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SERVICES FOR OLDER PEOPLE

1. BACKGROUND

The Eastern Regional Health Authority since its establishment on 1 March 2000 has statutory
tesponsibility to plan, arrange for and oversee the provision of services in its functional areas.

A priority objective must be the provision of a seamless service through greatet co-ordination
between statutory and voluntary providers. The authority would also wish to engage fully with
community groups involved with the care of older people.

The Health Strategy document ‘Shaping a Healthier Futate? published by the Department of
Health and Children in 1994, st as a primary policy objective ¢ to maintain older pcople in
dignity and independence at home, in accordance with the wishes of older people as expressed in
many rescarch studies’. [t would be the Authority’s intention to plan setvices so that the wishes
of older people to temain in their homes and community can be met to the maximum extent
possible,

The ERHA considered that it was timely to conduct a review of current service provision ancl
future needs, in the light of the new organisational structures and the projected demographic
changes.

The review was required to consider the implementation to date of the 10 YEAR ACTION
PLAN for Services for Older Persons 1999 - 2008’ and to comment on any other areas not
covered by this plan, Mental health services for older people will be considered in a separate
review,

The review aimed to identify existing good practice in the care of older people and the building
blocks for an integrated care system across acute, community and primaty carc services.

1.1 TERMS OF REFERENCE

* To carry out a detailed assessment of the service requirements for older people over the next
10 years

* Toadvisc on service developments to enable older people to maintain their healch status, in
patticular, physical activity and diet

* To carry out a detailed assessment of community support services needed to enable older
people to live at home in dignity and independence, which would include, home helps, public
health nursing and other support services

*  Make recommendations on how the quality of care provided, both residential (public and
private) and community can be assessed and improved where necessary

* To consider the quality of the carc pathway for older paticnts from their home through the
acute hospital sector to their eventual discharpe destination.,

* To review the discharge policy for older patients within the region and arrangements for
provision of follow-up care.

* Toexamine any gap in service provision and collaborative links and liaison with the health
boatds, local authorities, voluntary and private sector agencics,




1.2 METHODS

The aim of this review was to facilitate service improvement and development. The main
objective was the identification of key strengths and weaknesses in local services.

The review process for this review was based upon evidence based processes fort the conduct of
strategic and service reviews and was undetpinned by cutrent research and standards for services
for older people.

A variety of methods, both quantitative and qualitative wese used and also multiple levels of
description. This enabled the Authority to triangulate different sources of information and
different perspectives on cate, so as to identify the common themes and distinct viewpoints.

A multd-disciplinary group (23) representing all the main service providets, voluntary
otganisations and users and caters conducted the review. It split into five sub-groups, each with a
specific care area to examine in more detail. Over the review petiod these groups met with
approximately 200 people. These included medical, therapy, nursing, and administrative staff in
community care areas, acute hospitals, tesidential and nursing units, both public and private, and
independent organisations.

Users of the services were also consulted. In addition to this, research was undertaken into the
functioning of the District Care Units. A number of professional groups also made submissions
about theit services.

The main sources of information used are as follows:

* Written information and documentation concerning operational data, policies and
procedures, scrvice profiles and provider plans and other relevant reports

¢ Questionnaires to users and staff

¢ Demographic data

* Meetings and focus groups with a range of practitioners, managers and representatives of
different agencies, local service users and carers

¢ The review of care pathways through the health and social care system, using stroke as
the tigget condition

1.3 ACKNOWILEDGEMENTS
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stroke services without which it would have been very difficult to develop the proposals.
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SECTION 2

MAIN FINDINGS

2. THE 10 YEAR PLAN: WHERE IS I'T NOW?

The 10 Year Action Plan has now been in operation for three years, This has been used
comptehensively by the three Area Boards to undetpin their planning process and many of the
initiatives outlined in it are in the process of development, It continues to be 2 robust document,
However, the implementation of the plan has been adversely affected by a number of issues/events.

2.1 STAFFING

A considerable element of the plan required a substantial increase in staff both in acute and
community services. While funding has been provided over the last couple of yeats for rectuitment,
majot difficultics have been encountered in actually finding staff, The reasons for these problems are
well known and do not need to be revisited here,

However, the impact on service development and indecd on maintaining existing levels of service
has been profound. The actual infrastructure on which the 10 year plan was based has in many arcas
been weakened, if not actually eroded. This has been patticularly evident in home care services,
public health nursing and community therapies,

The position with many of the home care services such as home help and meals on wheels has been
further compounded by the increasing incapacity of the voluntary provider organisations to meet
existing service needs, let alone expand to meet rising demand. This has primarily been duc to the
age profile of the volunteers and in some cases lack of capital investment in facilitics.

The closute of extended care and respite beds, through nursing shottages, has also impacted
adversely on the system, although this situation is being cutrently addressed through overseas
recruitment,

2.2 CAPITAL DEVELOPMENTS

The plan was patticularly concerned with the need to provide new community units for older people
and also to replace outdated and unsuitable accommodation, It recommended that 29 new units be
constructed over the 10 year petiod. Since 1998, four units have come on line and constructon of a
fifth has commenced. Very little progress has been made in relation to the replacement or
refuthishment of existing buildings, many of which pose health and safety tisks as well as being
unable to provide a quality environment for care.,

The capacity of the Authority to fulfil these aspects of the plan are clearly linked co the avatlability of
NDP and minor capital funding. Given the cutrent NDP allocation, combined with building
inflation, it is very unlikely that the original recommendations will be met. It is therefore incumbent
upon the Authority to investigate other avenues for the procurement of funding for these
developments,




SECTION 3

COMMUNITY CARE

The provision of a wide range of health and social care services in the community is cssential if the
aim of maintaining the majority of older people in their owns homes is to be achieved. A range of
methods was used in order to gain an overall pictute of current provision. These are as follows:

o Research was cartied out into the current functioning of the District Care Units,

¢ Questionnaires were completed by each Area Health Board in relation to the provision of
home helps, home care attendants, day care and respite services,

* Meetings wete held with older peoples care groups in each community care arca

o Written submissions wete made by a varicty of professional groups in the region

3. KEY ISSUES RAISED
3.1 ACCESS TO SERVICES

The review was concerned with whether older people have access to the full range ol services to
meet their needs. In particular it examined whether older people can readily access services offering a
range of specialist expertise and if these services are easily accessible and available over 24 hours, 7
days a week, 365 days a year.

What was apparent from the outset is that access differs according to discipline, Some services
(dictetics, speech and language therapy, clinical psychology) have so few staff that their ability to
provide a service is sevetely limited,

For othet community services access is generally through the Public Health Nurse, Flospital, or GP,

ot by ringing the Health Centre (usually leading to contact with the PLIN). ‘The Public [ealth Nurses
would then refer an older person on to the relevant discipling, if required. [ Towever, even after initial
referral users are faced with extensive waiting times.

Concerns were expressed about the lack of information for the public regarding the available
services and more impottantly there is a need to improve the route of access to make it more user
friendly. However, in rural settings information on access is very well known through local
knowledge.

The lack of transport is a major difficulty for older people in accessing services. Older people are
often dependent on family, neighbours and friends to transport them when attending for hospital

appointments. Transport of patients to out patient’s appointments takes a full day for people from
rural areas,

It is anticipated that the extension of eligibility to a medical card to all people over 70 will impace
hugely on demand for setvices e.g. demand for appliances, chitopody and ophrhalmic services.




3.2 PRIMARY CARE SERVICES

General Practice, as well as providing medical care, is also perceived as being the main aceess point
to other setvices for older people or their carers, Many people when they are becoming increasingly
frail rely on their GP for support and advice and it is therefore very important that the practice is
working closely with PHNs and other community and acute services,

The Inner City Partnerships ate models that work very well linking primary care and community
services. The NICP will have occupational therapy, nursing and social work posts coming up which
should further improve links,

However, links with GPs outside these pattnerships are not as good with many being dependent on
individual relationships. Generally links are better where the GP works from the local health centres,
Of primary concern is the lack of formal liaison between community setvices and ptimary care,
While nursing links ate generally in place with primary care, other disciplines only link directly if
there is a crisis.

In terms of screening for illnesses such as diabetes, incontinence and dementia, there is evidence to
supportt eatly intetvention. Systems need to be introduced to provide for scteening services in
primary care for older people in conjunction with health promotion activities such as sclf-help
groups and ongoing education.

Currently a GP is more likely to refer to a hospital for services (including therapies) with the
resulting impact of pushing primary care to hospitals or to private services. There ate difficulties for
those who cannot afford to pay for private services but may then do without a service resulting in
long term problems.

While the age related services in the acute hospitals are scen as good there is the factor that many
GPs are being deskilled in terms of specialist knowledge about the management of care of older
people. There is a need to move towards a shared care model, especially with the current lack of
community geriatrician sessions. This will requite the provision of training facilities.

GPs have a major role to play in the provision of care to older people in nursing homes, This is a
continuing and pressing problem. The majority of older people in nursing homes are very dependent
and vulnerable and they are entitled to expect a high standard of care by GPs.

The increased GMS pPayment now being made for the care of nutsing home patients should
hopefully ensure that patients are provided with a higher standard of care than is curtently being
expetienced. Many nursing home patients are being unnecessarily moved to acute hospital facilitics,
While there are nursing issucs to be addressed around the administration of intea venous therapy or
warfatin in nursing homes, GPs are in a position to take a lead role in supporting the development
of such scrvices.




3.3 CARE PLANNING

Tndividual care planning is essential for ensuring that complex care packages are dESlgt.led .ar.ld |
initiated to enable older people to be cared for in their own home, with the aim of maintaining their

independence and preventing admission or re-admission to hospital,

A care plan outlines the aims and objectives of cate for the individual, and what actions and
interventions have been arranged in order to achieve them. Carer’s needs are also assessed and
arrangements are made to cnable and support them in their role of cating for an older person.

The review found that it is expected that care planning would be done through the public health
nutsing setvice. After an initial assessment if follow-on services ate required .these.ate refe.rred to the
appropriate discipline, Otherwise cate planning happens informally among dlsciplme.s. It is not
currently practice to have case meetings and there are no procedures in place for review ot foll-ow
up. The District Care Unit (DCU) is the only avenue available where structured care planning is
catried out.

Thete are assessment meetings held for admission into the residential facilities and a
multidisciplinary group does this, The residential facilities were task orfentated but this model has
been recently changed to focus on patient allocation. This is a positive step towards care planning
for older persons,

3.4 SERVICE PROVISION

3.41 COMMUNITY SERVICES

All agencies identified the lack of an integrated, well-developed and responsive range of comtnunity
services as a fundamental delay in the discharge of older petsons. Specifically they pointed to a lack
of home help services, care attendants and meals on wheels, all of which were acknowledged as
pivotal in successfully maintaining older people within their own homes.

Thete was considerable variance in the range of services available across community care areas and
tndeed, differing levels of flexibility and responsiveness in the operation of these schemes.

There was a tesounding belief that waiting lists for these services and their absence in particular
geographical areas hindered timely discharges and, in some cases, removed the possibility of a
discharge home. Participants acknowledged the pressure these services were under but also pointed

to the effect that their current configuration, or lack thereof, had on re-admission rates to acute
hospitals,




3.5 HOME HELP SERVICES
Community Care 1 2 3 4 5 6 7 8 9 10
Area
No. of Home Help 2 ! 6 2 3 2 8 G ! 4
Organisations
No of Staff 106 64 355 266 389 | 218 | 45] 431 1200 340
Weekly HH hours
Average:
Max: 4.5
Total: 20-25

' 2205 800 698 4900 1744
Average nos waiting 46 52 25 0 0 0 40 20 15- 20
Average waiting Iweek — 23 1 week - 0 0 0 ! 1 week — 3-8 days 1 week -
Hime 6 months weeks 8 weeks week [ 2 months 0 months
Tuly 2001

There were calls for greater flexibility in the role and remit of home help services in order that they
could respond to need on a range of levels,

Thete are a number of major problems regarding the delivery of home help services in the region,
These centre on the following areas:

* The shortage of home helps available in the worlk place due to the current economic climate,
At present it is difficult to develop/expand the service due to staff shortages. The lack of a
formal employment structure has a considerable impact., Therc is a need to improve the
working conditions for home helps by offering a guaranteed aumber of hours paid work
each week. Cutrently home helps are only paid for the exact number of hours worked with
each client. There is no houtly rate paid for time taken travelling from one client to another,
or when one of their clients is admitted to hospital ot goes away on holidays,

* Unclear job descriptions and roles and funcrions
* The low ratio of home help organisers to the population and their age profile
* Unclear eligibility criteria for the service and inconsistent financial assessment procedures

* Training for home carc attendants and home helps needs to be developed to be available
when required

* Inability of organisations to provide a 7-day service or to cover holiday periods

* The welcomed increasc in the houtly rate paid to home helps has resulted in home helps
entering into the income (ax system.  "This has resulted in some home helps reducing the
number of hours worked so that they carn the same wage as they did before the increase,
There may be other reasons for wishing to remain earning the same wage, c.g.
Cotporation/County Council rent would be increased with wage increase, medical card
cligibility may be affccted, state benefit of spouse/partner may be affected. However, this
initial reaction should settle down and it is expected that the number of home helps available
in the future should increase.




3.6 HOME CARE ATTENDANTS
Community 1 2 3 4 5 i 7 8 9 10
e e 8 29 12 1 15 11
7 6 4 {(2wie 14 wte 8 2 !
No ofattendants @ 4 (A wte) | (145 {65 (6.1 wie (5.5 wte)
wic) wie) wie) wie)
Hrs per client 1-10 10 10 max 10-12 | 14 4.5 1-7 2
per week (24 special
cases)
Waiting list No list No Yes No Yes Yes No Local ta
& kept PIIN

As can be seen from the above table home care attendants (FICAs) are currently a scarce resource
and yet they are scen to have a key role in enabling an older person to remain at home. A proportion
of the HCAs listed above work exclusively in day centres. FICAs in the community are undertaking
many tasks previously carried out by RGN,

There are inequalities in the service delivered due to the number of HCAs available across the
region. The current service does not provide an evening or weekend service, which is vital as all day
care centres are closed and healthcare services in general are reduced, For many carers the service is
not sufficient to meet their needs,

The review found that there is universal agreement that their numbers should be inereased in the
community so setvices can be further developed eg. twilight services and 24 hour communit y
support services,

The two main issues for consideration are their conditions of employment and the relationship of
this service to home helps.

HCAs have been employed since 1990, but many are still on temporary contracts. Their pay and
structure needs to be examined especially regarding comparability with home helps, TICAs undergo
specific training and genetally carry out more complex tasks. However, many home helps informally
carty out personal cate when there are no HCA services available, What is evident is that neither
service is adequately meeting the needs of the older population,

Consideration needs to be given to the possible amalgamation of home care attendants and home
helps into one service. The development of 4 properly constructed personal care service with its own
clear identity and role could do much to enhance the stancling of home care services as well as
strengthening its position as a key element of the overall provision for older people in the region,




3.7 NURSING

Against a backdrop of increasingly severe staff shottages, the liaison PHN service was acknowledged
as working very well in most cases and their involvement in multi-disciplinaty case conferences were
very valuable. However, there was a fecling that, where possible, liaison should occur on a one to
one basis rather than collecting paper referrals. Also an absence of an integrated community/acute
patient administration system for tracking meant that patient’s referred to the PHIN had their details
recorded manually.

'The review found that the absence of a 24-hous nutsing setvice within the community was a
significant deficit. Twilight services were limited but were to be encouraged, It was also felt that the
profile of gerontology could be raised in the community if appropriate funding and secondment
atrangements could be made for the development of clinical nurse specialist posts.

It was acknowledged that PHNs are increasingly spending mote time on child-health issues and that
this changing trend had implications for the traditionally holistic approach taken by this profession
towatd the older patients under their care,

3.8 RGNs and TWILIGHT SERVICE

It is evident that PHNs are being used more for children and RGN mote for oldert persons and
thercfore it was felt that there is 2 need for more RGN in the community to add to the base
complement even if the vacancies would be difficult to fill,

An increase in the number of RGNs would help to keep people in the home, could provide a
twilight service, be more available to the DCU and take on more early dischatges, Fatlier hospital
discharges were giving tise to more work for RGNs such as wound care (which needs to be provided
immediately with no waiting time),

A twilight service is curtently only available in CCA 4 and has been in existence there since the1980)s,
Itis provided up to 8pm and later in summer.

Some of the issues to be addressed if this setvice is to be further developed are;

* The shortage of RGN posts

* Need to renegotiate the RGNS hours so that nursing staff are available outside of 9-5,
Monday -Iriday

* Safety at night (need to explore use of taxis, working in pairs ctc)

* Payment for nursing out of hours. arrently nurses are given time off in liey and part
payment for working weekends o evenings. The impact of this can be that 40% of the
nursing complement is actually off on any one day

3.9 OCCUPATIONAL THERAPY

Qccupational therapy is a fundamental element of the care for older people and its importance in
enabling oldet people to maintain independence should not be undetestimated. In recent years the
paucity of staff and a numbey of working practices that have developed have meant that the service
is not functioning as cfficiently as desired,




A number of factors were found to have impeded a seamless discharge from the acute sector to the
care of community occupational therapists

() There was considerable frustration around the process of the double-assessment of patients
awaiting discharge to their own homes,

(b)  No direct access to equipment in the community was cited repeatedly.

(©) The limited service available within the community given significant staff shortages hindered
etfective liaison and intelligence sharing around patients

Where liaison posts did exist, they worked well and gave tise to better working arrangements
between acute and community, Where they did not, relationships wete underdeveloped and
frustration was compounded by unnecessary joint-visits, at the expense of an alteady ovet-burdened
clinical workload.

Some therapists suggested that, in the absence of lizison posts, colleagues in community and acute’s
‘shadow’ one another for a week or so to get a better understanding of each other’s workload and
perspective,

OT waiting times are generally longer than for physiotherapy and similarly waiting lists were made
up of a majority of older people. In some ateas it can take up to 3 years for small adaptations to be
cartied out. Other major issues ate in relation to accessing equipment and the waiting times for
suppliets,

3.10 PHYSIOTHERAPY

Waiting titme for physiotherapy varies considerably and can be up to 3-4 months, with older people
comprising about 70-80% of the general waiting list. CCA 4 has no community physiothetapy.

Thete wete similar concerns raised by physiotherapy staff about the level of staffing in the
community and in some cases their own staffing levels, The physiotherapist’s also pointed to
difficulties in sharing intelligence given the absence of liaison posts and the dearth of /limited service
available in some areas, In some areas private physiotherapy sessions have been contracted in order
to provide a basic service,

3.11SPEECH and LANGUAGE THERAPY

Community speech and language thetapy services to date have beeg directed towards children. A
limited out patient service operates from some of the acute hospitals. A recognised need for a
community based setvice for older persons was expressed by all agencies.

3.12 SOCIAL WORK

A significant deficiency identified at acute hospital level was the absence of link social workers for
older people in the community. The lack of follow up in telation to the social and psychological
needs of older patients post discharge was a concern for all hospitals, All departments of social work
called for approptiate emotional suppott for patients and their families including bereavement
counselling. They envisaged 2 role for the community social worker in crisis intervention,
anticipatory care and after-care and could work with the PHNs and GPs in identifying ‘at risk’
patients and those requiting long-term cate in the community. The first posts in this area are
currently being advertised,
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3.13 DIETETICS, PSYCHOLOGISTS

3.14 DAY CARE SERVICES

There are currently approximately 2000 day care places available in the tegion. While this may appeat
a large number of places, in reality many of these places are only available a couple of days a weck.
The range of services provided varies from one day care centre to another and this distinction is
patticular between the Statutory and voluntary organisations,

In general, the following range of services is provided among the centres Operating: - personal care,
physiothetapy, occupational therapy, chiropody, social activities, meals, nutsing care, health advice,
social work service, aromatherapy, yoga, art classes, social outings, chaplaincy service, dancing and

exercising to music, T ransport to and from the Day Care Centre is provided at most centres,

There is 2 serious deficit of cay care services in Wicklow, especially in North Wicklow. In the whole
county, there are only two voluntary day care services; one in Carnew and a 3 days/week Alzheimer’s
Society day care centre in Avoca, which caters for 10 clients /day. North Wicklow has no statutory
or voluntary day cate services at all: thege are a total of 12 places/day in ptivate nursing homes in
Bray that are financed by the health board and limited numbers of people can access the day centre
in St. Joseph’s Crinken Glen and in Loughlinstown Hospital. There are day hospital services in St.
Colman’s Hospital, Rathdrum and in Wicklow District Hospital,

Some agencies maintained that their day hospital was in some cascs, supplementing the absence of
appropriate day carc facilities within their catchment area. All agencics cited the value of appropriate
day care and respite services within theit environs as fundamental in maintaining people in their own
homes,

Approptiate day care support may provide a range of medical and socig] facilities to provide social
interaction, tespite facility for carers and ongoing maintenance and monitoting of health and
functional level. “The full range of day care models are required to proviee the range of support
required for older persons with varying degrees of dependency. These include: Active Retirement
Clubs, Day Centres, Day Care Centres and Day Hospitals.
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3.15 RESPITE CARE
Community 1 2 3 4 5 6 7 8 9 10
Carc Arca
No of tespite 25 | 50 13 4 6 32¥ 14* I* 11 21 + private
beds purchased
Level of tespite 2 2 weeks 2 weeks, V.limited | 2-0 2 weeks per 2-4 weeks On Recurrent 2
available weeks [ but can frequency | due to weeks per | year per year demand week periods
per be depends | staff year over year
year extended | on bed shortages
availability

Beds accessed
through:
Gr
Geriatrician v o v v o v J j

V(initial) v Y(initial) v
Waiting List Yes | Yes Yes Yes No No No Yes Yes Yes
Weekend Yes Yes
Respite
Home Respite Yes Yes

(hone

first

pilot)

# beds shared between 3 CCAs

As can be seen from the above table there is a general lack of respite facilities in the region and
certainly not enough to meet the needs of the ateas. Two weeks once a yeart is not enough for most
clients but there is little flexibility in the system to provide a planned programme, outside of Area 10.

Certainly heavily dependent patients who are dischatged requiting 2 people’s service 7/52 for 1-3 hrs
per day need to have a built in respite facility at time of discharge. Older people living in CCA 8 have
to go to respite facilities outside of the area and as these becs are shared with other areas, places ate
limited,

There is an issue of a lack of places in North Wicklow. Clients have to travel to Rathdrum to access
the service and many refuse because of the stigma of the poorhouse (St. Colman’s was the local
poorhouse) and because there is no public transpott from North Wicklow to Rathdrum,

Currently waiting lists for respite do not appear to be pressing, but it is believed that there arc a
considerable number of people who could do with the service but don’t know about it. In order to
access most of these facilities a geriatrician must assess an older petson and in reality a geriatric
assessment may take several weeks. Many older people who require respite arc not known to
geriatricians, thus prolonging the process. There is a tendency in some areas for respite beds to turn
into long stay beds, leading to a dectease in turnover rates for the beds. Hence the insistence on a
geriatric assessment,

There was a recognised need for hoine respite especially for people with dementia, The pilot home
respite service has highlighted the need and effectiveness of such a service. In some facilities people
with a tendency to wander cannot be accommodated and there is generally considerable difficulty in
accessing respite for Alzheimer patients. Physical premises in some of the older establishments such
as Baggot St and Sir Patrick Dunn’s limit client type.




3.16 REHABILITATION

3.16.1 ACUTE SERVICES

In the vast majority of cases, acute based rehabilitation services were limited. Staff shortages
impacted hugely on the ability of the hospitals to provide the optimum rehabilitation inputs. Where
dedicated teams for the care of the eldetly existed, they provided an excellent service, Referrals to the
age related services were limited by capacity as atany one time up to 1/3 of their beds could be
occupied by patients awaiting extended cate placements,

Access to the Royal Hospital Donnybrook, St.Mary’s Hospital etc, was limited as many rehabilitation
beds were occupied inappropriately. However steps have been taken over the last few months to
address this situation and it has improved. The NRH rately accepts patients over 65,

Rehabilitation is also available in some of the day hospitals but these services are very limited and are
generally targeted towards people in crisis. When a patient requites a mote comptehensive package
they are inevitably admitted to hospital.

3.16.2 DISTRICT CARE UNIT

The District Care Unit provides the best community based rehabilitation option available. They meet
the needs of a wide range of people and have facilitated the discharge home of many older people, A
comprehensive study of the DCUs was undertaken in order to establish current provision,

While the DCUs are carrying out very valuable wortk their services are very stretched. The service has
been hit by the current staff shortages with many of the therapists being required to work in the
general service as well, thus reducing their availability for specialist rehabilitation, This has inevitably
tmpacted on theit ability to meet demand levels, Other parts of the DCU have continued working
with patients for many months after their recommended discharge date because of the unavailability
of other community support services. (Appendix 1)

Whilst all agencies cited the DCU as a valuable sctvice, there was significant variance in agencies
satisfaction with the responsiveness of the team: uncertainty about a patients acceptance to the care
of the team prior to discharge and a tme-lag of between 8 and 11 days for an initial visit following
discharge were to the fore in some agencies experiences. This uncertainty about acceptance by the
DCU meant the difference of familics’ agreement of a home dischatge on occasions, There were also
calls for flexibility in the assessment ctiteria used,

3.16.3 AMPUTEE SERVICE, JCMH

An Amputee service for people over 65yrs operates in JCMH. ¢ autrently 50% of referrals to this
service are from outside RHA. Tt could be developed as a national service.,

Currently the service is experiencing difficulties with funding apptoval for limbs, which comes from
the referring hospital or the patient’s community cate area, These delays impact on patients.
Dedicated beds are requited to facilitate 2 reduction in waiting time and the establishment of
appropriate funding arrangements for limb fitting,

The review considered that there should be a range of flexible and tesponsive rehabilitation scrvices,
which offer older people opportunities to optimise their independence and maintain and/or improve
their functional ability,




Rehabilitation services should cover domiciliary support, community rehabilitation sch‘emes, rapid
response emergency cate, discharge and cushioned discharge arrangements, and i_ntfenswe
rehabilitation activities, Inpatient rehabilitation beds are used for this purpose. It is important that
there are effective links with other specialist services in the hospital and between hospital and

community services,

3.17 RECOMMENDATIONS

1. The ERHA in conjunction with the Area Boatrds needs to establish and agree basic princi!nles
around the provision of setrvices for older people. In particular a commitment to dcvelo.pmg
and ultimately providing flexible 24 hour/7 day a week services should be incotrporated into
service plans,

2. Establish a personal care service within each Area Health Board incorporating home help and
home care attendant services. In order to achieve this it will be necessary to:

o Agree principles for service delivery with the boards

s Audit current providers taking into account organisational feasibility, future options, cost
effectiveness

¢ [dentify providers through partnership arrangements, service contracts and the ptivate sector

¢ Address IR issues re employment status, job equity, terms and conditions and training
opportunities
* Identify process for assessment and review of service provision

3. With the care group approach and the DCU model as a basis, establish specialist community
services for older people,

* A care services group will have responsibility for the assessment, care planning and
management, review and placement of older people. The group will have open membership,
but fundamental to it shall be ring-fenced posts for older people, A manager will have
responsibility for the co-otdination of the work of the group. The group will act as the entry
point to all setvices (except personal care) and will develop close working relationships with
primaty and secondary care services. To achieve this it will be necessary to:

a, Agree composition and objectives of the care groups

b.  Address professional issues particularly where staff shortages requite more flexibility
in jobs and tresponsibilities and an eradication of duplication of assessment

¢. Audit existing community staff and job functions

d. Undertake an otganisational impact analysis

* The District Cate Units should be enhanced with staff appointed solely to those posts. Its
role in providing rehabilitation setvices should be paramount, with any curtent chronic care
service transferred to the personal care section, The DCU should aim to further develop, in
conjunction with Home First an eatly discharge programme.

* Oppottunities to develop rapid response services so as to avoid hospital admission for older
people should be explored and developed when the above groupings are in place

4. Consider specialist nursing posts for older people, This has in some ways been happening by
default with more Asst Ditector PHNSs taking on this role. However this needs to be
expanded into the general setvice with more emphasis on specialist clinical intervention,




10.

Current disincentives to flexible working atrangements for nurses need to be addressed such
as payment for out of hours and weekend working

Lixpand respite services to include the provision of home respite and increase the number of
respite places provided,

Improved transport arrangements should be put in place

Elder abuse and management of it need to be given more attention and resourced.

Well elderly clinics, cxercise groups, health promotion, involving schools in the active age
concept, hypothermia programme, accident prevention all need to become established
programmes within the boards. Many of these Programmes have been run in the past but
funding has not continued. Health promotion is essential for maintaining older peoples

independence

Capital investment in day care facilities is tequired to ensure the expansion of the services




SECTION 4
ACUTE CARE

Bffective discharge planning is central to the delivery of seamless, integrated, patient-centred care.
The achievement of a successful care-pathway is a multi-facetted and cross-functional process that
involves close working relationships amongst health professionals, ongoing consultation, counselling
and advice for patients and carers and a thorough knowledge of roles and responsibilities in effecting
discharge.

4. METHODOLOGY

The Acute Care/Rehabilitation Group was chatged with examining the following;
The current discharge protocols, systems and process in place

The obstacles impeding timely discharge

'The various liaison arrangements in operation and their effectiveness
Identify models of best practice/recommendations

il e

4.1 THE DISCHARGE PROCESS

4.2 CURRENT DISCHARGE ARRANGEMENT'S

It was widely acknowledged that within agencies, dedicated Depastments of Geriatric Medicine ot
Age Related Health Care provided the ‘Gold Standard” service fot older persons.

Multi-disciplinary interventions were generally assuted within the Department. However outside,
generic rehabilitation services were limited,

Delays in refetrals for rehabilitative input resulted in protracted length of stay. In some cascs
referrals for Multi-Disciplinary Team input were made when the patient had been diagnosed
medically fit by the admitting consultant and when it was petceived that long term care was the
only option for the patient,

The majority of agencies already opetate a waiting list prioritised on need for generic rehabilitation
services. In many cases this contributed to discharge without tehabilitation,

In many cases, this need also prompted the first referral to the Geriatric Setvice,
The review recommends that early referral to the Geriatric Service (where appropriate) be
encouraged so that the rehabilitative capacity of the patient be maximised,

Discharge planning beginning as catly as possible was the desired standard though both internal and
external factors militated against timely discharge,




4.3 INTERNAL OBSTACLES TO DISCHARGE

The absence of medical input to case conferences in particular agencies caused concern amongst
participants. This often led to redundant cate planning and confusion.

In a number of hospitals thete were delays in referral to the muld-disciplinaty team (MD'T). Barly
referral is vital and the MDT's need to have flexibility in accepting referrals from different disciplines.

Many agencies pointed to the absence of ‘ting-fenced beds’ for older people as a contributing factor.
A view that beds for older people were ‘expendable’ was a common response. Almost all pointed to
a reduction in their bed cohort over the years.

The review felt that protected care of the elderly beds were of vital necessity if the philosophy of
getiatric medicine were to take root, both for its patients and its staff,

In the majority of agencies, patients over 65 (where applicable) wete not automatically identified on
admission as requiring a geriatric consult, The referral System was computetised in some agencies
but not in the majority,

The absence of a fully staffed MDT was a critical issuc for some agencies. The review group
recommends that ideally the MD'T should have physiotherapy, occupational therapy, speech and
language, social work, psychological and dictetic input,

All disciplines involved in the MDT identified the lack of social wotk scrvice in the community as a
major block to comprehensive discharge planning and ongoing psychosocial support for both
patients and their carers. Discharge Plans coordinated in the hospital requitc 2 community based
social work service to maintain continuity and support.

4.4 EXTERNAL OBSTACLES

The group felt it necessary to distinguish between obstacles to discharge home and discharge o a
long-term care placement in a residential setting,

A. Discharge Home

The delivery and availability of community services affected delays in discharging patients home.
These wete outlined in Section 3.

B. Discharge to Long-Term Care

All agencies pointed to the scarcity of extended care beds and difficulties in accessing contract becls
as a real problem in effecting a timely discharge for their patients.

There was confusion around cligibility criteria for contract beds with most agencies convinced that
comparatively, they were ‘worse ofP than their contemporarics in terms of their allocation, Many
participants felt that private nursing homes ‘cherry-picked’ the

patients and often this led to several visits before a ‘suitable’ candidate was found. The principal

fssues were

* the need to accelerate the re-opening of closed public beds and the fast-tracking of envisaged
new developments in this regard

* that there be an agreed/common assessment too! used in establishing the appropriatencss of
refertals to all facilities, public, ptivate and voluntary

17




ini itl : endency are agreed
thae this assessment tool hus global elinical recognition and that levels of dep y g

L
by all with tunding matched to dependency.
‘ ‘ i rally in a transparent and
* that the allocation of all public/voluntary/private beds be done ci[ntl,'tlly ot [;Otation <
equitable fashion on an Arca Board basis, with a percentage of beds earmarked,
community admissions S .
[ i Ut avai ; . omes
¢ that constderation be given to the levels of care currently available within pnvrate nlursmg
1 . . s ) . . . a
tiy contract beds with a view to community/hospital personnel pl'owdmg services here on an
outreach basis including paramedical, chiropody, inputs and appliances
¢ that these contract heds be contracted on the basis of the individual rather than the bed

* thatdati to support the placement of patients be shared amongst hospital and community on a

periodic basis in a timely fashion,
4.5 DISCHARGL POLICY

Six agencies had some form of 2 written discharge policy, some of which were under review.

The review group recommends that all agencies should have a current discharge policy, available to
all stakeholders and understood fully by hospital staff. The policy should comptise the following

elentents:

*  Recognition of the necessity to continually inform and update patients/carers of changing care-
plans

*  Lixplicit identification of the role of each profession in the discharge process.

*  Acheck-list” of mandatory inputs that must be in place ptior to discharging a patient ie,
discharge summaries etc., post-dischatge care

¢ Strict protocols for notifying GPs of discharged patients

* Al patients should be aware of their aftercare plan on discharge, complete with contact details of
PHN, home help, hospital social work ctc. Ideally they should be aware of the times, frequency
of follow-up visits, prior to discharge, possibly in a personalised explanatory leaflet,

*  Ultimately, the review sroup supports the notion of a ‘patient passport’: transferable records,
which the patient has in his/her possession,

4.6 DAY HOSPITAL

The Day Hospital provides an excellent model for assessinent, consultation, tehabilitation, and
tollow up after discharge when fully opetational. In the majority of the acute hospitals the day
hospital operated five days per week, However, many are badly resourced both in terms of physical
Space, cquipment and staff such as a dedicated medical registrar and MDT in place, thus draining the
resources of the geriatric rehabilitation team. It is recommended that gg A matter of urgency day
hospitals be established in all acute hospitals, which should operate to full capacity with its own
dedicated multidisciplinary team, The availability of day hospitals petrmits the full diagnostic workup
zmd_ treatment of a high percentage of new patients presenting to the service and also permits the
carhf;lr discharge and post discharge care and tehabilitation of many the inpatients, An active day
hospital on an acutc campus has tht? advantages of providing all the treatment and work-up facilities
that are required thus enabling maximal utilitisation of the inpatient beds in the ho

a viable alternative to accident and emergency dep
services.
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Benefits to the hospital
* Prevention of admission and re-admission.
* Better utilization of acute beds,

¢ Facilitate discharge (and hence teducing length of stay). Linking into the discharge planning
process.

* Provision of multidisciplinary rehabilitation e.g. patients with falls and postural instability

* Pivotal link at interface between the hospital and the community in the provision of services for
older people

The establishment of day hospitals, bridging the interface between the hospital and the community,
will serve the aspiration of an increasing older population to remain in their own homes foras long
as possible. Some consideration needs to be given to the development of more integrated service
centres for older people that will incorporate the facilities of the day hospital with more general
medical and social care services. This was a view advocated by some of those consulied during the
review,

47 RECOMMENDATIONS
1. The development of an cffective 24-hout responsive range of community scrvices, modelled
on the principals of the ‘Home First’ pilot in Beaumont hospital, In addition, emphasis
should also be placed on the provision of minimum supports, which are very scarce,

2. Enhanced DCU service with pre discharge decision regarding acceptance and immediate
responsc assurecl,

:\'.)J

The acceleration of the appointment of Discharge Co-ordinators (as per the
recommendations of the ‘Final Report of the Review of Accident & Emergency Services in
the Hastern Region?).

4. In parallel, the establishment of agreed protocols and procedures for discharge planning
across the region with the computetisation of the discharge planning system o support this,
Whete possible, this system should identify potential delays in discharge on admission and be
used to refer patient for multi-disciplinary interventions.

L

Provision of liaison posts in all Community Care Arcas across disciplines in order o facilitate
better working relationghi ps. Integrated information system to support this clectronically
generating discharge letters ete. In the interim, allowing counterparts in the community and
the hospitals to shadow one other.,

6. Transpareat allocation of extended care places based on agreed assessment criteria, This te
include contract beds, Consideration o be given to levels of care cutrently available within

Private Nursing Homes,

7. Site visits to proposed nursing home places with member of MD'T and patient (where
possible) to introduce patient to new environment.

8. Explote possibility of using cost of contract bed or subvention to secure ptivate home care,
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9. The extension of day hospital services within the region with fully staffed MD'T
interventions, Where possible, should be some continuity between staff providing Geriatric

services on in-patient basis and in day hospital. Explore possibility of taking bloods etc, prior
to admission fot assessment.

10. Protected ‘Care of the Elderly beds’

11. The bed norms for acute assessment and secondary rehabilitation outlined in the 10 Year
Action Plan’ should be re-examined in light of the population increase,




SECTION 5
STROKE SERVICES

present in the health care system. Many different bodies had highlighted the inadequacy of stroke
specific setvices within the ERHA.

5. METHODS
* Literature review and needs assessment (Appendix 11)
* Geriatricians submission to the National Health Strategy
* Meetings with hospital and community teams
* Meetings with the voluntary sector

51 MORBIDITY

There were 1854 cases wherte stroke was tecorded as the principal diagnosis (using ICD codes 430-4
and 436) admitted to hospitals in the ERHA region in 1999, see table.

No of discharges with Stroke as Principal Diagnosis in
(patients aged 65+) by Acute Hospital within Eastern
Region (HIPE data 1999)

Hospitals Males Females Total
Beaumont 200 168 368
JCM 33 38 71
Mater 128 151 279
St James's 191 197 388
St Vincent's 153 190 343
AMNCH 61 73 134
Loughlinstown 31 53 84
Naag 50 53 103
St Michael's 33 49 82
Other 1 1 2
Total 881 973 1854

In addition there were 875 cases in those aged <65 years in the ERHA region, yiclding 2729
cases for all ages,

52 KEY FINDINGS ON CURRENT STROKE PROVISION IN THE ERHA

¢ The care pathway for people with stroke is very different in each geographical area with the
resulting impact on mortality and morbidity.

* Thete are few protocols in place in the hospitals for the immediate management of a patient
with stroke, The lack of speech and language therapy means that some patients can wait for
days for a swallowing assessment, This results in a number of people remaining on a drip

unnccessarily. In AMNCH and St Vincent’s nurses have been trained to carry out swallowing
assessments,
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o After initial treatment most patients are admitted to any available bed rather than a specialist
facility. Only AMNCH has 10 specialist beds for stroke patients. The Mater plan on
establishing 6 specialist stroke beds from December 2001, Some of the hospitals have put in
place rudimentary procedutes such as trawling through the hospital to find stroke patients
and then trying to move them all to the same ward.

o Thete is very little multi-disciplinary assessment available, and in some hospitals thete ate no
rehabilitation services, St Vincent’s established a stroke rehabilitation team 10 years ago,
which is eftective. However, there is inconsistency in refetral patterns to the team.

o Patients under 65 have even less access to specialist rehabilitation than older people. Baggot
St community team tries to meet these needs.

e Primary care services for stroke patients are very limited and little has been put in place for
secondary rehabilitation, Patients who experience TIAs (trans ischacmic attacks) are
frequently not referred for scans or specialist opinion at an catly enough point.

*  Support services for patients and families are provided by the volunteer stroke scheme, but
this service is very underfunded.

5.3 BED REQUIREMENTS

The typical district of 250,000 is likely to require about 30 beds to the cate of stroke victims who
have recently had a stroke.

Bed requirements in the ERHA region based on an estimated requirement of 30 beds per

250,000
Year ERHA total Est. no. of beds
population
1996 1,295,939 155
2001 1,412,468 170
2006 1,508,848 180
2011 1,586,015 190

Bed requirements will be higher in the Tast Coast region telative to the other two boards.
5.4 STROKE UNIT DEVELOPMENT

A stroke unit is a service where the acute and rehabilitation cate of the paticnt with stroke is under
the direct care of a specialist with training and expertise in stroke management, in conjunction with a
dedicated interdisciplinary team,

Although this does not of necessity imply a distinct geographical location for the service, it is
preferable to group as much of the service as possible into one atea, so as to facilitate a philosophy
of care, specialist nursing care and cfficient and directed working of the interdisciplinary team,

"There is sufficient evidence to support the setting up of well organised services for acute stroke
patients. The evidence indicates that these services should provide comprehensive care centred on an
integrated multidisciplinary team who have a specialist interest in stroke rehabilitation. The way in
which this is achieved is likely to reflect local circumstances. Stroke unit care does not apparently
increase the time spent in hospital,




The stroke unit approach places the patient under the direct care of a team led by a physician with
specialist expertise in stroke. Acute treatment and rehabilitation should ideally take place as part of a
continuum. In the Irish setting, stroke specialisation takes place among getiatricians, rehabilitationists
and neurologists. The precise contribution of each specialty will telate to local resources and strategic
interests.

5.5 RECOMMENDATIONS FOR ACUTE TREATMENT AND REHABILITATION
IN HOSPITAL

The Stroke Council document makes a number of recommendations re the following:

* the cate of all patients with stroke should be under the cate of an interdisciplinary team led by a
physician with specialist training in stroke, in the setting of a stroke unit, with a clearly defined
continuum of care

¢ all patients with stroke should have access to timely CT/MR scanning, as well as moclalities such
carotid duplex scanning, Senior personnel need to be trained in the teading of CT scans in acute
stroke

* procedutes for thrombolysis in Irish hospitals need to be developed in conjunction with primary
carc if thrombolysis is licensed for the treatment of acute ischacmic stroke,

5.6 REHABILITATION IN THE COMMUNITY
The National Clinical guidelines for Stroke in the UK recommend the following:
L. Specialist stroke services can be delivered to patients, after the acute phase, equally cffectively
in hospital or in the community, provided that the patient can transfer from bed to chair

before going home

2. Specialist day hospital rehabilitation or specialist domiciliary rehabilitation can be offered to
outpatients with equal effect

LS )

Iiach district conducts a needs assessment exercise to determine the level of care so that all
stroke patients in the area have access to the same standatd of care

4. Patients not admitted to hospital should be scen by a specialist rehabilitation team

Stroke-specific community rehabilitation is of limited availability at present. The Stroke Council
recommends the following in relation to community rehabilitation:

* Il out-patient rehabilitation should be made avaitable for all patients of all ages in cach Arca
Health Board atea, on the basis of 250-300 patients discharged to the community/year per
250,000 population

* Transportation should be made available for Out-patient care

* Community services should be developed to encompass the full interdisciplinary team and
appropriately supported to enable teamwork. Current models in Baggot St and the District Care
Units should be enhanced

¢ Other strategics should be developed for rural areas where distances are greater and domiciliary
services maty be mote appropriate

* 'The activities of the Volunteer Stroke Scheme should be developed and supported

*  On-going therapy needs of those in long-term care must be fully supported




SECTION 6

EXTENDED CARE SERVICES

This chapter teflects two different components of the provision of extended cate services. Firstly,
findings are presented from the examination of the ptocess for assessment and access to
extended/long term care for older people. In the second section of this chapter a detailed analysis of
the range of extended cate facilities in the region is provided,

In relation to the assessment and access arrangements the following areas were considered:
¢ identification of current requirement for extended/long term care
¢ implications if requirements for extended/long tetm care not met
* Access and eligibility for extended/long term placements

* criteria and methodology used by hospitals to identify and transfer patients to extended/ long
tetm care placements

* key problems with current operational arrangements relating to selection and placement of
older patients in extended/long term care placements

* Initiatives that could be developed to imptove cutrent status quo (including initiatives
opetating on a pilot basis, cutrently being developed, or that could be adapted from
institutions external to ERHA).

6. IDENTIFICATION OF CURRENT REQUIREMENTS FOR EXTENDED CARE
PLACEMENTS

6.1 Table 1 summarises the current monthly requirements for extended/ long term care placements
for older people.

Table 1

Beaumont | Mater | Naas | SCH | Tallaght | SVHISMH |[JCMH |SJH | TOTAL
25 20 16 20 12 25 15 20 1149

This is based on curtent requirement to effect timely transfer and thereby minimise inappropriate
acute bed occupancy.

It is recognised that this requirement would be significantly reduced if initiatives identificd previously
in Section 3 and 4 were implemented.



There are implications for hospitals if the re
6.2 Table 2 identifies the number of
approptiate for transfer to extended/lon

quirements for extended/long term care are not met,
patients aged 65+ who wete medically assessed as being

g term care facilities and subsequent % of inapproptiate

acute bed occupancy. [soutce “A& E Hospital Returns”’ (ERHA) w/e 08.07.01]

TABLE 2

HOSPITAL | Beaumont | Matet | Naas | SCH | AMNCH SVH | JCM | SJH | T'otal
Long term 52% 58 7 13 28 14 19 46 237
Care Patients

Acute bed 654 469 108 135 | 418 471 {153 | 510 |2918
Complement

%o 5% 11% 6% % | 7% 3% [ 12% | 9% |8%
Inappropriate

Occupancy

[* includes 20 patients who are in contract beds sourced b
release acute beds)

y Beaumont Hospital to

For the six month petiod 07.01.01 — 08.07.01 an average of 7% of ERHA total acute bed

compliment were occupied by patients awaiting a long-

inappropriately occupied for the period were 35838,

In terms of implication for hospitals it is
Depattment admissions and ongoing del
factors for elective inpatient cancellation

08.07.01) based on a weekly average of 223 were 3798,

Bascd on an average length of stay tange of 6
this gtoup of patients is

term placement, The total bed days

generally considered that the current level of Emergency
ay in transferting older patients were the main causal
s. The total cancellations for period (w/c 07.01.01 —

=9 days, the bed day requirement to accommodate
(alos 6 days) 22788 — 34182 (alos 9 days).

Accordingly it would be inappropriate to assume a straightforward replacement - inappropriate bed
day occupancy/clective inpatient bed day requirement and ignore the impact of Emergency

Department admissions. The review identified that it is likely that the majority of

cancelled f¢

alternative accommodation facility for older

clective patients

or this period could have been admiited, should there have been a rapidly accessible

of their treatment.

patients assessed as having completed the acute phase

6.3 CRITERIA AND METHODOLOGY USED BY HOSPITALS TO IDENTIFY AND
TRANSFER PATIENTS

Medical assessment in terms of identifying appropri
facility is undertaken by Care of the Elderly Physici

exception of Naas where the Consultant General Physician undertakes assessment,

atencess for transfer to extended/ lcmg term care
ans and the multi-disciplinary team with the

The assessment includes current medical status, previous medical history, ability in terms of ADL’s

and potential for rehabilitation/physical /mental improvements. The available family suppot,

community support, patient wishes and current accommodation status is also considered.
Curtently no formal financial asscssment is made by the hospital.
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ifi { horised /i ' . nt Area Health
Paticnts are identified for transfer to beds authorised/identified by the releva

Board. The criteria for selection by hospital are:

o length of time waiting (from time of initial identificatiomn)
o geographical proximity of patients/relatives residence to extended care bed

e patient need i.e. hospital or contract bed in nursing home

The criteria for acceptance of patients by the designated nursing home/ public unit
(based on unit staft visiting hospital to assess patients) are:

" gender mix [within unit]
*  dependency of patient

" MRSA status
" paticats / family accepting designated unit

Patients are routinely given two choices and the overall process (bed identified =¥ patient
transterred) can often take 7 — 14 days

The following key problems with current operational arrangements were identified by the acute
hospitals in the region. These views are not necessatily in line with the policy operated by the Area
Boards, but they are important in identifying the different perceptions regarding the management
and usage of public and contract beds, They also contain significant recommendations in terms of
addressing the existing difficulties within the system,

6.4 Access to extended/long term care beds
* insufficient availability of placements to meet current ongoing requirement
* absence of a systematic proactive approach to provision of extended care/contract beds,
* noagreed / negotiated hospital specific annual / monthly quota identified for extended /
long term care beds
* instead —ad hoc reactive response to hospital requirements
* hotransparency as to how beds are allocated to specific hospitals

* placements authorised are routinely geographically inappropriate / difficult to access for
patient’s family.

® patients are not accepted by Units (despite being bed authotised by Area Health Board)
unless personnel from designated unit have first assessed them. [This process routinely tales
> 1 weck,]

* the cost of private nursing home care in the ERHA areq means that patients will be forced to
use the public system increasingly, as will the provision of medical cards to all people > 70,
resulting in a likely increase in demand

* Absence of (readily available} information relating to extended / long tetm care facilities
combined with current allocation / placetnent methoclology and hospital’s requirement to

ensure prompt transfer, largely negates hospital’s ability to provide advance / timely and
clear information relating to selected extended / long term care facility
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6.5 SERVICE PROVISION

The existing extended/long tetm care facilities provide “wpport” and do not generally provide or
resoutce rehabilitation services. This is particulatly important in terms of patients (potentially)
regaining independence skills necessary for a less supportive environment or even retura home,

The extended/long term care units routinely do not accept high dependency, immobile, confused
patients or patients with MRSA, regardless of the contract negotiated by the health board.

The lack of transport facilities for this patient group is an issue particularly where there are
unnccessary delays often causing distress to patients and their families. It is petceived that older
patients are often not scen as a priority by transport services.

It is often unclear what medical support will be provided by the nursing home. This results in
concerns relating to medical treatment continuity. When a patient becomes ill and reqquires hospital
admission, (particularly when the patient has been accommodated in a facility outside of the
hospital’s own catchment area), it is unclear as to which hospital the patient should be readmitted to,
Routinely the patient is admitted to the nearest hospital.

The absence of a systematic ongoing review mechanism for patients transferred to extended/ long
term facilities (particulatly private nugsing homes) is of concern. There ate no oppottunitics for
considering their transfer to less supportive accommodation or home, if their level of dependency
decreases,

There is also no formal review of patient/patient’s Family satisfaction with placement,

6.6 Initiatives that could be developed
(including initiatives operating on a pilot basis, currently being developed or that could be adapted
from institutions external to IIRHA)

6.6.1 Provision of extended / long term care facilities

The Group identified that the primary requircment was the provision of sufficient appropriate
extended/long term care placements. Placement value should form an integral part of the arca health
board provider plan and should be based on the requircment iclentified by the hospital and be
specific For each hospital where the necessary hospital requirement can be valiclated,

Beds should routinely he within g hospital’s own catchment area and/or close to a paticnt’s
residence, This should enable appropriate annual/menthly placement projections to be identified
and a degree of synergy to develop between the hospital and extended / long term care facility, which
is not currently present. The Group recognise thar this will require additional Funding and the
existing arca health board extended care facilities to resume normal operations,

The Group recommends that a Discharge Coordinator (Older Patients) be appointed for each
hospital, thereby ensuring appropriate, prompt and informed transfer to extended care facilities (this
initiative is currently being piloted at St. James’s),

6.6.2 Alternatives to extended care placements

The Group identified that in the absence of alternative community facilities/setvices and/or
appropriate levels of support for the patient at home many patients were being inappropriatcly listed
and subsequently transferred to extended / long term care facilitics,
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Three key facilities/setrvices, which would significantly reduce reliance on extended cate facilities, are
identified as follows:

1. provision of sheltered housing

2. enhanced provision of and ditect access to rehabilitation services. The aim being to ensure
restoration of sufficient skills (ADL’s) / ability to teturn home / be appropriate for sheltered
housing

3. enhanced provision of support services necessary for patient to return home and stay there,
A specific initiative is the Home First Project currently ongoing in Beaumont Hospital in
conjunction with the Notthern Area Health Board and funded by the ERHA. This project
aims to offer alternative options to nursing home care to patients and their carers when
going home. Itis a needs led service and not service driven. In conjunction with a private
provider, cate packages to meet the person’s needs ate put in place to support remaining at
home. The pilot is being carefully researched and should be reporting next year,

"The Group recognise that for these initiatives to be successful in terms of reducing reliance on
extended / long term care facilities they would need to be rapidly accessible,

6.6.3 Prevention of Primary Acute Hospital admission

The Group also identified the need to develop initiatives that were designed to prevent or reduce the
current level of older persons being admitted to acute hospitals. These initiatives centred on the
following areas:

¢ cnhanced respite facilities - including where appropriate ditect admission to extended / long
term cate facilitics from community / home

¢ rchabilitation services, including where appropriate, direct access to rehabilitation services
from community

¢ Day Hospital facilities

* Development of a Falls Clinic
Deveclopment of a setvice designed to minimise curtent unacceptably high level of acute
admissions arising from falls. [Pilot exercise developed at St James’s, validated by ERHA and
awaiting confirmation of funding]

*  Decvelopment of an Osteoporosis Clinic Service
The impact of osteoporosis and necessary methodologies to reduce its impact, particularly in
tetms of reducing acute hospital admissions is well documented [Pilot exercise developed at
St James’s, validated by ERHA and awaiting confirmation of funding]

6.6.4 Planning and integration of services for older people

A Task Force should be established within each area health boatd, comptising approptiate
tepresentation from the area health board, acute hospitals and othet relevant local authorities
with a remit to develop a local comprehensive strategy for the management of older people
within the area health boatd. The ateas to be considered would be:




* Anagreed level of extended care facilities required

* Todevelop and effect joint initiatives designed to ensure appropriate alternatives to extended

/ long term care facilities. This will include identification of appropriate age related medicine
facilities

* To develop necessary audit methodologies and appropriate performance indicators for older
patients managed within hospital and community sectors. This would include evaluation of
initiatives introduced and ongoing usage of extended care facilities

6.7 LONG STAY HOSPITALS/ HOMES, COMMUNITY UNITS AND WELFARE
HOMES

6.8 Methodology

6.8.1 Quantitative

Questionnaires wete sent out to each long stay hospital/home, commuaity unit and welfare home,
Questions were asked on the following ateas:

1. Admission/eligibility criteria

Services available to hospital/home

Quality initiatives to evaluate the service

Guidelines for staff to maximise quality of cate

Protocols/guidelines for elderly abuse

0. Regular reviews of residents

A

Under cach of these areas, hospitals/homes were asked to indicate what they had done in each area,
what barriers they had encounteted and further suggestions in the area,

6.8.2 Qualitative

* Meetings were set up with approptiate personnel from the community units and welfare homes
to investigate areas that are specific to these services

¢ Locus group and in-depth interviews were conducted with over 30 residents from long stay
hospitals/homes, community units and welfare homes to ascertain how the residents felt about
their service and to ask them to make any suggestions/recommendations to improve the service

6.9 ACCESS AND ELIGIBILITY TO NURSING AND EXTENDED CARE BEDS

6.9.1 Long stay hospital/homes

Most have specified admission criteria. These are usually basic requirements such as;
* DPatients must be over 65

* Patients have to be assessed by a gerfatrician
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e DPatients must reside within a patticular community care atea or be referred frotn a particular
hospital

Other criteria stated by some of the providers:
e Receipt of all information from the acute hospital/community prior to admission
® Patient and their family must visit the place ptrior to admission

Community units
All have specificd admission criteria. These were generally along the same lines as above.

Welfare homes
Welfare homes have specified admission criteria, which all homes adhere to.

6.9.2 Barriers to adhering to criteria:

Long stay hospitals/homes and community units

e Pressure from public lobbying groups and politicians sometimes force admission criteria to be
abandoned

¢ Delays in receiving information on the patient in advance of admission

o Hospitals referring patients that do not meet the admission criteria

Community units specifically
No laison nurse in the community to co-ordinate referrals,

Welfare homes specifically
Arranging re-assessment and placement of residents when their health has deteriorated can take a
long time. As a result most of the homes retain residents when they become more dependent.

6.9.3 RECOMMENDATIONS

Long stay hospitals/homes, community units and welfare homes

1. Inform/disseminate admission ctiteria to hospitals, community services and lobbyists to avoid
inappropriate referrals

2. To keep services as local as possible for family and tesident, only refer residents to services in
that area where possible

3. Ensure all correct information comes with patient prior to admission

4. All residents and/or their families should be introduced to the service before admission
ot at least be given information about the place so that they can make an informed decision.
Most of the tesidents interviewed stated that this did not happen but expressed that they would
have liked to have seen the place or at least receive information about it, as it would have
teduced their initial fears of entering care,

Welfare home specifically
1. Ensute 2 more comprehensive multi-disciplinary assessment of clients priot to admission.
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6.10 SERVICES/FACILITIES AVAILABLE TO HOMES AND HOSPITALS

6.10.1 Long stay hospitals/homes and community units
The hospitals/homes were asked to list the services available to residents. The response vatied
greatly from providet to provider.

Most of the providers stated that they felt the services that wege available were not
appropriate/suitable in terms of not having access to particular services of not enough of another

It should be noted that some of the hospitals/homes and units have funding for posts but they are
unable to fill them,

In general the services that seem to be lacking the most were:
* Speech and language therapy

® Nutritionist

¢  Social work

* Diversional therapy

* Autal

* Occupational therapy

¢ Physiotherapy

Welfare homes specifically
* Al patamedical services are provided by the community services. There are long waiting times,
.. up to six months, even whete there is an acute need.

¢ Insome cases chiropody, ophthalmic / aural setvices are poor and are availed of on a private
basis,

6.10.2 RECOMMENDATION

L. All hospitals/homes should have cqual access to necessary services such as allied health
professionals.

2. Residents care to be reviewed periodically by a geriatrician to assess changing need

3. Devclop and provide morte diversional therapy in hospitals/homes

Welfare homes specifically

1. The homes sometimes cater for patients with medium dependency needs when they cannot find
alternative placement for them, Thetefore, there is 2 need for physiothetapy and occupational
therapy on a sessional basis.

2. Provide a transport service so that residents can casily avail of services in the community

6.11 QUALITY INITIATIVES TO EVALUATE SERVICES

6.11.1 Long stay hospitals/homes

Most of the hospitals have had some type of quality initiative, They were generally some of the

following:

¢ Audit/accreditation of service (computerised audit of patient care, clinical audits or acereditation
as part of the overall hospitals acereditation)




* Quality initiative/improvement programme either with an external agency or as an internal
project (Quality programme with Derek Browne Associates, quality improvement in continence,
wound care etc.)

Community units
Half of the six units had some type of quality initiative. They were gencrally the same as above.

Welfare homes
‘There is an absence of quality initiatives in welfare homes. They rely on staff to identify good quality

care and practice,

6.11.2 Batriers to developing quality initiatives
Long stay hospitals/homes, community units and welfare homes
All providers indicated the same barriers

® [inancial tesources

® Staff shortages

e Time

® Training and education

6.113 RECOMMENDATIONS

1.~ Each provider should have a recognised evaluation/accreditation of their service
2. Need to train and educate staff to best practice ctc.

6.12 GUIDELINES FOR NURSING, MEDICAL AND PARAMEDICAL

6.12.1 Nursing guidelines

Long stay hospitals/homes, community units and welfare homes

Adl providers had guidelines for nursing care, The type of guidelines varied from one service to the
next. Some of the guidelines stated were as follows:

* Policies and procedures for specific areas of care such as infection control, continence, drugs etc.
e Staff handbooks and manuals

* Ropen Logan-Tierny

*  General policies and procedures for nursing cate

Medical guidelines
Long stay hospitals/homes, community units and welfare homes

Vety few of the providets have medical guidelines. Where details were given, they were along the
lines of prescription procedures and protocols

Paramedical guidelines
Long stay hospitals/homes, community units and welfare homes

Very few of the providets have patamedical guidelines. Where details were given, they were along the
lines of staff developing theit own standards,
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The barriers to having guidelines

¢ Training/education

¢ Funding (patticulatly for ratifying standards)
* Time

* Staff shortages

6.12.2 RECOMMENDATIONS
1. Recognised guidelines for medical and allied therapist developed in each service providet,
2. Guidelines should also be introduced to other staff members such as cate staff, catering/dictary

6.13 PROTOCOLS FOR ELDER ABUSE

0.13.1 Long stay hospitals/homes

Alot of the providers have developed some protocols. These were generally along the lines of:
* Local policies and procedutes

* Gencral guidelines on abuse but not specifically on older people

Community units
Only one of the six units has developed protocols,

Welfare homes
None have developed protocols.

6.13.2 Bartiers
* Lack of any existing guidelines
* Time involved in developing such guidelines bearing in mind staff shortages

6.13.3 RECOMMENDATIONS

1. Develop an overall Board policy, which can be adapted to each service. These should be
developed in line with the Working Group on Elder Abuse. This Working Group was
established in October 1999 by the Department of Health and Children to advise on the
development of policies, procedures and guidelines in telation to eldet abuse. The Group has
prepared draft policics, procedures and guidelines and these have been introduced on a pilot
phase in two community care areas. Recommendations will be submitted to the Department next
year based on the evaluation of these pilots,

2. Need to educate and train staff around this area
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6.14 CONDUCTING REGULAR REVIEWS OF PATIENT CARE
6.14.1 Long stay hospitals/homes, community units and welfare homes

All services conduct regular reviews of patient care

This occurs in the following ways:
e Care plan reviewed/cevaluated on weekly/monthly basis

s Staff meetings to review patients
e  Ward rounds/reviews ;'
e Datient and/or family satisfaction sutrvey _:

Barriers to conducting reviews

o Time

o Staff

® Hinancial resources (for satisfaction surveys)

6.14,.2 RECOMMENDATIONS

l. Ensure regular multi-disciplinary reviews of residents
2. Have regular client satisfaction sutveys |
3. Have regulat relative/carer satisfaction sutvey in the absence of a resident being able to articulate

theit views !'
4. Establish a multi-disciplinary visiting team for peer review "

6.15 OTHER RECOMMENDATIONS
Long stay hospitals/homes, community units and welfare homes

1. The need for paramedical services and mote of it where it is already provided has been f
highlighted, It is also suggested that consultant geriatrician’s review/re-assess residents
petiodically to assess changing need.

2. A group established to set guidelines on staffing levels and skills mix in relation to number and :
dependency of patients |

3. Formalise/increase links with community services
4. A tesidents committee including family and friends st up to get feedback from service users,

The residents particulatly expressed this wish as they welcomed the oppottunity to discuss their :
setvice and have an input into the planning of service,




5. Ensute environment is homely, spacious and safe
Bedrooms:
There is a need for mote single and double tooms. Most older people are in wards with up to
three or five other residents. This is not conducive to privacy. It was noted during the interviews
with residents that many enjoyed the company of other residents in their watrd and would be
lonely in a room on their own; however, the choice should be there for residents.
Also single rooms are important for medical reasons when a patient is very ill, has an infectious
disease or is dying,

Dining and day rooms

‘These rooms need to be more spacious to cater for all tesidents, In many of the hospitals/ homes
and in particular the community units, these rooms could not accommodate all residents,

Smoking area

There is a need for a designated smoking area for clients separate to the day room as not all
residents smoke

Garden/outdoor facilities
Residents should have the opportunity to have access to a safe outdoot environment. This was
something that was stated as being very important to the residents,

6. Flave a visitors room separate to the day room where familics can visit residents in privacy
instead of using bedrooms

7. Mote variety is needed in the food tesidents eat. Many of them felt that they didn’t have enough
vatiety in their daily meals and would welcome a change in this atea.

8. There is a need to provide more recreation for residents. Residents enjoy day outings and social
events, but expressed that they would welcome more activities,

9. Increase rehabilitation for patients with rehabilitation capability

10. Information and awareness for residents of their rights especially pocket moncey allocation ete,

6.15.1 Welfare homes specifically

Staffing
* Some of the recommendations set out in the 1998 10 Year Action Plan in relation to staffing

have not all been implemented, While some staff improvements have been implemented in some
homes, this is not consistent across all five homes,

* There are concerns with unqualified staff working night duty alone as this shift presents a time of
greatest risk,

Physical Facilitics

* Additional accommodation required for recreational activities.

o Al bomes lack mininal facilities and services, e, g toilets, showers, sluice room | aceess Io same,
® An oratory is required in some homes.

® Basic maintenance suppott can be slow,




Other issues

Homes have no clerical assistance to deal with general administrative duties, Presently the
manager of the home conducts this line of wotk,

Although all five homes are similar, there are variations in operational policies, which affect
standards and quality of services provided. Thete is a need to establish collaboration between
welfare home managers to discuss:

Operational policies

Review of on-going staff training

On-going training for managers to keep up-to-date on cutrent best practice

Managers also stated grading structures in homes should be reviewed.

Change the name of welfare home to ‘residential home’, Residents patticularly want the name
changed.

6.15.2 Community units specifically

"Three of the units are currently providing services for less people than originally set out due to a
lack of space, structural damage and staff shortages,

* In general, the units are too small structurally. For example:
* Thete is only one clinical room fot providing all paramedical and recteational activities
¢ There is very little storage space for equipment
* There is not enough storage space for residents
* The rooms in general are too small for manoeuvring appliances making the delivery of
care difficult, It is suggested that the planning of units should involve all multidisciplinary
personal who have expetience in cating for older persons in consultation with the
atchitectural and technical people.
* Thereis no piped oxygen ot suction available in the units. At present portable cylinders operate
this, which takes up stotage space,
¢ No oratoty
*  More toilet facilities needed
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SECTION 7

USER AND CARERS

A users and carers sub group set about examining the key recommendations from the 10-yeat
Action Plan, and the commitment to involving service users and carers in all aspects of theit
care.

"The sub group held a number of meetings since the end of April last. These involved the
examination of the current planning process for setvices for older people in the eastern region
and the collation and review of literature both national and international on user and carer
centered care. Carers and users were co-opted to the sub group and their opinions and
considerations proved to be very valuable and enlightening,

The following is a list of 9 key recommendations taken from the *10 year Action plan’

* Creation of support group for carers in South Dublin.

o Cteation of small care support groups in East Wicklow and Kildate / West Wicklow,

¢ Carer support groups to be met and liased with on annual basis either at community
catre area or board level as approptiate,

¢ The drafting of a Charter of Rights for Older People.

* The cxtension of the pilot advocacy project to other hospitals and residential homes.

* ‘The setting up of a patient/carer service providet in all hospitals and residential
homes to take on board the views of the patients and caters,

* Introduction of questionnaire type mechanisms to the community.

o Creation of full time posts to link to key voluntary organisations,

* [stablish mechanisms for mectings between provider agencies and key organisations
acting as advocates for older people.

7.1 Progtess has been made on a number of the key recommendations in the following ways:

- Age Action organises and operates a numbet of support groups for carers in South Dublin,
Kildare and Wicklow,

- Cater support groups held an annual meeting in 1999 and a further annual meeting is planned for
later this year

- A Chatter of Rights for Older People in “In-Patient Care” hag been produced along with a
video. The South Western Area Board will launch this charter and video later this year on behalf
of the three area boards and the ERHA.

- The pilot advocacy project, which is located in St. Maty’s Hospital Phoenix Park, has been
extended. The organisation of this program is undet the auspices of Age Action. However,
developing pilot advocacy projects is testricted by the difficulty in recruiting volunteers,

- A questionnaire has been used to establish the views of older people. This cuestionnaire is based

on casc studies of older people and currently operates in two community care areas — Area 4 and
Area 8.
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- The post of Development Officer to link up with voluntary organisations and carer organisations
dealing with older people will shortly be advertised in the N.A.H.B. This is a pilot project and the
Development Officer will initially be engaged on a temporaty basis for 6 months.

_ Area health boards and voluntary agencies ate establishing mechanisms to wotk together on
projects to develop advocacy for older people. This includes annual meetings, joint submissions
on development proposals and joint service planning.

7.2 USER INVOLVEMENT

The involvement of setvice users in all aspects of their care was reviewed. There is a growing
appreciation among setvice providers that establishing a good quality of life for older people reqguires
the involvement of the older petson in the planning of the services that are impottant to them and
which support their choices.

After a very full and useful discussion it was agreed that user and carer involvement in the planning
and development of services should be firmly rooted in:

a) The need to embrace a positive image of ageing. This image recognises that older people are
genetally active, healthy and socially involved.

b) Facilitating ageing in place. Itis the universal wish of older people to live at home and in their
community,

¢) Supporting sclf-sufficiency. From this perspective, services should promote and supportt
independence, tespect choice and place older people at the centre of the planning process.

d) The development of local resoutce centres. These centres will be points of information and
service provision and a locus for the personal empowerment of older pcoplc.

7.3 CARER INVOLVEMENT

Procedures or mechanisms by which the participation of carers in the planning process could be
achieved were discussed. During the discussions it became clear that the basic information on
services available, how to access these services or even access this advice/assistance, often at times
of crisis, was unavailable to the carer. As a result the carer’s perception is that the services are
inadequate for their needs and the carer is forced to rely on their own resources. Therefore carer
interaction with these services is minimal and often negative. New and innovative approaches are
needed to ensure the carer’s input into the planning process.

Carers perform a critical role and their support of family members is very important to the
community,

One key objective for the future should be the development of suppott setvices for carers, There are
three types of supportt the caters need:
¢ Information and advice

® Practical help
* Appreciation and social companionship,
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The needs of carers cannot be compartmentalised or departmentalised and the need of caters are
multifaceted. Carers can find their role stressful and health promotion is essential to help caters
maintain their own health. Local cater groups and other voluntary organisations provide support,
which is vital. These groups give carers the opportunity to meet other caters and exchange ideas.

Carers can become very isolated while cating and these networks are very supportive and can help
integate carers socially.

Carers are very happy with the focus mornings as a social outlet, It gives carers an opportunity to
meet others carers and exchange ideas.

Carers could benefit from;

* Anindependent system of necds assessment introduced with a statutory right to services arising
from the assessment.

®  Access to independent advice and advocacy.

e  User-friendly resource centres for carers at a local level.

* Scamless, co-ordinated total systems of care aimed at facilitating an appropriate range of services
in response to carers’ continuing health and social care needs,

1.

>

7.4 RECOMMENDATIONS

The establishment of a working group to ensute the involvement of users and caters in the
planning process, It has become clear that a new dialogue between users, carers and services
providets needs to be initiated. The future planning process for services and resources for
older pecople must involve representatives of the three main participant groups: usets, carers
and statutory and voluntary providers.

The working group should also examine payments to usets and carers for their participation
in any planning process,

The appointment of an experienced project leader - to facilitate the new dialogue between
uscrs, carers and service planners and providers - is essential, Dialogue should lead to the
development of inter-agency partnerships and multi sectoral service provision, The objective
should be to involve older people in the planning of services, as active participants and not
solely at a consultative level,

Older people should work with the Authority to help establish and influence regional
planning and strategy. At the local level, older people should organise local forums in each
community cate area to identify local needs. These needs should be brought to the attention
of the senior management in the area health hoards. Tocal forums should be established with
an initial budget of £10,000 for each area health board,

The involvement of users should lead to the development of new pattnerships at local and
regional level.

A number of issues need to be considered at both regional and local level, These include
attitudes to ageing, facilitating ageing in place - home and community, promotion of
independence and choice, local resource centres for information service provision and a
locus for the personal empowerment of older people.
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7. The review group recommend that the involvement of users and carers, in what they tefer to
as the new Dialogne, should begin as soon as possible with the aim of being fully operational
by the autumn of 2002, The ERHA should develop a policy on involvement that recognises
that users should participate in the planning ptocess at an early stage.




Appendix 1
Analysis of DCU questionnaire

Intvoduction

The ERHA is undertaking a review of the implementation of the 10 year Action Plan for
Setrvices for Older People, examining both the status of the implementation of the plan
and also considering areas which might have changed since the development of the plan
in 1999. As a part of this review, a small study of the operation of the District Care
Units was undertaken, in order to see how this service has progressed since its inception
in 1990 and how it has developed in cach Community Care Area in response to the
different nceds of the area,

One clement of this study was a survey of DCU clients on the in the second half of July.

This short report provides a description of the findings of the survey.

Method

A series of focus groups were carried out with staff of the DCU (these are descibed in
the report on the focus groups) at which a short questionnaite was developed for each
client of the DCU, using comments and suggestions from the focus group participants.
The goal was to develop a series of questions, which would provide useful information
about the types of clients on the DCU but was at the same time simple to fill out using
information readily available to team members (A copy of the questionnaire is attached).
It was also essential to testrict the questionnaire to one page pet client. It was hoped that
the questionnaires could be filled out at the weekly/fortnightly DCU meetings as each
client was discussed.

Questionnaites were returned for 161 clients on the DCU in the last 2 weeks of July
(except for Area 2, which were for clients in the first 2 weeks of August). Returns were
received from 7 community care areas (Areas 2,3,4,6,7,8,10) and for 11 DCUs in these
arcas (it should be noted that in some areas a number of different DCUs operate
cffectively as one team with joint meetings, while other operate separately). Because of
the vatied coverage of the questionnaire some of the analysis should be treated with
caution (for example in relation to the referring hospitals). Nonetheless the data
collected provides a useful picture of the activities of the DCU in the Eastern Region,

Futther data returns would enhance this.




Findings
In this section the findings of the survey are summatised to give a picture of the type of
clients who use the DCU service. The results ate given for all of the DCU teams

together but where thete are differences among CCAs or DCUs these are highlighted.

Numbets on the DCU

The number of clients on the DCU varied considerably by area, both Areas 8 (Notth
Dublin) and 10 (Co. Wicklow) had 33 clients (in Wicklow there were 24 clients on the
DCU based in Bray and 9 on the DCU for South Wicklow). In Area 8 the clients were
on the Coolock DCU (12) the North County DCU (10) and the Chronic Care Unit based
in Coolock (11). In the othet Areas there wete fewer clients: Area 2 returned
questionnaires for 25 clients, Area 3 for 11; Area 4 had 19 clients; Area 6 had 20 and
Area 7 had 20. Staff shortages (discussed further in the report on the focus groups) have
made it very difficult to operate all DCU teams fully, and in some areas the teams have
been amalgamated, or the decision had been made to teduce the number of teams in
otder to allow more staff for the general service. This accounts for some of the vatiation

in numbets on the DCU in the different areas.

Age of DCU clients

The average age of clients the survey was almost 78 years, while the youngest was 58 and
the oldest 95 years old (there was no data available for 7 clients). Those between the
ages of 80 and 84 were the biggest group comptising some 24% of the sample, while
clients in their 80s accounted for 39% of all DCU clients while those in their 70’

accounted for only 35%. The age distribution of the clients is shown below.

Parcentage of Clients In Differsnt Age Groups
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Of the 9 clients under the age of 65, five were in Atea 6, where the DCU has a policy of

regularly accepting clients under to ages of 65 (sce focus group findings for further

discussion).
Table of Clients in Survey by Age
Under 65 9 6%

65-69 17 11%
70-74 29 18%
75-79 28 17%
80-84 38 24%
85-89 24 15%

90+ 9 6%
N/a 7 4%

161 100%




Referral soutces (and hospital)

Most (76%) of the teferrals to the DCU are from hospitals (step down referrals) with the
rest (38 referrals) coming from GPs. Interestingly, however, Wicklow (Atea 10)
accounited for 20 of the GP referrals, which was 61% of their total referrals, indicating
the emphasis on ‘step up’ refetrals in Area 10. In most other areas GP referrals only

account for a small proportion of clients, while refesrals from different hospitals account

for most of the DCU clients,

Referrals By Hospitals

SH Tallaght ?f;? Jﬁ/M

3% '1| 8c%

St Michaels |

1% :

RH Donnybrook
4%

Cappagh

3%

Beaaumont
18%

kS

Bon Secours
1%

QCith Clontarf
12%

Matar
9%

Droghed
oA SVH
1%

5%

Loughlinstown

6%

'\

GP Referrals i Caritas
23% 1%

"




The number of referrals from hospitals to the DCU often depend on the level of
knowledge of the DCU within the hospital, with the geriatricians and other consultants
looking after older patients. Those who ate familiar with the service ate more likely to
make referrals. This is considered in the discussion of the focus group findings, It
should be noted here, however, that as 7 Community Care Areas only returned data
some hospitals would be under represented because their catchment includes
Community Care Ateas, which have not returned any data. Nonetheless the refetrals are
given by hospital in the chart below, Beaumont and the Orthopaedic Hospital in

Clontatf are the main hospital referrers in this survey.

Hospital Number |Percentage
referred | referred
Beaumont 29 18%
Clontatf 20 12%
Tallaght 13 8%
Loughlinstown 9 6%
Matetr 15 9%
RH Donnybrook 7 4%
St Vincent's 8 5%
Cappagh 6 3%
St James's 5 3%
JCM 6 4%
Caritas 1 1%
Drogheda | 1%
St Michacl's 1 1%
Bon Secoutrs 1 1%
GP Referrals 38 23%
Not available 1 1%
161 100%




As would be expected Beaumont mostly referred to the DCU in CCA 8, which is patt of
their catchment, the Orthopaedic Hospital in Clontarf, however referred more evenly to

the DCUs throughout the region, reflecting its latger catchment as a specialist hospital.

Diagnosis and Mobility

Clients referred to the DCU had a vatiety of diagnoses, but orthopaedic referrals
(including fractures, amputations ctc) wete the most common, comptising almost 40% of
all referrals for whom a diagnosis was returned. Conditions relating to immobility
(including arthritis, Parkinson’s disease and other causes of decreased mobility) wete also
significant as were CVA (strokes), which also accounted for 16%. It should be noted
that although the diagnosed conditions were split into 4 groups for the purposes of
analysts, many of the clients (53) were noted as having more than one condition. Fence
the DCU is often not dealing with one clear-cut medical condition but providing mult
disciplinary support for those with a complex group of diagnoses including those with
psychiatric conditions, as well as on occasion, providing social support. In Arca 8 a
psychologist has begun to provide a setvice to DCU Clients on a trial basis, although
none of the clients in the questionnaire were in receipt of the service. The requirement
for different team members to provide additional DCU services is discussed further
below as well as in the focus group analysis.

The mobility of clients on the DCU was also considered, as mobility provides a good

indicator of how dependent a client is, and how much care they necd.




DCU Client Mobilty

mobile with supervision Dependent
13% 8%

Mabile with assistance of Independently Mobile
one 7%
6%
n/a
2%

Mobile with aid
649%

Most of the clients were mobile with an aid (64%) and they constituted the most
significant group. A small number were independently mobile (they had varying
diagnoses so it wouldn’t be possible to suggest that they constituted a particulas group of
clients). Most of these were receiving short-term rehabilitation from the DCU, they
consisted of a higher proportion of the GP referrals than patients in other mobility
categories, perhaps reflecting the “step up” nature of their DCU admission, intended to
prevent hospital admissions.

Some 9% of clients were in the dependent category, having in effect no mobility and so
requiring a high level of care. Despite the high level of care necessaty for these clients
only half wete regarded as receiving chronic cate rather than shost rehabilitation input
from the DCU, Six of the fifteen dependent clients had had strokes, and the test had
rather varied diagnoses. Arca 8 had most of the dependent clients (7) and most of these

wete receiving chronic care rather than short rehabilitative care,



8
Mobility of DCU clients
Independently mobile 12 | 7%
Mobile with aid 101 | 63% i
Mobile with supervision 20 | 13%
Mobile with assistance of one 9 6%
Dependent 15 9% I
Data not available 4 2%
161 | 100%
}
]
Type of DCU Setvice
The DCU was otiginally set up to provide short-term rehabilitative care to clients in their l
own homes, with the aim of discharging them from the setvice within 12 weeks. As the
service has developed over time there have been some moves to provide an extended :f

care, or chronic care setvice to clients who are not able to live at home with out ]
additional support of the kind provided by the DCU. The main DCU team provides
some of this chronic care, otherwise a special setvice is provided by a designated chronic

cate team (as in Area 8). The different forms of care are discussed in more detail in the

focus group report,




TR

Types of Care provided by the DCU
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Most of the clients on the DCU were receiving Short Term Rehabilitation (76%) with
almost a quatter receiving longer-term chronic care.  Although, it had been mentioned at
the focus groups that occasionally some DCUs provided palliative cate, only one client
was receiving this type of care at the time of the survey. However, although the majority
of the clients were regarded as receiving short-term rehabilitative care, a number of them
had been admitted to the DCU over four months ago.  Nonetheless, none of those
receiving Short-term rehabilitative care were admitted prior to 21.03.01 and so had not
been on the DCU longer than 18 weceks, which while longer than the target of a 12-week
admission would remain an appropriate time period for rehabilitative cate,

Interestingly most of the clients (59%, 20 clients) admitted for chronic care had also been
admitted within the last 4 months, with a further 7 admitted within the last year, A small
minotity (6 clients, 18%) had been admitted to chronic care over a year ago with two of
these admitted in 1995.  There provide an indication that DCU type suppott may
successfully maintain older people in their homes in the longer term, although this would

have to be investigated further.
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DCU service type
Short rehab 123 76%
Chronic Care 34 21%
Short Rehab. /Chronic Care |2 1%
Palliative Care 1 1%
N/a 1 1%
161 100%
Input

Most of the 161 clients for whom information is available, received the services of the
OT (157) and Physiotherapist (1 56).  This would be expected in the context of the
multidisciplinary team approach, in particular because of the limited availability of these
disciplines in the general service, Most of the clients (138) were also receiving RGN
services, while for 74 clients the PHIN was involved in their care as patt of the DCU,
This reflects the differing roles of RGN and PHNs in different community care ateas,
which is discussed in the focus group repott,

Home Care Attendants, whose posts were originally to form an integral part of the DCU
provided setvice to 53 clients (33%) reflecting both the current shortage of Home Care
Attendants and the fact that the Home Care Attendants, from the carly days of the DCU
were based in Health Centes rather than being integrated into the DCU in most areas.
This is discussed further in the focus group report. Some 55 clients have home help
services. The home help is not part of the DCU, but some clients would have had home
help before admission to the DCU and would have retained this service, Other clients
would have required home help after admission and where this was available would
receive it Shottages of home helps mean that many clients have to wait or may not
receive home help services. This is discussed further in the DCU report but it is

recognised that home help is not a part of the DCU and DCU clients do not have

preferential access to the setvice.

T TR T ——




Some of the DCU have a small Speech and Language therapist input. Seven of the
clients in the survey were receiving speech and language therapy as part of the DCU, a
number of others were receiving SLT as outpatients at the hospital from which they had
been discharged. The prevalence of clients with strokes on the DCU means that SLT is
an impottant input, although the shortage of Speech and Language therapists at
community level restricts the availability of the service for older people.

Clients were also receiving other services such as day care, psychiatic services or GP

services which were not patt of their DCU setvice,

Destination

Of the 161 patients discharge decisions had been made of 93 patients (58%) and most of
these 85 were to be discharged to the General Setvices, usually to the care of the PHN.
Other destinations included respite (5 clients) and a few required long term care (1 client)

or admission to an acute hospital (2 clients),
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Introduction

Stroke is an illness with a huge personal and societal impact. It is the most common
cause of acquired physical disability, and is the cause of the second most common
form of dementia, vascular dementia. .It is second only to dementia as the most
expensive illness in health and social care costs, and these costs exceed those of either
cancer or ischaemic heart disease!”’,  Most strokes occur in the over 655. This paper
examines the evidence for effective rehabilitation for stroke and attempts to estimate

the bed requirements for stroke units in the ERHA region,

Demography

Population trends 1996-2011, Eastern Region and Ireland including a net migration inflow
of ~ 10,000 per year 1996-2011 into the Eastern Region

Year Eastern Region Ireland
Agegroup Agegroup
65-74 75+ Total 65+ Totalpop % Totall65-74 75+ Total 65+ Total pop % Total

1996 74908 50,363 125,271 1,295,939 9.7 | 239,351 174,531 413,882 3,626,087 11.4
2001 79149 54,243 133,392 1,412,468 9.4 | 240,936 186,761 427,697 3,833,711 11.2
2006 87,327 56,863 144,190 1,508,848 9.6 | 258,103 196,261 452,354 4,031,435 11.2

2011 99,862 60,991 160,953 1,586,015 10.1 296,381 207,440 503,821 4,201,181 12.0

* Sources: National data-PHIS vdBeta, 1996-2011 projections - M1F2 assumptions, Eastern
Region 1996-2011 prejections: Health Information Unit, Department of Public Health, ERHA ;
natural increase plus the effect of a net inflow of ~10,000 into the area per annum 1996-2111.

From the table it can be seen that the Eastern Region has a smaller population in the
65-74 and 75+ age group than Ireland as a whole age group than Ireland as a whole,

The distribution of the elderly 65+across the three area health boards is as follows:

NAHB 9.7%
SWHB 8.6%
ECHB 11.6%
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In international terms, the incidence seems (o have remained steady however, the
projected increase in the elderly population in Ireland is likely to lead to an increased

prevalence of stroke in the future.

Morbidity

There were 1854 cases where stroke was recorded as the principal diagnosis (using
[CD codes 430-434 and 436) admitted to hospitals in the ERHA region in 1999, sec
table.

No of discharges with Stroke as Principal Diagnosis
in (patients aged 65+) by Acute Hospital within
Eastern Region (HIPE data 1999)

Hospitals Males Females Total
Beaumont 200 168 368
JCM 33 38 71
Mater 128 151 279
St James's 191 197 388
St Vincent's 153 190 343
Tallaght 61 73 134
Loughlinstown 31 53 84
Naas 50 53 103
St Michael's + 383 49 82
Other 1 1 2
Total 881 973 1854



In addition there were 875 cases in those aged <65 years in the ERHA region,

yielding 2729 cases for all ages.

A district with a population of 250,000 would expect to have 500 first-ever and 100
recurrent stroke cases per year (in total about 0.25% of the population) @) About
20% of stroke victims die within the first four weeks, with a further 10% dying within

a year. The in-hospital mortality is 21% in general hospitals in the Bastern Health

Board region.

The typical district of 250,000 is likely to require about 30 beds to the care of stroke

victims who have recently had a stroke'®..

The typical district will have around 1500 stroke survivors living in the community of

which half 750 will have a significant level of disability.

From international studies it is estimated that there are 30,000 people with residual
disability from stroke: of these

¢ 48% have a hemiparesis

¢ 229% cannot walk

o 24-53% need help with activities of daily living

¢ 12-18% aphasic

e 5% have aresidual swallow disorder

e 32% are clinically depressed

o 33% have cognilive impairment

Bed requirements in the ERHA region based on an estimated requirement of 30

beds per 250,000
Year ERHA total Est. no. of beds
population
1996 1,295,939 155
2001 1,412,468 L70
2006 1,508,848 180
2011 1,586,015 190
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Bed requirements will be higher in the East Coast region relative to the other two
boards.

Mortality

Stroke is the principal cause of death in 8.7% of ail deaths in Ireland (1997)37. It

accounts for 6.8% of deaths in Irish men and 7.6% in Irish women aged 65-74%,

Mortality from stroke has been falling for some decades. At all ages the decrease in
death rates in Ireland between 1970-1972 and 1991-1993 was 47% for men and 52%
for women. In the 65-74 year age group the age specific death rates from stroke
decreased from 1978-1980 to 1995-1997 by 46% in Irish men and 56% in Irish

women'’. There are no statistically significant differences between health board

regions in stroke death rates in men. In women death rates from stroke are

significantly higher in the Midland and South Eastern Health Boards and lower in the
ERHA®,

Age standardised Cerebrovascular Mortallty by Sex, all ages,
Eastrern Reglon and Ireland,
1590-1999
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Stroke Council Guidelines

An interdisciplinary initiative from the Council on Stroke of the Irish Heart

Foundation has resulted in the production of guidelines for the development of stroke

services in this country,

Among the aims of the report are to:

.- Outline current best practice in stroke prevention, treatment and rehabilitation .
2. Provide a consensus-derived and realistic basis for the development of healthcare
policy so that the principles of the Health Strategy can be fully implemented for

people with stroke |

Focussed prevention and treatment strategies for stroke can reduce the burden of
death und disability associated with stroke. To this end, this report recommends the

following measures

I} Prevention and health promotion: to develop active programmes for primary,
secondary and tertiary prevention for stroke. The primary prevention could most
usefully be undertaken in conjunction with the Cardiovascular Initiative.
Secondary and tertiary prevention should be based in Stroke Services (below),

2) Acute treatment and rehabilitation: that in every general hospital admitting
patients with acute stroke, people with stroke should be admitted (o 2 Stroke
Service under the care of a dedicated specialist(s) in stroke care, associated
interdisciplinary team, appropriate diagnostic technology (eg, CT/MRI) and a
clearly defined continuum of care. Access to tertiary services (ie, carotid
endarterectomy) should also be available, Rehabilitation strategies should start
from admission and should be continued during the hospital stay,

3) Community rehabilitation : Out-patient rehabilitation should e made available
for all patients of all ages in each Health Board area, on the basis of 250-300

patients discharged to the community/year per 250,000 population. These should

encompass the fyl] interdisciplinary leam with either g domiciliary focus of

adequate transportation if provided as out-patient care, Services should be

available at any age and the model of the stroke services at

Baggot St Hospital,




Dublin should be considered. The activities of the Volunteer Stroke Scheme
should be developed and supported.

4) Stroke Register. A register of people with acute stroke should be set up as a
priority, much on the lines of the cardiac surgery, coronary care and cancer

registries,

The particular emphasis in this report is on organisation of services for Acute

treatment and rehabilitation and community rehabilitation.

Prevention

Risk Factors can be grouped into three main groups: those that are non-modifiable,
those that are modifinble and apply to whole populations and those that occur in
smaller sub-populations and which require o targeted or opportunistic health
promotion approach. Such an approach is described in detail in the Stroke Council

document.

Secondary prevention

A stralegy of sccondary prevention should be undertaken in all those who present to
healthcare providers with stroke, of transient ischaemic altacks (TIA), vascular
dementia or gait dyspraxia. A multiple risk factor intervention is indicated, Appendix

A outlines the National Clinical Guidelines on secondary prevention,

In relation o the organisation of stroke services the management of transient
ischacmic attacks is important, 12% ol paticnts with develop a stroke in the first year,
and 5% annually therealter. Treating 1,000 patients with a history of cercbrovascular
disease (stroke/TIA) will prevent 37 cardiovascular events at 3 years (death, non-fatal

stroke or myocardial infarction).

The Stroke Council recommends that the specialist leading the Stroke Service in each
hospital should provide a rapid-access clinic for TIAs, The clinic nceds access to
appropriate imaging (CT/MRI, dopplers) and a rapid access to a vascular surgery

service., Oul of a population with TIAs and minor strokes it is likely that | 1-12% will




come under serious consideration for carotid endarterectomy which is indicated for

suitable patients with symptomatic carotid stenosis of 70-99%.

Acute treatment and rehabilitation in hospital

The acute care of patients with stroke aims to control and prevent medical and
neurological complications as well as reverse the neurological effects of the stroke
itself. The processes of acute care and early rehabilitation are not easily separated.
The National Clinical Guidelines for Stroke produced by the Royal College of
Physicians UK™® recommend the following with regard to the organisation of stroke

care.

Every organisation involved in the care of stroke patients over the first 6 months
should ensure that stroke patients are the responsibility of and are seen by services

specialising in stroke and rehabilitation (A)

The stroke service should comprise:

i a geographically identified unit acting as a base, and as part of the

inpatient service (A)

i, a co-ordinated multidisciplinary team (A)

. staff with specialist expertise in stroke and rehabilitation (A)
iv, educational programmes for staff, patients and carers (A)

v, agreed protocols for common problems (A)

The most important advance in stroke care is the realisation that organisation of stroke
care into stroke units saves lives, reduces disability and institutionalisation. Evidence

for the effectiveness of stroke units is shown in the table.,




Table Organisation of stroke care; specialised services

Source

Design and sample

Intervention(s)

Conclusions

Stroke Unit Trialists’
Coliaboration, 1998

n=19RCTs,
n=206(} patients

Stroke unit care or general
Medical ward care

Stroke unit care reduces
mortality and morbidity
with no increase in length of
stay

Dekker et al, 1998

n=7 trials,
n=1133 patients

Day hospital outpatient
rehabilitation or routine
care/domiciliary care/nil

Ne finm eonclusions can be
drawn

Kalra, 1994

RCT*
in=141 stroke patients

Stroke unit or general
medical ward

| Stroke unit patients

recovered faster, and more,
and had shorter length of
stay despite less tofal
therapy line

stroke patients after discharge

service

Laursen et al, 1995 RCT#; Stroke unit or general ward Stroke unit discharged fewer
n=65 acute stroke patients 1o nursing home

Logan et al, 1997 RCT*; Enhanced domiciliary OT: Enhanced service reduced
n=111; or normal social services OT | carer distress, and improved

patient function

Indredavik et al, 1997

RCT¥,

Specialist stroke unit ar

Stroke unil benefits

acute stroke patients admitted

n=220; general medical ward sustained; less disability,
5 year follow-up on acute more at home, fewer deaths
palients
Ronning & Guldvog, RCT*; Specialist stroke unit or Stroke ward was more likely
1998a n=550; general medical ward 10 intervene medically, and

reduced stroke recurrence

Indredavik et al, 1998

RCT*,

Specialist stroke unit or

Stroke unit associated with

n=87; general medical ward maore social activities and
5 year follow-up on acute less emotional distress
palients

“*RCT= Randomized Controlled Trial
Extracted from National Clinical Guidelines on Stroke, RCP1 UK 2000

The National Clinical Guidelines for Stroke UK “) are summarised in the Appendix.

What is a stroke unit? "

A stroke unit is a service where the acute and rehabilitation care of the patient with

stroke is under the direct care of a specialist with training and expertise in stroke

management, in conjunction with a dedicated interdisciplinary team.,

Although this does not of necessity imply a distinct geographical location for the
service, it is preferable to group as much of the service as possible into one area, so as
to facilitate a philosophy of care, specialist nursing care and efficient and directed

working of the interdisciplinary team,

There is sufficient evidence to support the setting up of well organised services for
acute stroke patients. The evidence indicates that these services should provide
comprehensive care centred on an integrated multidisciplinary team who have a

specialist interest in stroke rehabilitation. The way in which this is achieved is likely




to reflect local circumstances. Stroke unit care does not apparently increase the time

spent in hospital

The Stroke Unit Trialists' Collaboration paper on a systematic review of randomised
trials has shown that organised stroke unit care resulted in long term reductions in
death, dependency and the need for institutional care. Stroke units reduce the risk of
death or living in an institution at a median of 12 months after a stroke. Mortality is
reduced by 28% at 17 weeks and 25% at | year.. At a median of one year after a

stroke the following results were obtained :-

Type of care

Dead Dead or in institution Dead or dependent
Organised stroke care 20.9% 40.1% 59.8%
Control 25.4% 47.2% 66.4%

Numbers of patients needed to treat in a stroke unit setting to gain one of the

following benefits:

For 1 extra patient ro sutvive: 22 patients treated in a stroke unit
For 1 extra patient to return home 14 patients treated in a stroke unit

Fot 1 cxtra patient to vegain physical independence: 16 patients treated in a stroke unit

The chances of a patient dying were reduced by 18%, of dying or requiring

inslitutional care by 25%, of dying or remaining physically dependent by 29%.

The stroke unit approach places the patient under the direct care of a tcam lead by a
physician with specialist expertise in stroke. Acute treatment and rehabilitation should
ideally take place as part of a continuum, In the lIrish setting, stroke specialisation
takes place among geriatricians, rehabilitationists and neurologists. The precise

contribution of each specialty will relate to local resources and strategic interests.
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Published research on stroke units includes the following as core members of the

stroke rehabilitation team:
Specialist physician
Nursing (specialized where possible)
Physiotherapist
Occupational Therapist
Social Worker
Speech and Language Therapist
Clinical Nutritionist

General practitioner

Access to clinical psychology/neuropsychology, psychiatry, podiatry, orthotic and

pastoral care services are also important but unquantified. Access to vascular surgery

will be indicated for a minority of patients.

The report of the Stroke Council of the THF recommends stroke units the following

staffing levels per 10 dedicated beds based on authoritative review:

BM.J Irish Estimate
Designated Specialist Physician 0.5-1 0.5
NCHD cover Not stated 1.0
Nursing 7-12 11
Physiotherapist -2 2
Occupational Therapist 0.9-1.3 1.3
Social Worker 0.4-0.7 1.0%
Speech and Language Therapist 0.2-0.6 1.0%
Clinical Nutritionist Not stated 1.0
Psychologist Not stated 1.0

*The higher figure is compensatory for the almost complete |

the community in Ireland compared to the United Kingdom,

ack of these services in

il




Selection criteria

There is no evidence to support particular selection criteria for more active
rehabilitation or admission (0 a stroke unit. If anything, those with more severe stroke
have been shown to have the most to gain from it (Stroke Units Trialists'
Collaboration 1998),

Unanswered guestions

One paper has suggested that some caution is required as variations in case mix may
account for 24% of the variance between some stroke rehabilitation outcomes
(Davenport, 1996). It is not also clear whether standard multi-disciplinary care in a

geriatric medical setting will not be equally effective (Stone 1999),

Pharmacological interventions

(see Appendix, National Clinical Guidelines, Acute Treatment)

Two acute pharmaceutical treatments with proven but modest effect are

i) Aspirin: Early use of aspirin after an ischaemic stroke confirmed by CT scan
reduces the risk of death and dependency and improves the chance of complete
recovery®”,  Other trials show continuation of low-dose aspirin long-term post

ischaemic stroke gives long term protection.

it} Intravenous thrombolysis, which may be introduced in Ireland in the near future.

The National Clinical Guidelines for Stroke UK recommend the following:

Thrombolytic treatment with tissue plasminogen acativator (tPA) should be given
only in a specialist centre, within 3 hours of stroke onset (when haemorrhage has
been definitely excluded) (A)

Differences between the trials mean that the 'best' type of thrombolytic to use remains

unknown

The introduction of this therapy will have implications for the delivery of stroke care,
There is likely to be an increase in the number and urgency of referrals. Apart from
improving response time, it requires rapid access to CT/MR, as well as the
development of skills in reading the often subtle signs of established infarction.

Possibilities include intensive training of senior clinical personnel, or the use of tele-
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radiology. There are also ethical difficulties about explaining to compromised patients
and carers the trade-off between the benefits against the ten-fold increase in
symptomatic ICH. Finally, the patient will require intensive monitoring after

thrombolysis.

Rehabilitation

Stroke rehabilitation is an active process beginning during acute hospitalization,
progressing for those with residual impairments to a systematic program of

rehabilitation services, and continuing after the individual returns to the community,

Because the clinical manifestations of stroke are multifaceted and complex, stroke
rehabilitation is best implemented through the coordinated efforts of a team of
rehabilitation professionals. The Stroke Council docuinent recommends that in-
patient rehabilitation of stroke in Ireland should take place either on the general

hospital site or in adequately equipped and staffed rehabilitation hospitals.

A well-conceived rehabilitation management plan is the basis for all rehabilitation.
The first step is to match the patient with the appropriate rehabilitation services and

sefting.

Scientific Basis for Stroke Rehabilitation

Rehabilitation is effective. Al present, however, we cannot easily differentiate
between the influence of specific interventions and the natural recovery process. The
effective delivery of post-stroke rehabilitation requires development of an integrated
care system that spans acute care and rehabilitation, outpatient rehabilitation services,

home care, and community support services.
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[ssues within the Irish healthcare system include:

Lack of a coordinated approach
Lack of full interdisciplinary teams
Rural/urban differences

Age issues

Lack of community resources, lack of transportation to Outpatient care

Recommendations for acute treatment and rehabilitation in hospital

The Stroke Council document makes a number of recommendations re the following:
* the care of all patients with stroke should be under the care of an interdisciplinary

team lead by a physician with specialist training in stroke, in the setting of a stroke
unit, with a clearly defined continuum of care

* all patients with stroke should have access to timely CT/MR scanning, as well as
modalities such carotid duplex scanning. Senior personnel need to be trained in
the reading of CT scans in acute stroke

* procedures for thrombolysis in Irish hospitals need to be developed in conjunction
with primary care if thrombolysis is licenced for the treatment of acute ischaemic

stroke,

Rehabilitation in the community

The National Clincial guidelines for Stroke in the UK recommend the following:

i.  Specialist stroke services can be delivered to patients, after the acute phase,
equally effectively in hospital or in the community, provided that the patienl
can transler from bed to chair before going home (A)

ii. Specialist day hospital rehabilitation or specialist domiciliary rehabilitation
can be offered to outpatients with equal effect (A)

iil. Each district conducts a needs assessment exercise to determine the level of
care so that all stroke patients in the area have access to the same standard of
care (C)

iv. Patients not admitted to hospital should be seen by a specialist rehabilitation
team (A)




Stroke-specific community rehabilitation is of limited availability present. The Stroke

Council recommends the following in relation to community rehabilitation:

Full out-patient rehabilitation should be made available for all patients of all ages
in -each Health Board area, on the basis of 250-300 patients discharged to the
community/year per 250,000 population

Transportation should be made available for Out-patient care

Community services should be developed to encompass the full interdisciplinary
team and appropriately supported to enable team work

Other strategies should be developed for rural areas where distances are greater:
and domiciliary services may be more appropriate

The activities of the Volunteer Stroke Scheme should be developed and supported

On-going therapy needs of those in long-term care must be fully supported

References

L,

Towards excellence in stroke care in Ireland. Stroke Council of Ireland Irish
Heart Foundation. Draft 2 2001.

Getting Research into Practice (GRIP) Stroke Rehabilation. Effective Healthcare
Bulletin April 1994.

Department of Health and Children 1999. Building Healthier Hearts, The Report
of the Cardiovascular Health Strategy Group. Dublin: The Stationery Office

Stroke Unit Trialists' Collaboration. Collaborative systematic review of
randomized trials of organised inpatient (stroke unit care after stroke. BMJ 1997,

314:1151-1159,

Clincial Evidence Issue 5. June 2001 BMJ publishing group.

15




Appendix A

National Clinical Guidelines for Stroke, Royal College of Physicians

UK, Concise Guide
Level of Type of Evidence Grade of
Evidence Recommendation
Ia Meta-analysis of randomized controlled trials A
(RCTs)
Ib At least one RCT A
Ia At least one well designed controlled study but B
without randomization
IIb At least ane well designed quasi-experimental study B
II1 Al least one well designed, non-experimental B
descriptive study (eg comparative studies, correlation
studies, case studies)
IV Expert committee reports, opinions and /or expetiece C
of respected authorities,

Organisation of Stroke Care

a) Every organisation involved in the care of stroke patients over the first 6 months
should ensure that stroke patients are the responsibility of and are seen by services
specialising in stroke and rehabilitation (A)

The stroke service should comprise:

1. a geographically identified unit acting as a base, and as part of the
inpatient service (A)

il. a co-ordinated multidisciplinary team (A)

iii, staff with specialist expertise in stroke and rehabilitation (A)
iv, educational programmes for staff, patients and carers (A)

V. agreed protocols for common problems (A)

b) Specialist stroke services can be delivered to patients, after the acute phase,

equally effectively in hospital or in the community, provided that the patient can
transfer from bed to chair before going home (A)

¢) Specialist day hospital rehabilitation or specialist domiciliary rehabilitation can be
offered to outpatients with equal effect (A)

d) Patients not admitted to hospital should be seen by a specialist rehabilitation team
(A)

16




Carers and families

a) Families should be given information on the nature of stroke and its
manifestations and on relevant local and national services (A), and patients and
carers should be involved in decisions (C)

b) Stroke services must be alert to the likely stress on carers (B).
¢) Family support workers should be involved to help reduce carer distress (A).

d) Patients and their carets should have their individual psychosocial and support
needs reviewed on a regular basis (C)

Diagnosis

a) Stroke is primarily a clinical diagnosis. Confirmation, using imaging, will be
needed if there are unusual clinical features.

b) Brain imaging is required as a matter of urgency if; (B)

e There is a clinical deterioration in the patient’s condition

e Subarachnoid haemorrhage is suspected

» Hydrocephalus secondary to intracereberal haemorrhage is
suspected

e Hydrocephalus secondary to intracerebral haemorrhage is
suspected

¢ Trauma is suspected

¢ The patient is on anticoagulant treatment, ot has a known bleeding
tendency.

¢) Brain imaging should be undertaken in all patients within 48 hours unless
there are good clinical reasons for not doing so (C)

d) The diagnosis should always be reviewed by a neurologist or physician with
special interest in stroke (B)

Acute treatment

a  Aspirin (300mg) should be given as soon as possible after the onset of stroke
symptoms (if a diagnosis of haemorrhage is considered unlikely) (A).

b No other drug treatment aimed at treatment of the stroke should be given unless as
part of a randomised controlled trial (A)

¢ Neurosurgical opinion should be sought for cases of hydrocephalus (B)
d Thrombolytic treatment with tissue plasminogen acativator (tPA) should be given

only in a specialist centre, within 3 hours of stroke onset (when haemorrhage has
been definitely excluded) (A)
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There should be local policies for the early management of hypertension,
hyperglycaemia, hydration and pyrexia (C).

Where stroke has caused weak or paralysed legs, full-length compression
stockings should be applied (unless contra-indicated) to prevent venous
thrombosis (A)

Secondary prevention

d

All patients should have their blood pressure checked, and hypertension persisting
for over one month should be treated. The British Hypertension Society

guidelines for optimal blood pressure treatment targets are: systolic blood pressure
<140 mmHg; diastolic blood pressure <85 mmHg; the minimum accepted level of
control recommended is <[50/<90 mmHg (A).

All patients, not on anticoagulation, should be taking aspirin (50-300mg) daily
(A), or a combination of low-dose aspirin and dipyridamole modified release
(MR). Where patients are aspirin intolerant an alternative antiplatelet agent
{clopidogrel 75mg daily or dipyridamole MR 200 mg twice daily) should be used
(A)

In the presence of a trial fibrillation (A), mitral valve disease, prosthetic heart
valves, or within 3 months of myocardial infarction (C), anticoagulation should be
considered for all patients who have ischaemic stroke.,

Anticoagulation alter transient ischaemic attacks or minor strokes is
contraindicated unless cardiac embolism is suspected (A).

Any patient with a carotid artery area stroke, and minor or absent residual
disability should be considered for carotid endarterectomy (A)

All patients should be assessed and treated for other vascular risk factors and
advised about life-style factors (B).

Therapy with a statin should be considered for all patients with a past history of
myocardial infarction and a cholesterol >5,0 mmol/t following stroke (A)

Rehabilitation

Core principles

d

b
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Any of the current exercise therapics should be practiced within a neurological
framework to improve patient function (A)

All members of the healthcare team should work together with the patient and
family, using an agreed therapeutic approach (B).




¢ Clinicians should use validated assessment measures o assist clinical decision-
making on therapeutic interventions, and monitor patients’ progress during
rehabilitation (C)

Multidisciplinary general assessment:

A A multidisciplinary assessment using a formal procedure or protocol should be
undertaken and documented in the notes within 5 working days of admission (A).
The protocol should include assessment of:

1. Consciousness level, using a validated clinical method, on
admission (C);

il. Swallowing, using a validated, clinical method, to be undertaken
within 24 hours by appropriately trained personnel (C); see Guideline
8.2.a;

iii, The risk of developing pressure sores, undertaken on admission
€,

1v. Nutritional status, using a validated method, to be undertaken
within 48 hours by appropriately trained personnel (B);

V. Cognitive impairment, using a validated clinical method, within 48
hours of regaining consciousness (C);

vi. The patient’s needs in relation to moving and handling, within 48
hours of admission(C).

b) All patients should be referred to a specialist rehabilitation team as soon as
possible, preferably within 7 days of admission (C)

Management

1 Protocols should be adhered to for:

e Management of urinary and faecal incontinence and constipation (B)
e Nutritional support and enteral feeding
¢ Prevention and management of shoulder pain

o Discharge planning
b  Goal setting should involve the patient (B), and family if appropriate (C)

¢ Patients and specific communication difficulties should be assessed by a speech
and language therapist for their suitability for intensive therapy (B)

d Patients should be screened for emotionalism, depression and anxiety within the
first month of stroke, and their mood kept under review (C). when diagnosed, an
intidepressant should be considered (A)
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¢ A physiotherapist with expertise in neuro-disability should co-ordinate therapy to
improve movement performance of patients with stroke (C).

f All patients with difficulties in activities of daily living should be assessed by an
occupational therapist with specialist knowledge in neurological disability (A)

g Carers should receive all necessary equipment and training in moving and
handling, in order to position and transfer the patient safely in the home
environment (B).
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