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Nora’s Journey in Galway



Background:

Joint CHW/Saolta Governance 
Group established Mar 2019

Sláintecare Funding Sept 2019 
Euro 334,000 for staffing:

 Medical Registrar 0.5

 Grade IV Clerical

 Senior Occupational Therapist 

 Senior Physiotherapist 

 Medical Social Worker  

 Case Manager 

 Speech and Language 
Therapist

 ***Existing Consultant, ANP 
resource also used for service

Overall Aims:
To provide comprehensive 

geriatric assessment for Older 

People in Galway in the 

community setting

 To provide an alternative to 

ED/Hospital Admission for GPs 

with rapid access to specialist 

geriatric medicine services e.g. 

Falls, Memory, Complex Frailty 

pathways

To provide care as close as 

possible to older persons’ 

home in tandem with existing 

community services

Galway Integrated Care for Older People (GICOP)



Referrals From:

GP/Primary Care 
Teams

ED/MAU

Frailty at Front Door

Post Acute Inpatient 
Stay

Criteria for 
Assessment:

75 years or over

Living in Galway City 
or County

Needs assessment 
from >2 members

of MDT Team

Frailty Score 4 – 6 
Rockwood Frailty 

Scale

Clinics:

Older Person Hub 
(UHG)

Outreach Clinics 
Tuam, Loughrea 

Primary Care 
Centres*

Home Visits*

COMPREHENSIVE GERIATRIC 
ASSESSMENT

Care Pathway Developed

Linkage with relevant services in community

Kept on case load or dc back to primary care 
or consultant/ANP clinic

Frequent fliers to hospital on books

Referral Pathways and Assessment
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• Revised to 1500 due to COVID, 1755 interactions between Jan 20-May21

• 850 individual patients seen1800 Older Adults Managed through Service

• Revised to 1500 due to COVID

• 1755 as of May 2021
Provision of a comprehensive geriatric 

assessment to 1800 patients

• 100% of patients receive CGA in less than 2 visits  (majority one visit)Comprehensive Geriatric Assessment 
completed in <2 visits

• Case Manager triage of cases and timely assessment arrangedCase management offered to older people in 
crisis

• 17 Crisis admissions averted Nov 2020-May 2021

• Approximate savings 323 bed days (Av LOS 19 days) Savings Euro 323,000Reduction in Hospital Bed Days

• GICOP GP direct referral process, weekly triage of referrals

• Case Manager acts as direct contact for GPs, PHNs and dedicated email 
Single point of contact for timely access to 
services in the community to older people

• Patient Experience survey in progress

• Very High Satisfaction levels with service, particularly outreach clinics
Improved quality and patient experience of 

care 

Galway Integrated Care for Older People 

Outputs and Outcomes





Video used with permission from the couple (41 secs).
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Why it works?

• The People!

• Single Point of Access for 

coordinated care

• Located in the community with 

rapid access to specialist geriatric 

services

• Focus on what’s important to 

patient

• Liaison with local services

• Avoidance of Crisis point 

admissions to ED

“Not sure about name of the NH but knew he was in 
one, did not know what was happening in news, not 
interested in TV/newspapers, but chatted about the 
hurling and feels Galway not just good enough and 

Limerick won’t be beaten again this year"





406

1067

1473

594

1144

1738

459

1039

1498

NEWS REVIEWS TOTAL

Total GICOP Numbers *Aug 2022

2020 2021 2022

Building On Success of Hub and Spoke Model



The Future



Thank You
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