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If: Healthcare demand and delivery in Ireland
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Reform programmes and plans
guided by the Slaintecare
vision:

‘ Regional Health Areas

National Urgent and Emergency
Care Plan

‘ Enhanced Community Care
‘ Waiting List Action Plan

‘ Modernised Care Pathways

‘ Trauma Programme

‘ Workforce Plan
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HSE Spending....where?

Mental 0:%%25
Health,
59%, Acute
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Source: Department of Health. Health In Ireland: Key Trends 2022. Available at https-/fwww.gov.ie/en/publication/fdc?a-
health-in-ireland-key-trends-2022/ Accessed 10.1.23




If: Healthcare demand and delivery in Ireland

Urgent and Emergency Care Demand
Compared to 2022:

29 million GP Consultations 1 million ‘Out of Hours GP
140,000 Local Injury Units 100,000 ‘ Medical Assessment Unit
1.4 million |ED attendances 365,000 ‘ ED admissions

Also Scheduled Care
1.1 million Day Cases, 3.6 million Outpatients
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Urgent and Emergency Care Demand

Compared to 2022:

+(0.39% ‘ ED attendances +4 .90 ‘ ED attendances patients 275 years

+3.804 ‘ ED admissions +4 200 ‘ ED admissions patients 275 years

Compared to 20109:

+7.7% ‘ ED attendances +21.7% ‘ ED attendances patients 275 years

+7.99; ‘ ED admissions +16.4% ‘ ED admissions patients 275 years
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# TROLLEY CRISIS

October trolley watch stats show
'almost' double numbers this year

than same period in 2020

INMO figures show that there are five times as
many children on trolleys compared to October
2020.

17.2k 26 Oct 31st 2021, 4:34 PM

# CRISIS

Waiting list figures on therise as
more than 550,000 patients
waiting for an appointment

The IHCA criticised the latest figures and said the
Government had failed to meet its own 2019
targets.
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Hospital Name

Cavan
Tullamore
Mercy
Mullingar
Letterkenny
Tipperary
Portiuncula
Mawvan
Kilkenny
Portlacise
CHI Crumilin
CHI Tallaght
CHI Temple 5t

Harm and poor experience

9hr 75+ PET Breaches - full year 2022

6,874
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L5104
4369
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3693
3,527
3,433
3,208
3,201
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3,004
2875
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2,609
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1217 9hr 75+ PET Breaches - full year 2022
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24hr 75+ PET Breaches - full year 2022

2,017
1,452
1.407
1,320
1,260
1,088
1016
758
G678
603
441
385
355 -
304
303
252

121

117

102
S 24hr 75+ PET Breaches - full year 2022
50
35
23

2,708
2,674

22,037
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« Cross-sectional, retrospective observational
study

Trolley on SMR

« Every ED in England April 2016 to March 2018.
The primary outcome was death from all causes
within 30 days of admission

« 7,472,480 patients admitted relating to
5,249,891 patients

« Statistically significant linear increase in
mortality from 5 hours after time of arrival at the
ED up to 12 hours (when accurate data
collection ceased) (p<0.001)

* For every 82 admitted patients whose time to
inpatient bed transfer is delayed beyond 6 to 8
hours from time of arrival at the ED, there is one
extra death

Effect of hours awaiting admission on and ED

©
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Association between delays to patient admission
from the emergency department and all-cause 30-

day mortality

Siman Jones @ ,** Chris Moulton @ ,** Siman Swift @ ,** Paul Molyneux,’
Steve Black @ ,° Neil Mason @ * Richard Oakley @ ? Clifford Mann @

ABSTRACT

Background Delays ta timely admission from
emergency departments (E0s) are known to harm
patients.

Objective To assess and quantify the increased sk
of death resulting from delays to inpatient admissian
from ED's, using Hospital Episode Statistics and Office of
Mational Statistics data in England.

Methods A cross-seciional, retrospective observational
study was camied out of patients admitted from every
type 1 (major) ED in England between Apnl 2016 and
March 201E. The primary qutcome was death from
causes within 30 days of admission. Obs=red mortality
was campared with expected martality, as calculated
using a logistic regression mode to adjust for sex, age,
deprivation, comarbidities, hour of day, month, previous
ED attendances/=mergency admissions and crawding in
the depariment at the fime of the attendance.

Results Between April 2018 and March 2018, 26 738
514 people attended an ED, with 7 472 480 patients
admitted relating ta 5 249 B indhidual patients,

whin constituted the study's dataset. A total of 433

952 deaths accurred within 30 days. The guerall oude
30-day meatality rate was 8.7 1% (95% O E.69% to
8.74%). A statistically significant linear inorease in
muortabity was found from 5 howrs after time of amival at
the ED up to 12 howrs {when aocurate data collection
ceasad) (peh 001} The greatest change in the 30-

day standardized mantality ratio was an 8% increase,
oocuring in the patient cohort that waited in the ED for
mare than & to 8 haurs fram the time of arrival
Conclusions Delays to haspital inpatient admission
far patients in excess of 5 hours fram time of amival at
the ED are assaciated with an increase in ali-cause 30-
day mortality. Between 5 and 12 hours, delays cause a
predictable dose—response effect. For every B2 admitted
patients whose time to inpatient bed transfer is delayed
beyond & to & hours from fime of arrival at the ED, there
is one extra death.

INTRODUCTION

In England, by the end of the 20th century, demo-
graphic changes and redoced numbers of acute
haspital beds had resulted in crowded emergency
departments (EDs) and leng delays for patients. In
conssquence, the MHS 4-hour operational standard
was introduced in 2004 and shortly thereafter, the
ather nations of the UK and several ather countries,
such as Canada and Aunstralia, introduced smilar
standards for ED waiting times.'™ (The 4-hour

What is already knowm on this subject

=+ Smiall studies from Canada and Australia have
indicated that there is an increased mortality
rate amang patients wha experience delays
in admission to an inpatient bed fram the
emargency department (ED).

Counterfactual modelling has shown reduced
patient mortality as a result of the NHS 4-hour
operational standard. The NHS Benchmarking
Network found a coefficient of determination
{R? value) of 0.07 betwesn time greater than
4 hours in the ED'and a hospital's Summary
Hospital-level Mortality Indicatar.

1

What this study adds

=+ This study of over five million NH5 patients
shaws an increase in all-cause 30-day martality
that is independenty associated with delays

to hospital admission from the ED rather than
with crowding alone.

The standardised martality rate starts to rise
from 5 hours after the patient’s time of arrival
at the ED.

The increasing effect of long stays in the ED
before inpatient admission can be measured
and represented as a number needed to harm
metric: after 6-8 hours, there is one extra death
for every 82 patients delayed.

1

1

standard is a hinary time threshold for discharge,
admisson or transfer; it starts when the patient
arrives at the ED, and time in the ED beyond 4
hours is a *breach” of the “target’.)

For more than a decade, the 4-hour standard
served both patients and the NHS well but, during
the pust few years, further increases in the demand
for urgent and emergency care have exacerbated
Tong waits for hospital admission.® By 2019-2020,
over 3.2 of all ED patients waited in the ED for
more than 12 hours from their time of arrival.” Long
ED delaps are mast often cansed by exit biock
due to a lack of available inpatient beds. This was
d ted vsng data coll d from all English
EDs aver a 90-day period by an MHS economics
team. They showed that higher inpatient bed oeoa-
pancy was correlated with longer ED waiting times,
bat with a non-linear association.®

168 w

lones 5,

. Emeng Med | 202239:168-173. dor 10,11 3lemermed-2021-211572 BMJ
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Overnight Stay in the Emergency Department and
Mortality in Older Patients

Melanie Roussel, MD1; Daorian Teissandier, I‘l.-'IDz; Youri Yordanov, MD, F‘hDa*q; etal

# Author Affiliations
JAMA Intern Med. Published online November 6, 2023. doi:10.1001/jamainternmed.2023.5961

Editorial _ ]
Comment 10 interviews

Key Points

Question |s spending a night in the emergency department (ED) associated with increased in-hospital mortality
and morbidity among older patients?

Findings This French cohort study of 1598 patients 75 years and older, those who spent a night in the ED showed
a higher in-hospital mortality rate and increased risk of adverse events compared with patients admitted to a
ward before midnight. This finding was particularly notable among patients with limited autonomy.

Meaning These findings suggest that older patients, particularly those with limited autonomy, who spend the

night in the ED awaiting hospital admission may have a higher risk of in-hospital mortality and morbidity; they

14



Findings from the National In-patient Experience Survey
2022

Although older adults value, trust and believe in the healthcare system, their experience is poor

@ Emergency Department @ Stay on the wards

72% of patients were given 30% of patients could find 60% of patients felt they were

enough privacy when being someone to talk about their involved in decisions about their

examined or treated in the ED worries and fears discharge

57% of patients got answers 47%. of patients got help from 37% of patients got information

they could understand from staff in time to get to the about medication side effects

doctors and nurses in the ED bathroom or toilet going home

30% of patients waited over 12 62% of patients had enough time 36% of families got all the

hours for admission to a ward to discuss their care or treatment information needed to help care
with a doctor for patients at home

“The A&E was like a battlefield” “Noise levels were very bad” “I felt overwhelmed “
“Very frightening place” “Being moved was “l was waiting all day to be

disturbing & hard to cope told if | was going home*

“l was left on my own from with”

9am to 9pm not knowing “There was no curtain “Sent me to respite and
whether | was going to be around my bed” had to re-admit me a da
discharged or not” later” y

https://www.hse.ie/eng/about/who/acute-hospitals-division/national-patient-experience-survey/

15
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Where we are

Standardising of care
through clinical
leadership

?x Slaintecare as a
template for future
care

Patient expectations
ﬂﬁﬁ and empowerment

Pandemic response
and aftermath

Clinical Reform

(®  National healthcare
0e® '
';‘ strategies and
programmes

®
ﬁy Community programmes
ﬁ development
f@: . .
1_! Precision medicine

@ Public Health Reform

Moulding and leading
& a workforce;

Path Ahead
f Regionalisation

Increased digital
enablement

Sme  Patient involvement
ﬂﬂﬁ and participation

Defining correct
Q capacity for healthcare
needs

supporting reform
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F 3 Year Framework UEC

Improve the quality of care for patients and reduce
unwanted variationthrough the implementation of
evidence-based interventions

™, ccicesto

rvices in an
e users

Establish integ AEHEE Hwi‘:ﬂ ﬂﬁmands Progress and enable high-
. ta : i t ti 1
governance, accoun a“d I:"JIH mpa‘:“y. H“d |mipn?;r03;::]:2rl‘tt)sna

leadership
Mandated and empow: napﬂ ﬁ“t}' | services by Adopting high impact

E performance expec ‘e pathways operational best practice across
= remove barriers for: - . - P rated care the integrated care system
a againstthose expecte.  IAlIAiNG capacity and capability
ensure fidelity to th« h E ¥
uilding to current and future
© I population needs and
C -ational and strategic decisions.

@ demography
7
E Setting up UEC Knowile! indin sharing UEC knowledge, learningsand insights.
<
=
i

Implementing measures to enable flexible, collaborative and supportive ways of working towards common goals

@ Partner to implement key eHealth solutions

Progressing the implementation of agreed eHealth solutions to accelerate progress on UEC goals; leveragingnational eHealth plans/ programmes as
appropriate.




UEC Integrated Capacity Plan

Proposal for additional acute inpatient beds and
community-based beds

24 July 2023




f: 3 Year Framework UEC

Improve the quality of care for patients and reduce
unwanted variationthrough the implementation of
evidence-based interventions

To provide a common view and clear blueprintforlocal services to
optimise the delivery of urgentand emergency care services in an
integrated delivery system for patient )

Establish integrated Assess service demands
governance, accountability and and build capacity and Progress d nd e nab'e high'
leadership capability im pact operat[ona|
Mandated and empowered to set Aligning capacity and capability Transfor 3
E performance expectations, building to current and future adaptin lmprovements
= remove barriers for delivery population needs and that ur . > <
o againstthose expectations and demography Adopnﬂg hlgh 'mPQCt
ensure fidelity to the vision operational best practice across
@ T ——— the integrated care system
Optimising the use and analysis of data so as to drive better informec
® @ Mobilise UEC Knowledge
o Setting up UEC Knowledge Networks to support staff across the systemin driving quality im
o
©
AT @ Enable and empower staff
Implementing measures to enable flexible, collaborative and supportive ways of working towards common goals
@ Partner to implement key eHealth solutions

Progressing the implementation of agreed eHealth solutions to accelerate progress on UEC goals; leveragingnational eHealth plans/ programmes as
appropriate.
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Emergency Department (ED) Operations

In Hospital Operations
Discharge Operations

Hospital Avoidance
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If: Left Shift

Abstract citation ID: afad156.274

E HOSPITAL AT HOME—A POTENTIAL ALTERNATIVE OPTION
TO ACUTE HOSPITAL ADMISSION FOR OLDER ADULTS

Unwersity Hospital Galway, Gaiway, reland

Background: Novel ways  respond to the acute care needs of older adults are needed.
Hospital at Home (H@H) could be a viable alternative 1 emergency hospitalisation
We developed inclusion and exclusion criteria for sclected medical conditions that
could cheoretically be treated in a hospital ac home sewting if supported by a geriaric
medicine multidisciplinary tcam with a consultant, Advanced Nurse Pracritioner (ANP),
Physiotherapist (PT) and Cacupational Therapist (OT).

Methods: We completed a recrospective cohort study of unscdlected medical admissions over
a wo week period in a level four hospital. We developed illness specific criteria for sable
paticnts that if met could allow a patient to be treated in 2 hospital ac home environment.
These d included ¢ acquired pneumonia, congestive cardiac failure,
COPD exacerbation and urinary tract infection.

Results: There were 307 medical admissions over the study period, with 144 over the age
of 75 (47%). Mcan age 83.2. 59 paticnts met our inclusion criteria for a potential H@H
service (419%). All p:(clcnu were d'.‘n.km,- stable based on admission vital ;.p‘;m The mean MEDICAL ADMISSIONS SUIABRITY %
length of stay was shorter for paticnts digible for H@H than patients who did not meet

the criteria (9 days vs 14 days, p 0.01), and paticnts meeting the H@H criteria were more <75 years B 275 years
likely to be discharged home directly. They were less likely to have needed occupational
therapy (32% vs 52%, p = 0.02) or medical social worker input (229 vs 42%). There was
no difference in frailty category or readmission rates by whether or not a patient met the
He@H criteria.

Condlusion: Over 40% of unsclected medical ke paticnts were of a low acuity thac
could have theoretically met our inclusion criteria for a supported hospital at home model.
Strategics are needed o support expansion of this modd of care.

Total Number of
Medical

Patients< 75 years 163
Paticnts 2 75 years 144

Pie-chart 2. Suitability for Hospital at Home
Pie-chart 1. Medical Admissions over two week period
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Jan 2023

Mar 2023

Geriatric Medicine
Median LOS
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f: 3 Year Framework UEC

Improve the quality of care for patients and reduce
unwanted variationthrough the implementation of
evidence-based interventions

To provide a common view and clear blueprintforlocal services to
optimise the delivery of urgentand emergency care services in an
integrated delivery s - -

Design and
Establish integrated Assess service dema a dapt 'C”nlﬂﬂl EEWIEEE nd enable high-
governance, accountability and and build capacity a operational
leadership capability ovements
Mandated and empowered to set Aligning capacity and cap - o - 3 high impact
E performance expectations, building to current and fi Tl"ﬂl'lﬁfﬂﬂ'l'lll'l-ﬂ clinical services h.-'f. :st practice across
= remove barriers for delivery population needs an adapting agreed care pathways ted care system
o againstthose expectations and demography = =
ensure fidelity to the vision that un[:lﬂrp-ln Intﬂgr-utm:l care
Optimising the use and analysis of dataso as ¢
® @ Mobilise Ucu nnuwieuye mnewwuvins
o Setting up UEC Knowledge Networksto support staff across the system in driving quality improvements andin sharing UEC knowledge, learnings and insights.
o
©
AT @ Enable and empower staff
Implementing measures to enable flexible, collaborative and supportive ways of working towards common goals
@ Partner to implement key eHealth solutions
Progressing the implementation of agreed eHealth solutions to accelerate progress on UEC goals; leveragingnational eHealth plans/ programmes as
appropriate.
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National Ambulance Service (NAS)

EEEEE

National Acute Medicine Programme (NAMP)

EMERGENCY
MEDICINE

National Emergency Medicine Programme (NEMP)

NCPS@

National Clinical Programme for Surgery (NCPS)
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National Office for Trauma Services (NOTS)
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National Clinical Programme for Older People (NCPOP)
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F Re-design

Urgent & Emergency Care for Older Adults

* Diabetes, Heart
Failure & Arthritis

* Widow

(1) Early identification of older adults at risk

@mmmlmmw&lml Care

Hospital Avoidance

Specialist Gerontology Services

{esT or)

* GP/CHN/PC

QT

* MNAS

¥ Residential Care

- Public Health, Mental
Health, Palliative Care

- Living well & Home

= NGODs

Emergency Care

= SCresening to
identify older
adults & risk

= Early access to
‘Frailty at the
Front Door’ FFD
CGA & CM

—

In-hospital Care
Specialist
Gerontology
Wards [50%)

CGA B Case
management

—
.l

Hospital Wide

CGA & Case
Management

P
-

g2

MK

(3) "Home First’ & early integrated
discharge planning
-
_i" Anda ﬁ
=
v v i
Home +/- Post-Acuta Residential Care
with CHM & Care & (=3%)
Living Well at Rehabilitation
Home (1238);
0] || Ambulatory &
support (20%] Resident
[ T E ua b EH

]
1 Hiis
1

2ol B pR

AMs Framework — designing
an Irish Age-Friendly Health

System

2l

Comprehensive Geriatric Assessment CGA

A multidimensional, multidisciplinary process which
identifies medical, functional & social needs & the
development of a coordinated & integrated care plan to
meet those needs

Assessment (InterRAI} & Action

Case Management (CM) for Older Adults

Single Point of Contact
Identification, needs assessment, care optimisation &

planning

Service & care coordination
Early integrated discharge planning




Shifting healthcare delivery to what matters most to patients

CURRENT STATE FUTURE STATE

Inpatient
Rehabilitation

Inpatient
Rehabilitation

Community
Rehabilitation




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

Prof Ken Rockwood
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WICOP service
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Figure 3. Map of six new Regional Health Areas
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Figure 5. Slaintecare Model of Care principles™
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QUADRUPLE AIM

Enter your sub headline here

Population Health

* Risk
Management

Through Pooling
Preventive Care
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Continuously Learning, Well-informed, and
Insightful: Understanding the current environment
with an eye toward the future change trajectory.

“Change-Forward” with Bold, Inspiring Vision:
Not satisfied with incremental change, but desirous
of “breakthrough, transformative change;" not just

“change ready,” but embracing change management
as a competitive advantage.

Agile and Adaptable: Setting a course and
planning a transformation that is flexible and
effectively prioritizes.

Actionable Information-Oriented: Translating
data into data analytics, into information, into
transparent, actionable-information and
ultimately, into “predictive analytics."

Financially Disciplined: Financial Discipline
is palpable throughout high-performing
organizations.

Respectful and Optimized Staffing: Always
respectful to one another, seeking diversity of
thought and “collective wisdom” of the team
while prioritizing professional development and
talent management.

Accountable and Execution-Focused:
Accountable toward their community and
expectations of their employees with laser focus
on execution and activation.

Patient-Centric and Operationally Proficient:
Standardizing care processes, embracing clinical
protocols, and effecting seamless, patient access.

Creative Collaborators: Partnerships and joint
ventures with other providers, payers, employers,
clinical technology companies, and other key
stakeholders, all intended to create and increase
value for patients and communities.

Realizing the Value of System Integration:
Creating value through economies of scale
and scope with system integration and
optimizing synergies.

Top 10 Characteristics of
High-performing
Healthcare Organizations

By Darryl Greene, MS, Vice President, GE Healthcare Camden Group, and
Robert Green, MBA, FACHE, CHFP, Senior Vice President, GE Healthcare Camden Group
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Resilient Communities
& New Alliances

(
Digital ®
solutions o
People as

Shared values l
and vision % partners in care

Workforce capacity
and capability

System wide 4
governance + \ ~ Transparency of
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Short term...next crisis

Its always been this way

....the bloody HSE

I’'m up to my tonsils.....

My department want this....

The bloody community.....the bloody
Hospitals

Clearly articulated Reproducible Vision

What we stand for and don’t stand for

Accountable Leadership at all levels with
front line ownership

Different ways of working

Same goals across all of Healthcare

Integration
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You don’t get excellence from pieces, you get excellence from
connections




Thank you for listening and your precious time




