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Why Lean?

Culture of:
Respect for people
Continuous Improvement (PDSA)

Model line = integrated pathway

Adopting lean for healthcare transformation
allows clinicians to spend more time caring
for people and improves the quality of care
these people receive

Standardised methodology required for the
scale, pace and complexity of change
required
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Title:  Frail Elderly ‘first 72 hrs’

€ Ireland East

Process Owner: Kay Slevin

Team Members:

Sponsor: Shona Schneenman

Facilitator: Fiona Keoganm

Team Leader Noeleen Bourke:

Sensei: Dave Jones-Lofting

QOOWHOHOOO®® [ ]

Start Date: 30 Apr 18
Current Date 4 May 18

1. Reason for Action

4. Gap Analysis [ Go |[NoGo

‘ Go ‘NoGo

Context: In the unscheduled care VSA, we
identified a need for development of a frail
elderly pathway at RHM. RHM is currently not
meeting PET targets for patients 2 75 years.
Furthermore the principles of quality frail
elderly care have not yet implement

Therefore, improvements are
to patient experience and
ntred care

rate of Frailty Screening
75's in RHM

b. Quality: Achieve Acute Frailty
. Network (AFN) Principles

c. Increase rate of completed
Comprehensive Geriatric
Assessment (CGA) in identified Frai
r > 75yoa patient cohort patients
HM hospital

d. Reduce re-admission rates for fra
patients over 75 years

No frailty screening or assessment

No Comprehensive Geriatric Assessment (CGA)

No Clinical Pharmacist in acute sgtting for Frail Patients
No early MDT assessment
No early ED doctor asses?
Patient experience:
-Fear of coming j

onpONE

Reflections: XXX

2. Initial State ‘ Go ‘ No Go

ity Principles

m for early identification of people with frailty X

ciplinary response that initiates Comprehensive
sment within 1 hour X

Root Cause: Reflections:

Simpler”

5. Solution Approach

End Date:
7. Completion Plans ‘ Go ‘ No Go
Action TT Due RAG
Implement Frailty Screen in ED 18" June G
Implement MFIT to complete CGA's, 18t June G
Set up systems for alert (email th
phone. notepad) NB/HC 18hJuly G
Educate/comm RK/CMD/AC 18" June G
Record & anals NB/AC 180 July G
8. Confirmed state ‘ Go ‘ No Go

Cause/

3. Target State N [ Go [NoGo
ity Principles.
% PATIENTS \sm forcary dentficatonofpecple wit iy
SCREENED FOR e il ponse that initiates C
jithin 1 hour 20%
FRAILTY K vecpones syeem or sl okder peopl Five days per week
L o oo
fopt to reduce y variation

A anderdised Process
6.Strengthen links with services inside and outside the hospital
7.Provide education and training for staff .. Roll out training
8.Develop a measurement mindset Data collectior

9.dentify clinical change champions

10.1dentify and Executive sponsor and underpin with a robust project
management structure

Emergency Medical 30 Day Re-admission Rate

200%
18.0%
16.0%
14.0%
12.0%
100%
8.0%
60%
a0%
20%
0.0%

ECEIVING CGA

Reflections:

) {850 syt ok cker gl X < Solution Affecting E c
J " lr iy | fofessional standards to reduce unnecessary riority
Al ‘ M M ([ ﬂ o links with services nside and outside the hospital X
\m '. ¥ \ | “ fie education and training for staff ... Minimal
| \denyciica change sampions 1 Setup Frailty Screen in Triage A O
10.1dentify and Executive sponsor and underpin with a robust
project management structure 100
5 2 Set up alert system o A O
(e, (b) Quality %
e i 3 Complete CGAs 0% 20% X A
Emergency Medical 30 Day Re-admission ate
| | 1 ‘ Lul N - 4 Communi 1% 50% A O
f Hh | \1‘ I‘. ‘(\ [T U l. h | ““ { ‘\F s Explanation of lasf
‘ (i l‘ 1“ [an H‘J; | ‘.“ ) \ “ | ‘ - Affecting - If majol e then use CAPITAL, if minor then lower case.
{ m_‘ AN ” i I | ! - Current State = dat cribes current performance in terms used in boxes 2 & 3.
| \ — — - - FS = Future state pr )
&£ R -EASE O=Easy A= m Ease X = Difficult
- COST O = Low Cost = Medium Cost X = High Cost
(c (d) Time
Reflections: Reflections:

6. Rapid Experiments ‘ Go ‘ No Go

Experiment Anticipated Effect Acpal Effect Follow up Action
Trial VIP Identify Frail rail
TestiPMS Frail Make live
tive ID’'d to FIT
Trial CGA
50% staff 5 min FIT
educated re MFIT  education & 20
& Frailty min FIT/Frailty
education

Reflections:

Reflections:

Very good team
dynamics

Knowledge and
experience in tp

Enthusiasm for

change

« Work practices can be
restructured

« Experience &

expertise in the room

« Lack of computers and
internet connection in the

What hindered?

«Perceptions of nursing home
residents

«Lack of medical team member
on RIE team

« Doubt expressed as to
whether frailty is an issue and
whether it is already
adequately managed




Compelling reasons for changing current model of care

- . .
Ch anging d emograp h IC IRELAND ACTUAL POPULATION 2011 AND PROJECTED POPULATION 2040 BY GENDER

" |ncreasing demand AR AP

= Patient, family and carer expectations BSY:T;:OW w20t
years

. . . . M 2040
= Evidence that hospitalization causes harm- 7579 years
deconditioning, HAls, falls... 0775 peer
65-69 years
= Current model not fit for purpose 0064 yoars
. . . > 55-50 years
- too hospital centric/ not responsive enough g sty
8 45-49 years
= Cost S doddyears

g

. . . 35-30 years
= Qver professionalisation of care- too many sl
professions/duplication/ gaps 2629 years
. . . . 20-24 years
= Education of current graduates not in line with i
system requirements 10-14 years
. 5-9 years
= New models of care emerging biyous

Male Female
250,000 200,000 150,000 100,000 50,000 0 50,000 100000 150,000 200,000 250,000

Figure 1: Weighted estimate of frailty in the community-dwelling population aged &5 years
and older in Ireland (TILDA, wave 1).

Source: Central Statistics Office Population and Labour Force Projections 2016-2046

tilda

Staidear Fadaimseartha na
hEireann um Dhul in Aois

Pre-frail
45%

The Irish Longitudinal
Study on Ageing




Current State

Population growth 2011-2022
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National Strategy

How do we help?

1 Establish Governance Structures

s . 3
Develop Services o

Undertake e
& Care Pathways J.

: 9 Map Local Care Resources * ??
Population -

¢
Planning for
Older Persons

k Supports ﬂ
Rk Stratification k J

% Older Persons / % Cost w

Enable older persons 1o ive well

"™
10%

HIgh riak
4% O
175 C

AL rink
15% O

2»%C
Mindmad risk
80% OF

Vory high risk n the community

¢ o Community Transport b Devel e New
» Lo . * .l '~ !
Jocial Activities Ways of Working
e Home modfications & handy person
o MediCation ’AJ\.’”‘V‘!‘"
e Shoppng
e Harneas Yn'_'\"-:.-_:-‘g,
* SUDPOr Carers
-

Intformation & Advice

Develop Multidisciplinary

feamwork & Create

- Clinical Network Hub
/’ Person-centred Care -

Planning & Service Delivery

Monitor * Track service developments | 9 Enablers * Develop workforce

* Measure outcomes * Align finance

& Evaluate
e SUHM AN SOIVICO USET AXPOCONCE e Information systems



Acute Frailty Network

Acute Frailty
Network
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Unscheduled Care Baseline Assessment Tool
for Whole Systems

Ireland East Hospital Group

. k /
Metrics Integration '
Governance 4
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Leadership
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Masterclasses

Service Improvement Approach

Values & Visioning

Frailty Value Stream

Rapid Improvement Events National Clinical

& Integrated Care Programmes

Person-centred, co-ordinated care

Value Stream Analysis

Group level values and @
visioning events =4 Acute Fraifty
Network

= Value Stream Analysis

= Visioning workshop
What Good Looks Like

Clinical Frailty Scale 7:SeverelyFrl - Compltey dependen
for personal care, from whatever cause

t 1. Very Fit « People who are robust, active, (physical o cogntie). Even 0, they

= Rapid Improvement Event

®®®®®®®®® C

€ Tile: Fakycchong o seeow ywlan
- eland E

Facitor: Edre Mlen

51 procass Ounar: Emar harn

= 30-60-90 day report outs

Esseuthe Sponsar: Emer barn

i et and matiatd, These pecple seem stable and ot at hgh sk of
— commonly exercse U, They ae dying i - 6 months)

among the fittest for theie age. 2 VorySovsy Frl-Compley
2 Well - People who have 0o active dependent, appeoaching the end of
' disease symptoms but are bess it than H e, Typecally, they could not recover

Category). Often, they exercise of are even from a munoe liness
wry xtve «(auww €, mscnalh

of Be. This cateqory applies to people
with a kfe expectancy < 6 months, who

i '
problems are well controlled, but are not e ohems evdenty

s 9. Terminally I - Approaching the end
reqularly active beyond routin walking.

' 3 Mmqlng Well - Peaple whose medul

Clinical Leadership
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Bt st wentasly hatdd netgs weil

4 Vulnerable - While not dependent on Where dementia is present, the degree of frailty
others for dady help, often symptoms usuall corresponds to the degree of dementia
f it activities, A common complant i

being “owed up,” and / or beng tired
dunig the day.

5, Mildly Frall - These peopke often

6. Moderately Frail - People need help
with al outode actwities and with
keapng house. Inside, they often
have problems with staes and need
help with bathing and might need
minimal assistance (aung, standby) with
dressing.

+ Mild dementia ~ includes forgetting the detalls

of a recent event, though stll remembering the
event itself repeating the same queston/story
and 500 wthdrawal

PARAL y 5"‘ arear s Ll have more endent s»wn? nd reed

help in high order IADS (finances, + Moderate dementia - recent memory i very
transportation, heavy housework, Impaited, even though they seemngly can

= medications). Typically, mild fraity temember thr past ife events well. They can do
progressively impars shopping and personal care with prompting,
walong outside alone, meal preparation

| ‘ and housework + Severe dementia -« they cannat do personal
3. Tage|Glak L ke e i

Without b,

K ochwond o oA bl cnl messurt o ones ond oy
oder pespie M 0051 TR493S

© 2082010 Versien 12 Al ights roerved
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Reason for action:To improve care, outcomes and patient experiences for all older people living with frailty

Patient stories

What we did

*+  We collected patient experiences and mapped the process

*  We compared current patient experience against what good care looks life and
completed a gap analysis

*  We developed the ideal state and mapped the future process.

*  We developed a RHM screening and assessment tool.

*+  We commenced the process of creating an IT mechanism to ensure screening need
highlighted.

*  We tested the process in ED and on a medical ward.

Patient stories

L BEE SEL AR neen.

, Next Steps:
&5 E i ‘ e i : i
ki EJ gg FAdndE"a Ber_leflts Testing new way of working
- Patients Measuring for improvement
Staff Embedding change

Sustaining improvements

P rocess 7 F I ow M a p Establish a mechanism for early identification of people with frailty VIP, CFS Testing commencing June 18th

Put in place a multi-disciplinary response that initiates Comprehensive Geriatric V Testing commencing June 18th
Assessment (CGA) within the first hour or 14 hours if overnight

-
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-
<
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>
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o
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=
=
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<
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Set up a rapid response system for frail older people in acute care settings Vv  Testing medical ward June 18th

Adopt a ‘Silver phone’ system X

Adopt clinical professional standards to reduce unnecessary variation Vv Links with Clinical Senate/ Network

Strengthen links with services both inside and outside hospital V  Representation from community nursing

Put in place appropriate education and training for key staff V  Local plan, TILDA, Masterclasses, ICPOP
Develop a measurement mind-set VvV Database, AFN tools, support from SiLs

Identify clinical change champions VvV Via engagement , planning for events and

connecting to senate/ network

Identify an Executive sponsor and underpin with a robust project management V Via engagement , planning for events, links to
structure IEHG transformation, CHO engagement, ICPOP,
NCPOP

Right Patient in the Right Place at the Right Time, seen by the Right Staff !




Context for Regional Hospital Mullingar 54% > 75 years are
admitted

ED Presentations 2015

*50% of admitted patients
are frail

Referral Source

e >=75 yrs  e=@mm>=75 yrs admissions

>=75 yrs >=75 yrs
Presentations admissions
mhedian 104 11 6
80" 'centile 118 16 9
Average 101.8 11.8 6.4

60% of presentations > 75 years are > 6 hours in

ED compared with 35% % of all presentations

*UnpUb“Shed MSc RHM 2018 = Other = GP/MIDOC = Nursing Home = Self referral
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Title:

E,.l Ireland East

Team Members:

Process Owner: Kay Slevin

Frail Elderly ‘first 72 hrs’

Sponsor: Shona Schneenman

Facilitator: Fiona Keoganm

Team Leader Noeleen Bourke:

Sensei: Dave Jones-Lofting

QOOWHOHOOO®® [ ]

Start Date: 30 Apr 18
Current Date 4 May 18

1. Reason for Action ‘ Go ‘ No Go [ 4. Gap Analysis ‘ Go ‘ No Go
%"”i_e;‘;j'” the gr}sct;edulled caretVfSA,fwe_l Therefore, improvements are
:elﬁgrll Ie a?hr\:veae atoerH?\XeF‘:ﬂmﬁg (:?Jrraenzlal not required to patient experience and
yp Y L Y patient-centred care 1. No frailty screening or assessment
meeting PET targets for patients 2 75 years. 2. No Comprehensive Geriatric Assessment (CGA]
Furthermore the principles of quality frail 3' Clini p IPh L. ing f ( f ) .
elderly care have not yet implemented at RHM  a. Increase rate of Frailty Screening - No Clinical Pharmacist in acute setting for Frail Patients
in over 75's in RHM 4. No early MDT assessment
There is currently no agreed process to 5. No early ED doctor assessment
identify frail / at-risk older patients at first point i . i 6. Patient experience:
of care, causing increased risk, increased PET | b- Quality: Achieve Acute Frailty -Fear of coming into ED, waiting until very unwell
and prolonged LOS for the 2 75 patient cohort.| Network (AFN) Principles -Kept having to repeat history, duplication, re-work
h ‘th | " -Reports of poor meals and hydrgtion when in ED
The purpose of this RIE is implement the -Unable to answer AFN auestionnaire??
Acute Frailty Network principles for the first 72 C. Increase ra_te of Cqmpleted
hours of care in RHM. Comprehensive Geriatric
Scope and boundary (start/finish) the first Ass_,essment (CGA) in identified Fra A3
72hours of care for > 75yoa patient cohort patients
presenting to RHM hospital -
d. Reduce re-admission rates for frail
patients over 75 years
Reflections: yy..
Root Cause: Reflections:
2. Initial State ‘ Go ‘ No Go_| ['5. solution Approach ‘ Go ‘ No Go
AFN Fraily Principles
LMechanism for eary identication of people vith faity X
it ites
Geriatrc Assessment within 1 hou
A | iij;m:g@;’,’:;;;g’;;{;::‘;"’"""""‘E' people X gizi?/ Solution Affecting CurrentState FS E C
‘ I ,‘ r 1 p S Aot i profeiond s o rehce umecessary Yy
W ‘ 1L\ ' ‘ = 6.Strengthen links with services inside and outside the hospital X
| ym W ‘ [ W\ = 7 Provide education and training for staff .. Minimal ) o 100
~ e oo 1 Set up Frailty Screen in Triage ABc d 0% % A O
10.1denuly and Execuive sponsor and underpin vith a robust
project management structure. 100
X 2 Set up alert system aBCd 0% o A O
[ . (b) Quality %
i o . 3 Complete CGAs aBCD 0% 20% X A
k | } ‘ e 4 Communication/Education ABCD 1% 50% A O
\ | 1 ‘ | |. r " Explanation of last 5 columns:
\u W ‘ ‘ ( - Affecting - If major affect on deliverable then use CAPITAL, if minor then lower case.
'\‘ H r - Current State = data point that describes current performance in terms used in boxes 2 & 3.
- - FS = Future state prediction (e.g. 1 day)
S o -EASE O =Easy A= MediumEase X = Difficult.
- COST O =Low Cost A= Medium Cost X = High Cost
(c (d) Time
Reflections: Reflections:
6. Rapid Experiments ‘ Go ‘ No Go
3. Target State [ Go [NoGo
5% PATIENTS ?FMNECF;:."\Z::SfE;sy donttotonot peole vty Experiment Anticipated Effect Actual Effect Follow up Action
SCREENED FOR 2.A multi- hat initiates C
ERAILTY Assessment within 1 hour 20% . 5 : . :
3.Setup a rapid response system for frail older people Five per week Trial VIP Identify Frail Identify Frail
4.Adopt a Silver phone’ system
5.Adopt tandards to reduce y variation
6 Strenginen ks it sevices nside and autside the hospal Test iPMS Alert system 100% of Frail Make live
7.Provide education and training for staff ... Roll out training .
8.Develop a measurement mindset Data collectior posmve ID'dto FIT
gldeniifyclnical change champions
'Jrloalnﬂ:gr:vrg/:nl:dﬁfjce‘ﬁl::ve sponsor and underpin with a robust project Trial CGA Id entlfy patients for
DC and HSCP
referral
5 IDENTIFIED PATIENTS Emergency Medical 30 Day Re-admission Rate Education/ Increase awareness  50% staff 5 min FIT
RECEIVING CGA oo communication of Frailty educated re MFIT  education & 20
160% programme & Frailty min FIT/Frailty
e education
100%
0%
cox
aox
20%
oo%
Reflections:

Reflections:

© Simpler’

End Date:
7. Completion Plans ‘ Go ‘ No Go
Action TT Owner Due RAG
Implement Frailty Screen in ED PT/ NB 18" June G
Implement MFIT to complete CGA's RG/NB 18t June G
Set up systems for alert (email address, NB/HC 180 July G
phone, notepad)
Educate/communicate RK/CMD/AC 18" June G
Record & analyse data (set up database th
& iPMS renorts) NB/AC 8™ July G
8. Confirmed state ‘ Go ‘ No Go

Reflections:

Very good team
dynamics
Knowledge and
experience in team
Good representation
from MD

Exploring fresh ideas
and options

Testing ideas by
‘doing’

What helped?

« Enthusiasm for
change

« Work practices can be
restructured

« Experience &
expertise in the room

« Lack of computers and
internet connection in the
room

« Being offsite

What hindered?

«Perceptions of nursing home
residents

«Lack of medical team member
on RIE team

« Doubt expressed as to
whether frailty is an issue and
whether it is already
adequately managed
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OLDER
PEOPLE

Communication & Education

National Frailty Education
Programme

or Older People

WHY NOT HOME?
WHY NOTTODAY?

END PYJAMA PARALYSIS

10 days of bedrest is
equivalent to 10 years of

DECONDITIONING IN FRAIL HOSPITALISED PATIENTS CAN CAUSE SERIOUS HARM At eal _
INVESTING IN THE FIRST 72 HOURS OF A FRAIL PERSONS CARE WILL our current frailty initiative aims to'
improve experience and outcomes
REDUCE DELAYS N DISCHARGE el
Our current frailty initiative aims to improve experiences and - Developing a clear and effective
outcomes for people living with frailty by: pathway for frailty

- Developing a clear and effective pathway for frailty
- Optimising the use of all care options available

s AR ©...... ™" b

- Optimising the use of all care options



What we are learning from our patient stories......

e Older people afraid to come to ED- Leave it until very unwell/ in crisis
* Only way to access appropriate services is to be admitted and in an acute bed

* Lack of preventative services- immobile, in pain, malnourished, undiagnosed cognitive

impairment, incontience etc - families and carers unable to cope
* Only option in crisis is ED
e Easier to admit patient than to discharge
* Lack of same day responsive services- rapid intensive support for short duration needed

* Lack of options for alternative to conveyance for emergency services



Learning as we lead.....

Essential components of successful implementation
* Communication and education

* Clinical leadership

* Senior management support and engagement

* Measurement- simple, meaningful data

* Social momentum- win hearts and minds, share stories, identify and link with
like-minded people

* Local ownership of improvement work
* Frontline staff ‘safety’

* Patient feedback and participation
 Gemba coaches and sensai expertise



Learning as we lead..... Measurement

Integrated patient centric metrics

* % of population with unplanned emergency admissions

* % remaining at home post acute admission at 90 days

* % returning to baseline or better

* % of emergency admissions =75 years converting to long term care
* % of home care funding spent on complex care (intensive HCPs etc)

The future — less money, less small specific services, more
responsiveness, more emphasis on outcomes and collaboration
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IEHG Clinical Senate 2017 — 2020
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System Leadership

What we will need to get the system we reauire....

-

*Patient focus with emphasis on quality

*Use of improvement methodology and supporting data
*Leadership, vision, empathy, courage

*Frontline staff engagement

*Professionalism & pride in work

*Teamwork, collaboration, networking and influencing

Willingness to challenge the status quo: basis of demand rather than
any historical inheritance

Courage to change the culture of professional and institutional
domination to patient first
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Why is frailty so relevant right now?

Vulnerability of frail older people to a sudden
change in health status after an illness

* Frailty is common

o Complex cohort at h|gh risk of Minor illness (g, urinary tract infection)
adverse outcomes |

° Costly Independent |/

|

* Frailty is identifiable
e Evidence based intervention -
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Comprehensive Geriatric Depentient
Assessment i
* |t crosses health and social care,
so can drive integration
* Focuses on key person outcomes Clegg, Young, lliffe, Rikkert, Rockwood

Frailty in elderly people
Lancet 2013, 381: 752 - 762



Principle 1. Early, routine identification of frailty (Median = 27 minutes)
‘To improve outcomes and the patient experience for all older people living with frailty’

= Seomra Triaiseala

seori e POP Model of Care

® Each ED/AMAU in conjunction with the . ces ae i .
Specialist Geriatric Service will have in place24/7 identification of frailty on triage on Acute Floor

an agreed process for identifying/triaging e All patients 75yrs and over who attend the Acute Floor are
the older adult. screened for frailty by the triage nurses using the VIP
screening tool.

® This is a mandatory field on the iPiMS and 100% of our
patients are captured at triage.

Over 75s screened using Variable Indicative of Placement (VIP)
Do you live alone? Yes = 1
Do you wash and dress yourself without assistance? No =1
Do you leave your neighbourhood on your own? No =1
Score > 1 activates the GEMS pathway




Screening on the Acute Floor

“Triage | Iniuy | Risfenal | Major Incidert | RTA | Other | Coding | SDU KPI | Sepsis Screen VIP Sereen | «»

Do you live alone? Yes v

Do you wash and dress without any help? IYes vl

Do you leave your home on your own? No v

WIP Screen for Frailty Positive? Yes v

| oK I Cancel




Principle 2. Early Comprehensive Geriatric Assessment (CGA)
To improve outcomes and the patient experience for all older people with Frailty

)
oLper OP
PEOPLE
TRT . * Initiates early interdisciplinary Comprehensive Geriatric Assessment within 1
® The SGS will link with the ED/AMAU hour
When an Older person iS |dent|f|ed as * Agreed clinical professional standards of care and work

having frailty and requires referral to
the SGS for CGA/admission to the SGW

® Each SGS will have defined and agreed
criteria with their ED/AMAU and
community that determines whether

an older person should be referred to
the SGT




GEMS Summary Data

® 7,570 patients aged 75 years and older were triaged in SLGH
®43% (3,237) screened positive for frailty

® Median time to identification of frailty = 27 minutes

® Mean and median age was 85 years

®36% (1,167) triaged as Unwell Adult

®75% (2,426) triaged as Immediate, urgent or Very Urgent



Terence’s Story
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2018

No of Discharges 75+ 75+ BDU No of Discharges 85+ 85+ BDU
Mar - May 16 845 7127 330 3621
Mar - May 17 848 6797 283 2385
Bed Days Saved +3 330 -47 1236
% change since 2016 0.4% -4.6% -14.2% -34.1%
Total Bed Days Used iPiMS 75+Yrs  VIP+  Median
Total LOS
March- May 1,265 502 5 Days
2017
= Mar - May 16 March- May 1,287 563 5 Days
Mar - May 17



30 Day Re-admission Rate

25
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Mar - May 16 Mar - May 17 Jan - Mar 18
--75+ 17.9 15.1 11.4
-85+ 20.9 13.8 12.5




GEMS Teams
*  Front Door GEMS
*  GEMS Inpatient Unit
* Back Door GEMS
* DTA GEMS
*  Ambulatory GEMS

ED & AMAU
(100 attendance/week
> 75 years)

And in the end, GEMS 2017-2022




