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Foreword

The population living in Ireland is ageing: we are living longer, but we are living with increased levels of chronic 
disease. The healthcare experience of individuals with chronic disease is often characterised by episodic, reactive 
care, culminating in repeated hospital admissions. This is neither patient-centred nor sustainable. Our health 
services need to evolve to meet our changing needs: a paradigm shift from a hospital-centred focus to a person-
centred focus is now required.

‘Integrated Care’ for chronic disease is defined as healthcare provided at the lowest appropriate level of complexity, 
with responsive services built around patient need to support and empower individuals to optimise their health, 
actively address and minimise their risk factors for chronic disease and to live well with chronic disease. 

The ‘National Framework for the Integrated Prevention and Management of Chronic Disease’ builds on existing 
policies while also describing a continuum of health promotion, disease prevention, diagnosis, treatment, disease-
management and rehabilitation services that are coordinated across different healthcare providers and healthcare 
settings. It describes a new way of working together across the health continuum. There is strong evidence to 
support the positive impact of integrated care on the safety and healthcare experiences of patients, cost-efficiency 
of the health service and staff perceptions of the quality of care they are providing.

The COVID-19 pandemic has brought into sharp relief the need to re-think how we deliver our health services. We 
now have a unique opportunity to change our approach to the prevention and management of chronic disease, 
working together to provide a proactive and seamless healthcare service that emphasises patient empowerment 
and flexes to meet patient need. This National Framework, in partnership with the companion guide ‘National 
Framework for the Integrated Prevention and Management of Chronic Disease: a ten-step guide to support local 
implementation’ speaks to these unmet needs and is intended to support the implementation of integrated care 
at both the national and local levels.

As we embark on a new way of working together, I hope that this Framework will support your journey towards 
achieving integrated care. 

Dr. Orlaith O’Reilly 
National Clinical Advisor & Group Lead for Chronic Disease  
Chair of the Integrated Care Programme for the Prevention and Management of Chronic Disease
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At a glance: the Integrated Model of Care for the 
Prevention and Management of Chronic Disease 

The ‘Integrated Model of Care for the Prevention and Management of Chronic Disease’ is at the heart of the ‘National 
Framework for the Integrated Prevention and Management of Chronic Disease’ and demonstrates how “end-to-
end” care can be provided within the Irish health services. 

The Model of Care (Figure 1) describes the five levels of service, and examples of each service, that need to be 
provided for a population in order to deliver integrated end-to-end care for chronic disease. The services required 
to support the model of care are described in further detail within this framework document.

Figure 1. Model of care for the integrated prevention and management of chronic disease
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This model of care supports people to live well within the community, with ready and equitable access to General 
Practitioner (GP) review, diagnostics, Health and Social Care Professional (HSCP) input and specialist opinion, as 
required. The focus is on keeping people well and on providing care as close to home as possible.

•	�Level 0: Living well with chronic disease. The Integrated Care Programme for the Prevention 
and Management of Chronic Disease is working to develop services to support and empower 
individuals living in the community to prevent and/or manage their chronic disease and 
associated complications. Such services include education sessions, goal-setting and the 
development of action plans to support chronic disease management at home.

•	�Level 1: General Practice care is provided at Community Healthcare Network (CHN) level. The new 
Chronic Disease Management Programme in General Practice will provide additional supports to 
GPs in caring for individuals living with chronic disease in the community.

•	�Level 2: Community specialist ambulatory care will provide a further layer of support to the GP to 
care for patients in the community through ready access to diagnostics, pulmonary and cardiac 
rehabilitation and diabetes structured patient education services which will be based in the 
ambulatory care hub in the community.

•	�Level 3: Acute specialist ambulatory care will offer specialist services such as outpatient services 
and respiratory outreach which will be delivered from the ambulatory care hub

•	�Level 4: Specialist hospital care may be required for the management of complex issues 
requiring hospital resources. However, an emphasis on early supported discharge home, with the 
appropriate supports in place in the community, will be a priority for the health services.

This model of care has been adapted by each of the National Clinical Programmes for Chronic Disease (The National 
Heart Programme and the National Clinical Programmes for Respiratory and Diabetes) to develop a model of care 
which details end-to-end care for heart failure, chronic obstructive pulmonary disease, asthma and type 2 diabetes 
mellitus. The Integrated Model of Care for the Prevention and Management of Chronic Disease is discussed in 
further detail in Section 4.3. 
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1.0 Background

1.1 Introduction

This document sets out a National Framework which will describe an integrated approach to the prevention and 
management of chronic disease in Ireland over the coming years (2020-2025). It describes a whole-system approach 
to integration that encompasses population health and wellbeing, preventive, acute, non-acute and community-
based services. It aims to join together the various strands of Ireland’s health service with the ultimate goal of 
providing a person-centred service by ensuring that individuals receive “the right care, at the right time, by the 
right team and in the right place”.1 

The ‘Integrated Model of Care for the Prevention and Management of Chronic Disease’ (Section 4.3) is at the heart 
of this framework and demonstrates how “end-to-end” care can be provided within a health service that offers a 
spectrum of preventive, diagnostic, care and support services which are integrated, collaborative, person-centred 
and provided as close to home as possible. The services required to support the model of care are also described 
as part of this framework. This model of care supports people to live well within the community, with ready and 
equitable access to General Practitioner (GP) review, diagnostics, Health and Social Care Professionals (HSCP) input 
and specialist opinion, as required. The focus is on keeping people well and on moving to provide the vast majority 
of health care to outside of the hospital setting.

1.2 Audience

This Framework has been developed to support decision-making in relation to the management of the four major 
chronic diseases (cardiovascular disease, chronic obstructive pulmonary disease (COPD), asthma and type 2 
diabetes mellitus) at the national, regional (Regional Health Authority) and local (Community Health Organisation 
and Community Healthcare Network) levels. It may also serve as a resource for health and social care providers 
within the public and private sectors, people who care for individuals with chronic conditions, for the families of 
individuals who have chronic conditions and for the individuals themselves who are living with chronic conditions.

1.3 Setting the scene

Against the backdrop of an increasing prevalence of chronic disease, increasing public expectation, an ageing 
demographic and the influx of new medical technologies and innovations to the market, the current healthcare 
system in Ireland, with an over-reliance on the provision of hospital-based care, is unsustainable. The concomitant 
challenges of increasing multimorbidity and case complexity serve only to highlight the siloed approach to  
healthcare in Ireland and the resulting fragmentation of care that individuals with chronic disease often experience.1,2 
This approach to healthcare is unsustainable and Sláintecare, Ireland’s ten-year plan for delivering a health and 
social care service that meets population need, provides the impetus for developing and implementing a chronic 
disease framework that is person-centred, holistic, proactive and preventive in its approach.1 
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The delivery of healthcare in an adaptive system with autonomous actors is complex and it is widely accepted 
that no one approach to integrated care will fit all perfectly. However, some key elements need to be in place 
to facilitate the integration of care and to ensure equity and standardisation of services for people with chronic 
disease. The use of a well-designed generic model of care for the prevention and management of chronic disease, 
within an integrated approach to service delivery, such as this Framework describes, has been associated with 
positive health outcomes.3 The ‘National Framework for the Integrated Prevention and Management of Chronic 
Disease: a 10-step guide to support local implementation’ is an accompanying step-by-step guide that aims to 
support implementation of this framework at the regional and local levels.4 It is recommended that it be read 
alongside this framework.

1.4 What is integrated care?

Sláintecare defines integrated care as: 

“Healthcare delivered at the lowest appropriate level of complexity through a health service that is well organised 
and managed to enable comprehensive care pathways that patients can easily access, and service providers 
can easily deliver. This is a service in which communication and information support positive decision-making, 
governance and accountability; where patients’ needs come first in driving safety, quality and the coordination of 
care.”1 

Within an integrated health service, individuals receive a continuum of health promotion, disease prevention, 
diagnosis, treatment, disease-management, rehabilitation and palliative care services that are coordinated across 
different providers and healthcare sites, both within and without the health sector.5 Such an approach places 
people at the centre of care, with services planned around them according to need. 

1.5 The Integrated Care Programme for the Prevention and Management of Chronic Disease

There are a number of Integrated Care Programmes in operation in Ireland which aim to design, implement and 
embed integrated models of care that treat individuals at the lowest level of complexity appropriate to their 
condition in a safe, timely and efficient manner. 

The Integrated Care Programme for the Prevention and Management of Chronic Disease (ICPCD) focuses on 
improving the standard of care for four major chronic diseases that affect over one million people in Ireland: 
cardiovascular disease (CVD), diabetes, COPD and asthma.6 Underlining the need to move away from a siloed, 
disease-specific approach to healthcare, there are three National Clinical Programmes working closely together as 
part of the ICPCD, namely:

1. The National Heart Programme

Underpinned by a whole-system approach, the National Heart Programme aims to improve 
population health, reduce health inequalities, improve patient outcomes and reduce the 
burden of CVD in the population. The programme drives an integrated approach to prevention, 
early detection, slowing disease progression and providing optimal treatment for quality and 
quantity of life and supports the delivery of the right care, in the right place, at the right time. 
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2. The National Respiratory Programme (COPD and Asthma)

The National Clinical Programme for Respiratory uses an integrated approach to facilitate 
improvement in the care of people at risk from, and diagnosed with, respiratory disease. 
This is achieved through the promotion of best practice across all levels of care with a focus 
on primary prevention and health promotion, early diagnosis and early intervention and 
supporting management of disease within the primary care setting, or the secondary care 
setting, as appropriate.

3. The National Diabetes Clinical Programme (Type II Diabetes Mellitus)

The aim of the National Clinical Programme for Diabetes is to save the lives, eyes and limbs of 
people living with diabetes in Ireland by decreasing morbidity and mortality through accurate 
and early diagnosis and providing treatment based on best practice guidelines for treatment 
(self-management, community and secondary care).

Guided by this framework, the National Clinical Programme for Diabetes aims to influence 
positive change and improve care for people living with diabetes across the entire spectrum 
of healthcare delivery; self-management support; general practice; community specialist 
ambulatory care; acute specialist ambulatory care; and hospital inpatient specialist care.

The ICPCD and the Integrated Care Programme for Older People (ICPOP) are also working closely together to 
streamline care for older people with chronic disease. This is a vulnerable population group, as many older people 
have multiple chronic diseases. The ICPCD will support the implementation of this National Framework across 
2020-2025.

1.6 Aim and objectives of the National Framework for the Integrated Prevention and Management 
of Chronic Disease in Ireland 2020-2025

This Framework provides the overarching guidance for the implementation of existing models of care and the 
spectrum of services to prevent and manage chronic disease in an integrated manner. It will also inform the future 
development of policies, strategies, models of care and services to address chronic conditions and improve health 
outcomes. It is the blueprint to achieve the vision that all individuals living in Ireland are empowered to live well 
through the effective prevention and proactive management of chronic conditions. This Framework: 

•	� provides a patient-centred focus;

•	� facilitates care in the community;

•	� moves away from a disease-specific approach; 

•	� identifies the key principles for the effective prevention and management of chronic conditions; 

•	� describes a model of care for the integrated prevention and management of chronic disease;

•	� describes a spectrum of services to support the implementation of “end-to-end” care;

•	� supports a stronger emphasis on coordinated care across the health sector; and,

•	� acknowledges and builds on work already in place that supports chronic conditions.
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2.0 Epidemiology of chronic disease in Ireland:  
an overview

2.1 Ireland’s ageing population

Demographic change is likely to have a profound effect on the number of people living with chronic disease in 
Ireland and, consequently, on health service utilisation and capacity. 

Unlike other European countries, Ireland’s population is growing, with the most significant growth in the older age 
groups. It is anticipated that this growth will continue for the next two decades (Table 1).7-10 

Table 1 Projected increase in population aged 65 years and older living in Ireland 2020 - 2040

Age Group 2011 2016 2020 (iii) 2025 (iii) 2040 (iii) 2020–2040 (iii)

n (% total 
population)

n (% total 
population)

n (% total 
population)

n (% total 
population)

n (% total 
population) % change 

Aged 65 years 
and over 535,393 (11.7) 637,567 (13.4) 719,912 (14.6) 840,805 (16.3) 1,253,099 (21.9) 174.1

Aged 85 years 
and over 58,416 (1.3) 67,555 (1.4) 78,855 (1.6) 97,822 (1.9) 206,437 (3.6) 261.8

Source: CSO

Notes 
(i) Projections are based on the Central Statistics Office’s M2F2 assumption  
(ii) The projections should not be considered as forecasts 
(iii) Projections were produced using Census 2016 data as a starting point

In addition to demographic growth changes, the demand for healthcare is expected to grow significantly across 
the primary, acute and social care settings in the next 15 years as a result of non-demographic growth. Non-
demographic growth is considered to be growth within activity levels outside of population-related changes (Table 
2). Clearly, the impact of non-demographic factors can be either positive or negative on future demand and capacity 
requirements: to date, the trend has been upwards. 
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Table 2. Non-demographic factors

•	� Epidemiological trends (e.g. prevalence of chronic diseases)

•	� Lifestyle risk factors impacting health status (e.g. smoking, alcohol, physical inactivity)

•	� Changes to models of healthcare delivery (e.g. ambulatory emergency care reducing admissions  
from ED, shift to day case surgery)

•	� Technological developments (e.g. new drugs or operative technologies)

•	� Changes in the socio-economic structure of the population (education level, income,  
employment) and increased expectations

2.2 Epidemiological trends in Ireland

In 2020 it is estimated that 1.3 million people in Ireland live with one of the following major chronic diseases: CVD, 
COPD, asthma or diabetes. TILDA data from 2016 estimated that 778,000 people aged 50 and over live with one or 
more of these diseases.11 Based on demographic change alone, this number will increase by 165,000 to over 943,000 
people by 2024 (Table 3).

Table 3. Projected increase in number of people aged ≥50 years living with ≥1 of CVD, diabetes,  
COPD and/or asthma, 2016-2030

One or more of the 
four chronic diseases

2016

Population 
≥50 years = 
1,446,460

2019

Population 
≥50 years = 
1,543,662*

2024

Population 
≥50 years = 
1,753,951*

2030

Population 
≥50 years = 
2,025,828*

% (95% CI) n n n n

Number affected 53.8 (52.6, 55.0)** 778,196 830,490 943,626 1,089,895

*Projected by CSO **Based on analysis of TILDA data, 2018

2.3 Prevalence of risk factors for chronic disease

Chronic diseases tend to arise from the interaction of a number of factors including genetic, physiological, 
environmental and behavioural factors.12 The World Health Organization (WHO) differentiates between modifiable 
behavioural risk factors (tobacco use, physical inactivity, the harmful use of alcohol and unhealthy diets) and 
modifiable metabolic risk factors (raised blood pressure, hyperlipidaemia, obesity and hyperglycaemia) which 
contribute to chronic disease. 12 Table 4 provides an overview of the epidemiology of such risk factors in Ireland.
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Table 4. Summary of prevalence of risk factors for chronic disease in Ireland

Behavioural risk factors Reported prevalence in Ireland

Tobacco 17% current smokers (14% daily)*

Alcohol 76% have drunk alcohol in last 12 months*

39% binge drink on a typical drinking occasion*

Unhealthy diet 35% eat unhealthy foods at least once daily*a

Physical inactivity 46% are achieving the minimum level of physical activity*b 

Intermediate/metabolic risk factors Reported prevalence in Ireland

Raised blood pressure (or hypertension) 13% of adults*c

43% of those aged 75+*c

Atrial fibrillation 3.2% aged ≥50 years**

5.3% aged ≥65 years**

19.3% of men; 5.9% of women aged ≥80 years† 

Raised cholesterol 50% aged 50-64 years*

Overweight/obesity 37% are overweight and 23% are obese*d

Raised blood glucose (pre-diabetes) 5.5% aged ≥50 years***

4.1% aged 50–59 years***

13.4% aged ≥80 years***

*Healthy Ireland Survey, 2019

**TILDA, 2011

***Leahy et al. Prevalence and correlates of diagnosed and undiagnosed type 2 diabetes mellitus and pre-diabetes in older 
adults: Findings from the Irish Longitudinal Study on Ageing (TILDA). Diabetes Res Clin Pract. 2015;110(3):241-9.

†Frewen J, Finucane C, Cronin H, Rice C, Kearney P, Harbison J et al. Atrial fibrillation in Ireland. Age Ageing 2013.42:ii4. 

aDefined as sweets, cakes and biscuits, salted snacks, pastries or fried foods

bDefined as 30 minutes a day of moderate activity on 5 days a week (or 150 minutes a week)

cSelf reported history of ‘long-standing illness’

dDefined as a BMI≥30 kg/m2 and a BMI 25-29.9 kg/m2 for obesity and overweight, respectively
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2.4 The impact of chronic disease on health service utilisation

Chronic diseases place a large and complex burden on the health and social care services in Ireland and account for 
76% of all deaths annually.13 The impact on health service utilisation is particularly evident in the acute sector with 
chronic diseases accounting for 40% of admissions and 75% of bed days.13 More specifically, the four major chronic 
conditions accounted for 10% of all acute hospital discharges, either as the primary cause or as a contributory 
factor, and accounted for 21% of all acute hospital bed days in 2019.i

Age is a significant driver of service utilisation within the acute sector in Ireland with individuals aged 65 years 
and over accounting for the vast majority of bed days used.14 For example, in 2015, adults aged 65 years and over 
represented 13% of our population but accounted for 54% of total hospital in-patient bed days and approximately 
37% of day case and same day bed days. Similarly, adults aged 85 years and over represented 1.4% of our total 
population but accounted for approximately 14% of the in-patient bed days.14 Furthermore, complexity profiles 
demonstrate that older patients generally have more multi-morbidity than younger cohorts and, as a result, the 
ageing of the population alone will accrue an average annual acute hospital cost increase of approximately 1.85% 
from 2015 to 2022.15 

These statistics notwithstanding, Ireland has in fact seen substantial improvements in mortality from chronic 
disease in recent decades. Between 2007 and 2015, for example, rates of death from ischaemic heart disease and 
chronic lung disease reduced by 37% and 12%, respectively.9 What this means, however, is that more people are 
living longer with one or more chronic diseases.15 

2.5 The case for change

An ageing population, overlaid with high levels of risk factors for chronic disease, presents a challenging future for 
the healthcare services in Ireland as our health needs evolve. The time has come to make a change. Integrated care 
is essential in identifying and meeting the needs of individuals with multimorbidity and complex care needs, in 
identifying needs and improving the outcomes of vulnerable and at-risk populations and in building a sustainable 
health service with a focus on health improvement and disease prevention for the general population living in 
Ireland.1,3,5

  i HIPE data from HIPE Open Portal. Accessed 2020 August 01.
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3.0 Integrating care: what are we building on?

Figure 2 below summarises the pertinent health policy, strategy and model of care documents that have been 
published over the past twelve years which have underlined the need, and laid the foundations for integrated care.

Figure 2. Timeline of policies that support integrated care

The Integrated Model of 
Care for the Prevention 
and Management of 
Chronic Disease (2017) 
approved by the HSE 
Design Reform Board and 
ICP CD Steering Committee. 
This Model of Care 
demonstrates how 
“end-to-end” care can be 
provided within a health 
service that offers a 
spectrum of preventive, 
diagnostic, care and 
support services which are 
integrated, collaborative, 
person-centred and 
provided as close to home 
as possible.

Sláintecare national framework and 
principles for the design of models of 
care (2019) aims to support those 
involved in the planning, design, 
commissioning and evaluation of health 
and social care services nationally, 
regionally and locally, with the aim of 
standardising models of care and 
improving health outcomes

ICPCD Framework Timeline of policies
Chronic Illness 
Framework (2008) 
promoted the 
concept of chronic 
disease management 
with a focus on 
prevention.

Healthy Ireland: a 
framework for improved 
health and wellbeing 
(2013-2025) aims to improve 
the health and wellbeing of 
the population through a 
whole-of-society approach 

Integrated Care 
Programmes (2015) were 
established to develop 
disease-specific ‘Models of 
Care’ (including heart 
failure, COPD, asthma and 
type II diabetes mellitus)

Sláintecare (2017) 
emphasises the need for an 
integrated approach to 
health care: “Right care. 
Right place. Right time.”

Making every contact count 
(2016) the HSE’s National 
Framework for primary and 
secondary prevention in 
clinical practice. Requires 
HCWs to engage patients in 
addressing their risk factors 
for chronic disease

Living well with a chronic 
condition: framework for 
self-management support 
(2017) empowers individuals 
to actively participate in the 
management of their chronic 
conditions

The health service capacity 
review (2018) found that 
the current delivery of 
healthcare in Ireland is 
unsustainable and a shift 
in focus from a 
hospital-centric model of 
care to a community- 
centric model of care is 
required

Enhanced community care 
business case (2020) describes 
the resources required to fund 
the implementation of the 
model of care for the 
integrated prevention and 
management of chronic 
disease in each ambulatory 
care hub and associated CHNs, 
alongside the ICPOP model, 
whilst also enhancing 
community services
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3.1 Regional Health Areas & Community Healthcare Networks

A key element of the Sláintecare vision is service re-design. Six new “Regional Health Areas” (RHA) will be established 
which will form the foundation for delivering care closer to home (Figure 3).16

Figure 3. Map of six new Regional Health Areas

AREA A

AREA B

AREA F

AREA E

AREA C

AREA D
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These RHAs are further broken down into 96 Community Healthcare Networks (CHNs), which provide a framework 
for the delivery of integrated care at the local level.16,17 CHNs are geographically-based units which serve an average 
population of 50,000 each. Specialist ambulatory care hubs for chronic disease are to be established, each serving 
approximately three CHNs or a population of approximately 150,000. An ambulatory care hub, which will be a 
clinical site identified outside of the hospital setting, will support access to diagnostics, specialist services and 
specialist opinions in order to support early intervention and specialist care within the community, with a particular 
focus on chronic disease prevention and management. Within a CHN, it is expected that there will be an estimated 
population of 11,000 people with a chronic disease while within the area served by each hub, there will be an 
estimated population of 34,000 people with a chronic disease.

The specialist ambulatory care hubs for chronic disease will be linked to local acute hospital sites. These hubs will 
provide specialist multidisciplinary teams and services that will support General Practices to provide a spectrum 
of care enabling people with chronic disease to be cared for in the community. Chronic disease specialist teams 
will be established in each hub and will take a multidisciplinary approach to the management of individuals with 
chronic disease. The chronic disease specialist teams will work in partnership with the ICPOP specialist teams 
who will also operate from the specialist ambulatory care hubs. This collaboration will support a truly integrated 
service for older people with complex chronic disease.

The implementation of the ICPCD framework will commence in tandem with the implementation and expansion of 
the ICPOP model of care, general CHN services and health promotion services. 

3.2 The spectrum of services

Chronic disease management will primarily be provided at CHN level through GP-led Primary Care, via the GP 
Chronic Disease Contract (Level 1).18 However, these level one primary care services, while essential, will need to be 
supported by community specialist services (level 2), with access to acute specialist ambulatory care services (level 
3) and inpatient services (level 4) as appropriate, in order to provide full end-to-end care. Level 2 and level 3 services 
will be provided by the specialist ambulatory care hubs in the community. In addition, self-management support 
services, such as cardiac rehabilitation, pulmonary rehabilitation, patient structured education and diabetes 
prevention programmes, as well as diagnostic services such as spirometry and potentially, echocardiography, will 
also be accessible in the specialist ambulatory care hubs.

Core elements of integrated care for people with chronic disease include primary and secondary prevention, early 
detection and intervention, efficient access to community diagnostics, patient-centred assessment and on-going 
comprehensive medical treatment, all to be provided in the most appropriate setting.3 Figure 4 shows the full 
spectrum of services required to provide end-to-end care in Ireland and the settings where they should occur. 
Important evidence-informed preventive activities include smoking cessation, dietary advice, referral to weight 
management services and the provision of self-management support ensure that all individuals who are at risk of, 
or who are living with, chronic disease are empowered to address their risk factors or manage their illness.19 These 
services will be provided through primary care to people in the CHNs. As shown in Figure 4, the bulk of services 
should be  provided within the primary care setting.
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4.0 The National Framework  for the Integrated Prevention 
and Management of Chronic Disease

4.1 The Vision

All individuals living in Ireland are empowered to live well through the effective prevention and proactive 
management of chronic conditions.

4.2 The Principles

The development of this Framework, which reflects a number of policy and service themes and priorities (Section 
1.3), and builds on the individual models of care developed for the four chronic conditions, has been guided by the 
following Sláintecare Model of Care. 
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No Risk Factors
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Population health perspective

Population health profiling is an essential aspect of identifying and developing services to meet population need.21 
Such profiling requires a reliable method of population risk stratification.

Population risk stratification is about understanding population healthcare needs and providing appropriate 
services to meet the population needs. Understanding the layers of need within a population helps us understand 
the level of complexity, quantum and mix of services required.22

An important concept underpinning the population approach to chronic disease management is the ‘Population 
Health Triangle’ set out in Figure 6. 

Figure 6. Population health approach for chronic disease
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There are different levels of risk of progression of chronic illness in the population which range from:

•	 People with no risk factors

•	 People with risk factors

•	 People with high risk profiles

•	� People with major chronic diseases who are not yet diagnosed  
(30% of people with chronic diseases are not yet diagnosed)

•	� People with diagnosed chronic disease who can be fully managed in primary care  
(70% of people with chronic disease)

•	� People with chronic disease who can be managed between primary and secondary care  
(25% of people with chronic disease)

•	� Small number (5%) of people with complex chronic disease or multiple morbidities  
who need to be managed by ambulatory secondary care.

Any of the population can require acute secondary care for exacerbations of their already diagnosed chronic 
disease or indeed for other reasons. People will progress up the pyramid unless actively managed. With good 
management some will improve their profile. Of the approximate one million people in the top five levels, the vast 
majority (80 to 95%) could be managed in an appropriately resourced primary care setting.23

The different chronic diseases covered by this Framework have internationally recognised methods of clinical 
severity stratification which are used in developing clinical pathways for these different cohorts of patients.23 Non-
complicated patients are managed almost exclusively in primary care with occasional referral for specific services 
to the specialist ambulatory care hub. Complicated patients may require several referrals per year or, in some 
cases, ongoing involvement by specialist staff. Complex patients, who are often multimorbid, very elderly or frail 
will require higher, often ongoing support from specialist ambulatory care staff. This population of chronic disease 
patients would also be part of the ICPOP pathways. 

Currently risk stratification is done by clinicians using standard definitions.23 Systematic risk stratification for 
future hospital admission can also be carried out using computerised algorithms. This would be a worthwhile 
development for the Irish health service. 

Coordination of care

Care should focus on providing care at the lowest level of complexity, with a focus on disease prevention and 
health promotion.1 

The full spectrum of care services are required and need to be provided in an integrated way through agreed 
clinical pathways between community, ambulatory care hubs and hospitals. For true integration of services to 
occur, information must be shared across the services in a timely and secure manner.3,20 
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Person-centred

Person-centred care involves building care around the needs of the individual.20 The ‘Integrated Model of Care for 
the Prevention and Management of Chronic Disease’ describes a continuum of services from self-management to 
care in the community, the specialist ambulatory care hub for chronic disease and care in the acute setting. Case 
management is an intervention that identifies subsets of particularly vulnerable individuals who have complex 
care needs and who are at high risk of adverse outcomes. Following a comprehensive assessment, a bespoke care 
plan may be developed in partnership with the individual, their carer or family that can anticipate and inform on 
future care needs.19 Patient-reported outcome measures will also be an important element of the monitoring and 
evaluation process.

Health and wellbeing

As per the Sláintecare Model of Care principles, a model of care that will have the greatest impact is one that 
supports a “shift left” where particular interventions can move patients from a ‘high risk’ category to a ‘low risk’ 
category.20 This means taking actions and providing supports to keep people well, to address risk factors, to detect 
diseases early and intervene early or to support rehabilitation or palliation in order to prevent or reduce the impact 
of the disease. The HSE’s Self-Management Support Framework and the Making Every Contact Count Framework 
are two essential elements of the ICPCD’s model of care for the prevention and management of chronic disease.19,24

Equity

Addressing health inequity is a core focus for the ICPCD and the National Clinical Programmes. The model of 
care for the prevention and management of chronic disease is addressing this challenge by focusing services 
on vulnerable populations such as individuals from lower socioeconomic groups and older people as these 
populations are known to have a higher prevalence of risk factors, chronic disease diagnoses, multimorbidity and 
poorer outcomes.25,26 An example of one element of the framework that will address inequity is the GP Chronic 
Disease Management Contract which has been rolled out to all individuals who have a General Medical Scheme 
(GMS) or Doctor Visit card who are over the age of 70.18 It will be expanded to include further age groups over the 
coming years. This model of care will aim to reduce health inequity, and to measure variation in needs, experience 
outcomes and resourcing. 

Self-care and self-management

A model of care should include supports to enable individuals to self-care and self-manage their risk factors 
and/or conditions at home.19 Patients should be empowered to manage their own health and be provided with 
the necessary skills and supports to do so.19 This integrated model of care places the Self-Management Support 
Framework and the Making Every Contact Count Framework at the base of the pyramid, thus highlighting it as 
one of the foundations for the prevention and management of chronic disease.19,24 These frameworks have robust 
implementation plans, which include important interventions such as education and training for HSCPs and 
patients alike, which are in progress across Ireland. Self-management support services should be prioritised and 
technological solutions for self-management developed.
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Top of license practice and team work 

The services for chronic disease will develop specialist multidisciplinary teams which will provide specialist level 
support to General Practice to enable patients to be managed in the community. For care to be truly integrated, all 
HSCPs will be required to work together, placing the needs of the patient to the forefront.20 This will involve new 
ways of working together across different sites.

Supported by technology

Chronic disease services will require technological support to enable clinical data sets to be collected, analysed 
and fed back for quality improvement and planning. Technology enabled information, communication and self-
management support is necessary for patients.19 Technology, particularly as we adjust to living alongside COVID-19, 
is an essential component of the model of care. Examples of this include virtual consultations and the “Attend 
Anywhere” model which allow for remote consultations between Consultants and GPs and Consultants and 
patients, respectively.27,28 This approach has proved essential in reducing face-to-face consultations and footfall in 
the hospitals during the COVID-19 pandemic.27,29

Quality and safety

The provision of high-quality, safe care is an integral component of integrated care.20 Robust governance structures 
to support accountability and the delivery of high-quality, safe, patient-centred care are a key consideration in 
this model of care. New ways of working will require clear governance and oversight at the local, regional and 
national levels. Governance structures for integrated care for chronic disease will be set up nationally and locally, 
key stakeholders including service users will be involved. Robust measurement and evaluation processes are being 
developed to support this model of care. 

4.3 The Integrated Model of Care for the Prevention and Management of Chronic Disease

The Integrated Model of Care for the Prevention and Management of Chronic Disease recognises the population 
health approach (Figure 6) and organises services as per Figure 7 to support the differing levels of complexity of 
conditions for people with chronic disease. It defines five levels of service that need to be provided for a population 
in order to deliver integrated ‘end-to-end’ care for chronic disease.
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Figure 7. Model of care for the integrated prevention and management of chronic disease
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Level 0: Living well with chronic disease

Individuals living with chronic disease, in partnership with their family and carers, make decisions daily and 
undertake actions that impact on their health. It is important to empower people to make the best decisions 
for their health by arming them with the knowledge and skills to support them in this pursuit. Self-management 
support encompasses a broad range of interventions that aim to increase patients’ knowledge, skills and  
confidence in managing their health problems.19 Interventions to support self-management include education 
sessions so individuals can learn more about their condition and how to manage it, goal-setting and the 
development of an action plan, or participation in activities such as counselling or peer-support groups to increase 
resilience, exercise classes or stop smoking services. 

‘Making Every Contact Count’ is also an important aspect of living well in the community.24 By ‘Making Every 
Contact Count’ (MECC), through the use of brief advice and brief interventions, health professionals can encourage 
patients to make healthier lifestyle choices during routine contacts to help prevent and manage chronic diseases. 
MECC focuses on modifiable health behaviours that are known risk factors for chronic disease (tobacco use, 
physical inactivity, harmful alcohol consumption and unhealthy eating) in an effort to prevent the onset, slow the  
progression or reduce the complications associated with the major chronic diseases.

Level 1: General Practice and the new Chronic Disease Management Programme (CDM)

 A Chronic Disease Management Programme (CDM) for individuals with General Medical Scheme (GMS) or GP Visit 
Cards commenced in 2020 for individuals over the age of 70 years and will be rolled out to all adult patients with a 
GMS or Doctor Visit Card over a four-year period.30 The Programme is comprised of three components: 

1. Opportunistic case finding. 

2. An annual preventive programme for patients at high risk of CVD or diabetes. 

3. �A structured treatment programme for those diagnosed with the one of the chronic diseases included in the 
Programme (CVD, COPD, asthma and/or diabetes). 

Opportunistic case finding supports targeting individuals with risk factors for chronic disease to see if they have the 
condition, but are unaware of it and hence, it supports early detection, early intervention and improved outcomes.30 
Individuals identified by their GP as being at high risk of CVD or diabetes, will receive an annual preventive GP and 
Practice Nurse visit to actively address risk factors. The opportunistic case finding and preventive components of 
the Programme will commence in year two of the CDM programme (2021). 

As part of the contract, GPs will return a standard clinical data set to a clinical data repository. These data will 
include demographics, diagnoses, clinical examination results, diagnostic results and lifestyle risk factors. These 
are valuable data that could provide an indication of the risk factors for ill-health, the health behaviours and the 
levels of the major chronic diseases that are present in a vulnerable cohort of the population. Furthermore, these 
data may shed some light on the levels of GP and patient engagement with the CDM programme in its initial stages. 
Such information will be valuable in supporting service planning, the judicious use of resources and targeting 
particular subsets of the population as the CDM programme is rolled out over the next four years. It is anticipated 
that once fully rolled out, the CDM data returns will give an idea of the prevalence of risk behaviours and chronic 
diseases in the GMS/Doctor Visit card population in the community. 
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Level 2: Community specialist ambulatory care

The objective of the ambulatory care specialist hub is to provide ready access to diagnostics, HSCPs and specialist 
support to GPs in the community in managing patients with chronic disease. 

The key functions that are carried out in the specialist ambulatory care hub are:

•	 Integration between preventive, primary care, community and acute ambulatory care services;

•	 Access to a multidisciplinary specialist team based in the community; 

•	 Access to community diagnostics such as phlebotomy, Xray, echocardiography, BNP and spirometry;

•	� Access to self-management support services including cardiac rehabilitation, pulmonary rehabilitation, foot 
protection services, diabetes structured education, diabetes prevention and weight management programmes;

•	 A case management function; and,

•	 Promotion and support of population health initiatives within primary care.

The chronic disease specialist team for each CHN, based in the hub will work with the GPs and practice nurses in 
their respective Networks. As previously mentioned, the hub will also provide self-management support services 
to the three affiliated CHNs. Such services include pulmonary rehabilitation, cardiac rehabilitation, diabetes 
structured patient education, diabetes prevention and weight management programmes.

Diabetes Self-Management Education programmes will be available in the hubs. These are structured, group-based 
education programmes designed to support individuals with diabetes to improve their glycaemic control and 
have been demonstrated to have a positive impact on healthcare service utilisation due to type II diabetes.31 The 
dietitians based in the hubs will spend half of their time in delivering the structured patient education programme 
to their population, and half of their time engaging in individual sessions.

A National Diabetes Prevention Programme and a Weight Management Programme are being developed and will 
be provided by diabetes dietitians to the population of the three affiliated mapped networks associated with 
each of the specialist ambulatory care hubs. These programmes are designed to prevent/delay the onset of 
the complications of diabetes and to support weight management, respectively. The evidence base supports a 
reduction in healthcare service utilisation for each of these programmes.32,33

Cardiac rehabilitation provides education and skills training for patients who have experienced a recent cardiac 
event or who have heart failure to empower them to self-manage their condition.31 Over the course of a number 
of months this programme of education and exercise enables the patient to regain their functionality and their 
confidence in managing their condition. Similarly, pulmonary rehabilitation provides a programme to patients with 
recent admission for exacerbations of COPD as well as stable COPD, to enable them to regain their respiratory 
functionality, and the skills and confidence needed to manage their condition in the community.31
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Case Management is a “proactive approach focussed on high-risk patients with a combination of medical, nursing, 
pharmaceutical care and social care needs”.19 A case management function is one that can be undertaken by any 
discipline within the hub and is responsible for the following;

•	� Act as a key point of access when complex care issues emerge;

•	� Assist in the coordination of care across the Community specialist ambulatory care teams 
(i.e. CDM/ICP OP Hub);

•	� Help patients and families to navigate the care system across acute and community systems;

•	� Co-ordinate care where multiple services are involved and have sufficient professional autonomy  
to guide how those services can be optimally delivered; and,

•	� Undertake comprehensive assessment and develop a care plan which will anticipate and inform  
ongoing and likely future care needs.

Level 3: Acute specialist ambulatory care

Medical consultants will provide services in the specialist ambulatory care hubs and this will support ready access 
to specialist opinion for individuals living with chronic disease. Outpatient services will be offered from the hub 
with a focus on reducing waiting list times for outpatient services and supporting rapid review of urgent cases in 
an effort to avoid hospitalisation. This rapid access to specialist opinion can be critical in enabling GPs to continue 
to manage their patients in the community and to reduce Emergency Department and Acute Medical Assessment 
Unit admissions.34 The close integration between the specialist team and the GP, which will be facilitated by the 
sharing of information and the case management approach, will enable both the staff within the acute and primary 
sectors to manage patients who have complicated chronic disease, multimorbidity or deteriorating conditions in a 
holistic and person-centred manner.

A COPD outreach programme has been developed and has already been rolled out in a number of hospital locations. 
This service will move to be provided through the ambulatory care hubs. This service supports early discharge of 
patients with COPD to the community, following an in-patient stay for exacerbation. The patient remains under 
the clinical governance of the respiratory consultant and is visited regularly by the outreach team consisting of 
a clinical nurse specialist and a clinical specialist physiotherapist in their home, for a defined period of time to 
ensure a safe transition of care back to the GP in the community. This service has been shown to reduce length 
of stay, improve patient experience and to facilitate the integration of care between the GP and acute services.35
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4.4 Protecting vulnerable populations

The ICPCD and ICPOP have collaborated to develop integrated models and pathways to address the health needs 
of Ireland’s older population who live with one or more chronic diseases. Each of these programmes cover distinct 
populations: the Chronic Disease Programme covers 1.3 million people living with one or more of the major chronic 
diseases, approximately 200,000 of these are aged over 75 years and approximately 90,000 of these will be suffering 
from multimorbidity (two or more chronic diseases). Hence at the top of the care pyramid, the models for chronic 
disease and older people will overlap and smooth transition of care for this vulnerable group will be facilitated 
between the Chronic Disease and ICPOP specialist teams at local hub level. Figure 8 describes the integrated model 
for older people or people with chronic disease. The overall objective is to keep people well at home, support GPs 
to care for people at home for as long as possible, facilitate access to specialist services in the local specialist 
ambulatory care hub, minimise referrals to the acute hospital and instead, provide specialist ambulatory care 
services in the community and maximise home support and re-enablement services.

4.5 Lessons from the COVID-19 Pandemic 

Sláintecare policy requires that services be focussed primarily in the community and advise that “left shift” should 
take place.1 The COVID-19 pandemic has emphasised the need to do this to an even greater extent than previously 
recognised. It is now essential that congregated settings for older people or people with chronic disease are 
avoided as much as possible and that these individuals are cared for in their own homes to the greatest extent. 
Care for these vulnerable cohorts should not be provided in the acute hospital setting if suitable alternatives can 
be made available. Hence, there is an even greater need to develop the specialist ambulatory care hub and to 
provide both sub-acute rapid consultant opinion and more scheduled ambulatory care services in this community 
setting. 

GPs will normally triage via telephone and direct patients to the COVID-19 pathways if this infection is suspected. 
Chronic disease care, where COVID-19 is not suspected, is provided both in a proactive way through the GP Chronic 
Disease Management Programme, or in a reactive way if the patient is deteriorating. The GP will refer to the 
ambulatory care specialist services in the hub, as necessary. Rapid access to diagnostics and specialist opinion will 
be facilitated, as will outreach services. This integration of multidisciplinary team working will facilitate care being 
provided in the community and hospital avoidance, where possible.
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5.0 Implementation

The accompanying document to this Framework, entitled the ‘National Framework for the Integrated Prevention and 
Management of Chronic Disease in Ireland: a 10-step guide to support local implementation’ (Figure 9) describes the 
key steps to enable the implementation, embedding, monitoring and evaluation of integrated care at the national 
and regional levels.4 Given the ICPCD’s close collaboration with the ICPOP, the 10-Step Guide has been developed 
to complement the ICPOP’s Framework and draws on their extensive work in this area.35 It is a framework approach, 
rooted in evidence, which leverages national enablers to support engagement and innovation at the local level in 
order to drive health system change.35

The 10-Step Guide is intended to act as a guide to support local implementation of the ICPCD Framework. Integrating 
healthcare is complex, and this implementation guide accounts for local variation in geography, services and ways 
of working while also learning from the ICPCD’s and ICPOP’s practical experience on the ground. The role of the 
ICPCD and health services at the national level is to mandate and to provide support to local implementation 
groups. Better health system change is achieved by implementation “owned” in local areas, with a shared vision 
and agreement on locally-attuned pathways. Local groups are responsible for implementing the model of care in 
their specialist ambulatory care hub and networks, according to the national blueprint developed by the ICPCD. 

Figure 9 on page 32 gives a brief overview of the ten-step guide for implementation of integrated care. Please see 
the document entitled ‘National Framework for the Integrated Prevention and Management of Chronic Disease in 
Ireland: a 10-step guide to support local implementation’ for further detail on the implementation process.4
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6.0 Monitoring and evaluation

The evidence indicates that a well-designed model of care for the prevention and management of chronic disease 
that sits within an integrated health service, is associated with positive outcomes including improved patient 
satisfaction, improved accessibility of health and social services and reductions in waiting times, levels of utilisation 
of hospital services and costs secondary to a reduction in hospital admissions.37-41

Of note, integrated care programmes are complex, often context-specific interventions which operate within 
complex adaptive systems. Therefore, significant heterogeneity is encountered within the literature which makes 
the comparison of outcomes challenging.37 The often contradictory findings of evaluations of integrated care 
initiatives in the UK and further afield are leading to an increasing consensus that perhaps reform at scale, with 
reconfiguration at the whole system level within the health system is what is required, not simply the introduction 
of new models of integration within existing services.41 This need is echoed by Sláintecare.1

However, despite the diverse evidence base and variations within and across reviews in terms of the characteristics, 
duration and intensity of interventions, positive trends are evident. The evidence indicates that health outcomes 
take time to manifest and so it is judicious to consider both process and outcome indicators when examining 
impact.37,41

The “Quadruple Aim” is gaining increasing traction within the evidence base for integrated care. This consists of 
four aims: to improve population health outcomes; to improve experience of the healthcare system for individuals 
and their families and carers; to improve cost efficiency of the healthcare system and; to improve experiences for 
service providers and clinicians.42 There is strong evidence to indicate that integrated care improves the quality of 
care, patient satisfaction and accessibility of services.41 In addition, staff perceive that they are delivering higher 
quality care.41 Therefore, a shift in focus is required to reflect such outcomes going forward. Truly patient-centred 
care prioritises the individual within the healthcare system, empowering them to navigate and manage their own 
care.1,20 Patient-reported outcome measures should therefore be a central outcome metric going forward, in addition 
to the suggested indicators above.43 A workstream for data capture, data linkage and analysis is to be put in place 
which will support the identification of impacts of the intervention whilst also considering attribution of impacts.
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Appendix 1 
ICP CD Steering Committee membership 2016 – 2019 
Mr. David Walsh, Chair, Chief Officer, Community Healthcare - Dublin South, Kildare & West Wicklow

Dr. Orlaith O Reilly – National Clinical Advisor & Group Lead (NCAGL) Chronic Disease and Clinical Lead ICP CD

Dr. David Hanlon, NCAGL, Primary Care 

Dr Siobhan Kennelly, NCAGL, Older Persons 

Dr. Margo Wrigley, NCAGL, Mental Health 

Dr. Pat Nash, Group Clinical Director, Saolta Hospital Group

Professor Ken McDonald, Clinical Lead Heart Failure Programme

Professor Pat Manning, Clinical Lead, Asthma Programme 

Professor Tim McDonnell, Clinical Lead, COPD Programme

Professor Sean Dinneen, Clinical Lead, Diabetes Programme 

Dr. Brendan O Shea, Director of the Postgraduate Research Centre, ICGP

Ms. Mairead Gleeson, General Manager, Office of the NCAGL CD

Mr. Brian Murphy, Assistant National Director, Primary Care

Mr. Ciaran Browne, General Manager, Acute Hospital Division

Ms. Colette Cowan, CEO, UL Hospital Group

Ms. Mary Wynne, Interim Nursing and Midwifery Services Director & Assistant National Director

Ms. Virginia Pye, Director of Public Health Nursing 

Ms. Emma Benton, General Manager, Office of National Clinical Advisor & Group Primary Care 

Ms. Yvonne Goff, Assistant National Director, Integrated Information Service/Chief Clinical Information Officer, 
OoCIO, HSE
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ICP CD Clinical Leadership Group 2020
Subsequent to the changes in HSE management structures and the CCO Review of National Clinical Programmes 
(2019) the governance of the ICP CD was changed to a clinical leadership group. The composition of the current 
clinical leadership group is; 

Dr. Orlaith O Reilly – Chair, National Clinical Advisor & Group Lead (NCAGL) Chronic Disease and Clinical Lead ICP CD

Professor Ken McDonald, Clinical Lead, National Heart Programme

Professor Sean Dinneen, Clinical Lead, Diabetes Programme

Dr. Des Murphy, Clinical Lead, Respiratory Programme

Dr. Sarah O Brien, Specialist Public Health Medicine, Office of the NCAGL Chronic Disease 

Dr. Joe Gallagher, ICGP/HSE Primary Care Lead for Integrated Care Programmes (Cardiovascular Disease)

Dr. Diarmuid Quinlan, ICGP/HSE Primary Care Lead for Integrated Care Programmes (diabetes)

Dr. Mark O Kelly, ICGP/HSE Primary Care Lead for Integrated Care Programmes (COPD)

Dr. Dermot Nolan, ICGP/HSE Primary Care Lead for Integrated Care Programmes (asthma)

Ms. Mairead Gleeson, General Manager, Office of the NCAGL

Ms. Margaret Humphreys, National Lead for Diabetes Structured Patient Education

Ms. Cliodhna O Mahony, Programme Manager, National Clinical Programme for Diabetes

Ms. Susan Curtis, Programme Manager, National Clinical Programme for Respiratory

Ms. Regina Black, Programme Manager, National Heart Clinical Programme 

Dr. Miriam Owens, Specialist Public Health Medicine *

Dr. Claire Buckley, Specialist Public Heath Medicine*

*Currently reassigned to Covid services.






