0 44 50.0 41 47.1 
85+ 25 39.1 2 16.7 9 19.6 9 14.8 0 0.0 12 24.0 23 26.1 6 6.9 
Missing = 5 

152 28.9 
125 23.8 
47 8.9 

180 34.2 

,337 64.0 
105 20.0 
55 10.5 
29 5.5 

!male sex 
%medicalcard 
tin# alone 
agnosis 
Meoplasm 
Endonine 
Centralnervous 
Cardiovascular 
Skin 
Musculoskeletal 
Fracture 
Other 
Missing = 9 

45 692 9 75.0 29 63.0 43 69.4 13 48.2 29 58.0 66 74.2 57 65.5 14 56.0 41 65.1 
38 58.5 7 58.3 37 80.4 50 80.7 23 85.2 43 86.0 68 76.4 78 89.6 19 76.0 54 85.7 
24 36.9 6 50.0 22 47.8 18 29.0 9 33.3 15 30.0 27 30.3 29 33.3 8 32.0 18 28.6 

3 4.7 1 8.3 3 6.8 1 1.6 1 3.7 0 0.0 0 0.0 0 0.0 0 0.0 4 6.4 
0 0.0 0 0.0 1 2.3 2 3.2 3 11.1 1 2.0 2 2.4 1 1.1 0 0.0 0 0.0 
5 7.8 1 8.3 2 4.5 9 14.5 2 7.4 4 8.0 9 10.7 7 8.0 3 12.0 4 6.4 

12 18.7 4 33.4 11 25.0 22 35.5 12 44.4 18 36.0 33 39.3 31 35.6 4 16.0 21 33.9 
2 3.1 0 0.0 5 11.4 1 1.6 0 0.0 3 6.0 0 0.0 1 1.2 3 12.0 2 3.2 
9 14.1 1 8.3 3 6.8 8 12.9 3 111  8 16.0 12 14.3 5 5.8 8 32.0 8 12.9 

25 39.1 4 33.4 7 15.9 11 17.8 1 3.7 12 24.0 25 29.8 18 20.7 3 12.0 4 6.5 
8 12.5 1 8.3 12 27.3 8 12.9 5 18.5 4 8.0 3 3.5 24 27.6 4 16.0 19 30.7 

1 
346 65.8 
417 79.3 
176 33.5 

13 2.5 
10 1.9 
46 8.9 

168 32.5 
17 3.3 
85 12.6 

110 21.3 
88 17.0 



Appendix 6 Analysis by extended care support 

Profile of clients provided with extended care in each community care area. iTotalincludeshoutof1eamleaden~. 1 

1 HCA 

Visits in study wk P-- 
1 :: 
Referral source 

commmliy 
Hospital 

Beaumont 
Cappash 
Ciontarf 
Columcllles 
James Connoif 
Matw 
Michaels 
Naas 
James's 

Endocrine 
Central nervous 
Carrllovascular 
Skin 
Musculoskeletal 
Fracture 1 Olherg 
Missin = H 

Communi ty  Care Area 
1 2 3 4 5 6 7 8 9 10 Total 

n % n % n % n % n % n % n % n X n % n % n %  
I 67 166 6 61 5 120 82 22 40 179 

3 1.8 0 0.0 0 0.0 1 1.6 0 0.0 3 2.5 0 0.0 0 0.0 5 12.5 0 0.0 
5 3.0 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0 

59 35.3 75 45.2 2 33.3 23 37.7 5100.0 61 50.8 59 71.9 8 36.4 21 52.5 93 52.0 
100 59.9 91 54.8 4 66.7 37 60.7 0 0.0 56 46.7 23 28.1 14 63.6 14 35.0 86 48.0 

848 

12 1 4  
5 0.6 

406 47.9 
425 50.1 



Appendix 7 Analysis by general caseload 

.ofile of clients provided with care from the general caseload in each community care area. (Total includes input 
tm leaders) 

Communitv Care Area 1 - .. 
I 2 3 4 5 6 7 8 9 10 Total 

n % n % n % n % n % n % n % n % n % n % n %  
45 69 138 302 186 285 92 363 181 126 1 1887 

I 

HCA 
RGN 
sits in study wk 
9 

5+ 
!ferral source 
Community 
Hospital 

Beaumont 
C a p w h  
Clonfarf 
Cofumcilfes 
James Connoll! 
Mafer 
Michaels 
Naas 
James's 
Vincents 
Tallaohf 

~eop4asm 
Endocrine 
Central nervous 
Cardiovascular 
Skin 
Musculoskeletal 
Frachre 
Other 
Missing = 43 



Appendix 8 Study protocol and questionnaires 

Review of the DCUlCWT services 
Protocol for the snapshot survey of activity and client profiles 

The purpose of this survey is to accurately estimate the typical support given to clients through the resources 
provided under the Community Ward (CWT)I District Care Team (DCU). The survey is designed to be carried out as 
easily as possible by the staff in the field. Clearly, the survey cannot cover all potentially interesting dimensions of the 
service, but focuses on some of the key elements Close collaboration between all staff involved in the delivery and 
management of the service is especially important for the smooth running of the study 

It is important that all clients in receipt of care provided by all these staff are reflected in the survey. Hence, clients 
discharged from hospital or referred from the community are included, whether the duration of care is for one or 
many visits over months or years, and whether care is highly structured (such as a rehab in the DCU involving many 
disciplines) or more ad hoc (e.g. a HCA providing care to clients under the direction of the local PHN). 

The steps involved in the survey are as follows: 

1 As a starting point, the General Manager has a list compiled of all staff employed under the DCUlCWT budget in 
the Community Care Area using Form 1. This Form is then forwarded to the Co-ordinator of Services for the 
Elderly. 

2 Via the agreed channels, each of the staff ~rovidinq direct hands-on client care is provided with the appropriate 
number of copies of Form 2. As shown, data on up to five 5 clients are held on each page. 

3 Starting on the Monday of the survey week (2Znd March 1999), for each client visited at home, seen at a health 
centre M in a hospital etc., the data in Form 2 are completed (14 bits of information on each client) by the staff 
member. Should there be any doubt about how data should be recorded, contact should be made with the Co- 
ordinator of Services for the Elderly. 

4 This process continues to the following Sunday (28th March 1999), providing a one week snapshot of the types 
and numbers of clients visited. Please note that administrative work and travel etc. are not reflected in this survey 
- i t  is taken as read that all clients require a significant 'behind the scenes' input over time that is influenced by 
the complexity of need, the type of professional input, and geography etc. The data will be interpreted with this in 
mind. 

5 Completed Form 2s should be forwarded up the line on Monday 29h March, and it is essential that all the original 
forms (not a photocopy) should reach the Ca-ordinatw by Thursday 1" April 1999. The forms may be routed 
through the particular disciplines as agreed locally, and this will ensure accuracy and completeness in data 
collection. 

6 The Co-ordinator allocates a Staff Code number to each DCUlCWT staff member (1-20 etc as sequentially listed 
in Form 1). This code is transferred to the Form 2's as they return from the field. 

7 The Co-ordinator checks each form for completeness, liaising as necessary with the relevant disciplines to 
ensure all the returns are oomplete. For each staff member, the Forms 2s are numbered (page 1, 2 etc), and the 
clients numbered in sequence (1 to 5 on the first page, 6 to 10 on the second page etc) as they appear on the 
Forms using the first dotted box at the beginning of the first row for the client. The primary diagnosis is coded (to 
be agreed) using the ICD box (last dotted box in the second row). The appropriate discipline code (1 to 5) is put 
in the dotted box to the right of the prompts. The Form 2's In the Community Care Area should be grouped and 
filed in order of the Staff Code - this will permit the subsequent retrieval of individual records if required. 

8 By Friday 16th April 1999, all original Form 2s for the CAA should have been collated and forwarded to Dr. Sheila 
MacEvilly (CCA1) who will hold a regional brief. A photocopy of the forms should be retained by the Co-ordinator 
of each CCA. Following a final quality review, the sets from each CCA are forwarded for data entry and 
subsequent analysis. 
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Form 2. Snapshot survev auestionnaire: District Care Unit (DCU) - Communitv Ward Team (CWT). - .  . J 
r-----I r-----8 r - - - - - ,  

X A  : Survey week = 22"d to 2 8 W a r c h  1999. Staff Code j / Page No. / - - - - - -a - - - . - - . - - -. - - . 
CWTlDCU staff member should record data on each client visited (at home, health centre, hospital etc.) between Monday 2P6 and Sunday 28'%arch, 1999. Only face to face activities are included in this survey. 

Sex (Mi FI Med Card N .y  t ives Bloae.c?.ul @f msrmrce ' : ~ & d i a ~ o s @  Support type Date Is' visited No. visits: a, to date br in s~ rvey  wk dCD, .---. 
I 

. . . . , . 
- - - - -  

& m i m e  I n ~ @  . - i  . - Address DOB Age 

. , .  . 

Sex lM; FL j ~ e d  Card U.NI Lives alone. N.W %f:smi[ce ~gjdd~"a~nd$s. Support type Date 1" visited No. visits: a1 i o  date br $n survey nk IICDI 
I 

- - - - - ,  

- - - - -  
Surname , Inn" s . , Address DOB Age 

I 

-- 
sex UI. FI Med Card,w.Nl Lives alone.(v,Nl R?f &rce i@ndia@o& Support type Date I" ~;sited No. visits: a1 to date b, ,n surve) ~ % k  tlCO, 

I 
--..-, 

I 
. . .--.. 

h a m e  . Inname. ' .  ' . . '  Address OOB Age 
I I I 

. . . - . I2 
ex (Mi Fl M e d  Card IW Lives alone IKNI Ref source .M'&idiagnpsis Support type Date 1"  vk~ teo  No. v;sits: a l t o  date 01 ;n survey KV, #XI 

I I I I I 
-..--, 

I 
I I I I 

: .  . . - > - - 
urname p,,&qc . . :i .. . . Address 0 0 8  Age 

I 

:x (hi. fl ' M& C~@IY,NF ti&$lohp n.W @f &ce @&$s . '  Suppon type Date 1' visned No. visits: a1 to dale 01 ~n survey nk llCDl 

I I 
- - - - - 8  

. .  . 
- - - - -  

. . 

1"Referralsource":I=Comrnunity 2=Beaumont 3-Cappagh 4=Clontarf 5-Colurncille 6=JCM 7=Mater 8=Michael 9=Naas 10-StJames 11=SVH lZ=Tallaght 13=0ther 
:type2': I-DCUICWT 2=Chronic Care 3=Extended Care 4-General caseload 5=0ther. (Currently being provided) 
visited" = when client first received % DCUICWT input from you (or your predecessor) since 1' Jan 1998. 

Is to date" = total number of visits lor best estimate) between the "date in visited" until Sunday 21' March 1999 made by you lor your predecessor). 
its in survey week" - number of face to  face visits between Monday 22" and Sunday 2Vh March 1999 made by you for your colleaguel. 


