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Speaker

Fiona Keogan:

is a Service Improvement Lead with Ireland East Hospital Group
(IEHG).

Fiona is a chartered physiotherapist who completed the RCPI
Quality Improvement diploma in 2016. She previously worked at
Beaumont Hospital where as Head of Clinical Services &
Business Planning she developed services for older people
including front-door multi-disciplinary assessment for frailty.

She now leads the Frailty Value-stream work across IEHG,
assisting front line staff to improve processes and work together
with community and voluntary partners to redesign services and
improve patient and carer’s experiences.




Instructions

* Interactive = ° =

* Sound:
Computer or dial in:
Telephone no: 01-5260058
Event number:163 654 059#
* Chat box function

— Comments/ldeas

— Questions

 Keep the questions coming

 Twitter: @QlTalktime
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National Strategy

How do we help?

1 Establish Governance Structures

Undertake
Population
Planning for
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Integrated Model of
Care




Compelling reasons for changing current
model of care

=  Chan gi ng dem ograp hic IRELAND ACTUAL POPULATION 2011 AND PROJECTED POPULATION 2040 BY GENDER
. AND AGE GROUP
" Increasing demand
. . . 85 Years & Over 19011
= Patient, family and carer expectations 804 years =
= Evidence that hospitalization causes o
harm- deconditioning, HAIls, falls... 65.60yers
. 60-64 years
= Current model not fit for purpose ) ssseyean
- too hospital centric/ not responsive e
enough § e
35-39 years
= Cost 30-34 years
. . . 25-29 years
= Qver professionalisation of care- too i
many professions/duplication/ gaps fs10years
. . 10-14 years
= Education of current graduates not in 59 y0m0
line with system requirements Hipe i e
- 250,000 200,000 150,000 100,000 50,000 0 50,000 100000 150,000 200,000 250,000

New models of care emerging

Figure 1: Weighted estimate of frailty in the community-dwelling population aged 65 years Source: Central Statistics Office Population and Labour Force Plojec‘lions 2016-2046

and older in Ireland (TILDA, wave 1).

Robust * 31% of the Irish older population
aged 65 and over were robust, tilda
* 45% were pre-frail and e

Pre-frail

55 * 24% were frail. e
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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

Complex cohort at high risk of Minorillness (eg, urinary tract infection)
adverse outcomes ¢

Costly Independent

Frailty is identifiable
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Evidence based intervention - pependen
Comprehensive Geriatric
Assessment i

It crosses health and social care, so
can drive integration -
Clegg, Younag, lliffe, Rikkert, Rockwood

Focuses on key person outcomes Frailty in elderly people
Lancet 2013; 381: 752 - 762



Public policy and social norms

Maslow argued that safety
and survival remain our
primary and foundational
goals- not least when our
ontions or capacitv are

Hierarchy of needs are individual and
change over time

nealtn & ddrety =
Safety manifestation of these

goals




The possible new reality...

buibuojRq/anol

People readily
demonstrate a willingness
to sacrifice safety and
sometimes survival for the
sake of something beyond
themselves... family,
country, justice,

...regardless of age



What we end up with ...

“Older people placed in a
controlled and supervised
institutional existence, a
medically designed
answer to unfixable
problems, a life designed
to be SAFE but empty of
anything they care about” I




Current Language

Currently problem oriented and risk averse

* Not back to Baseline

* No Rehabilitation potential

* No capacity

* Not safe to go home

* Failed OT/PT

* Failed home visit

Goal Setting — are they really appropriate to the person?

* Goals do not sound as if the person said them
— |/Need to be able to walk 10 metres

* Base goals on how the person lived before admission




Embracing risk; enabling choice

Guidance for occupational therapists
Royal College of Occupational Therapists

Royal College of
Occupational
Therapists ®



Older People don’t see themselves this way

W"‘




Resilience- resisting challenges and
bouncing back

Areas of
resilience
in later life

Paychological ‘
rosilience




What matters to What People
me? Want To Know

» What is your understanding » What is wrong with them?
of the situation and your

ootential outcomes? v What is being done to fix it and when will that

)
» What are your fears and happen:
what are your hopes? » How the team judge when they can to home
» What are you willing to and how will they hear what the person thinks
sacrifice and what are you and when appropriate their carer

not willing to sacrifice?

» What is the best course of
actions that would meet all
of this for you?

» What would make you feel
‘SAFE’ to go home

v When s it that likely to be?



Acute Frailty Network

IEHG have engaged with the AFN to develop a ‘model
line’ to understand what good looks like

@\/ Acute Frailty
\ Network
QIS
10 principles

1. Establish a mechanism for early identification of people with frailty

2. Put in place a multi-disciplinary response that initiates Comprehensive Geriatric
Assessment (CGA) within the first hour or 14 hours if overnight

3. Set up a rapid response system for frail older people in acute care settings
4. Adopt a ‘Silver phone’ system

5. Adopt clinical professional standards to reduce unnecessary variation

6. Strengthen links with services both inside and outside hospital

7. Put in place appropriate education and training for key staff
8. Develop a measurement mind-set
9. Identify clinical change champions

10. Identify an Executive sponsor and underpin with a robust project management
structure



UNSCHEDULED CARE GATEWAYS

Transformation not possible without
considering continuum of care




Service Improvement Approach

Values & Visioning

Rapid Improvement Events

Value Stream Analysis

= Value Stream Analysis

= Visioning workshop

= Rapid Improvement Event
= 30-60-90 day report outs

Clinical Leadership

Group level values and
visioning events
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What Good Looks Like
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Lean Healthcare Management System

IMORE THAN A BOX OF TOOLS

A lean management system is not a box of tools leaders can cherry pick from to make quick, organisational
change. It is part of an integrated operating system where Leadership Vision and Strategies are connected to
daily continuous improvement to sustain and steadily improve the organisation.

There are eight key elements, or tools, of a lean management system:

Each of these tools are linked
to create a system, not just a
series of discrete tasks.

Managing to
Established
Standard

Problem
Solving

Status Team
Reports Huddles

These elements work

LEAN together and become
MANAGEMENT _ Leadership interlocking
SYSTEM ransparen Advisory Scorecard Standard

Teams Work

Grupa Ospidéal
Oirthear na hEireann

@ Slmpler @reland East 6%3

CONSULTING

IBM Watson Health



Title:  Frail Elderly first 72 hrs’

Process Owner: Kay Slevin

€Ire\und East

Facilitator: Fiona Keoganm

Sponsor: Shona Schneenman Team Leader Noeleen Bourke:

Sensei: Dave Jones-Lofting

©]e] 10]6]0JGI0IoN I |
Start Date: 30 Apr 18 @ S|mp|er

Current Date 4 May 18

Team Members: End Date:

1. Reason for Action [[Go_ [ No Gd 4 Gap Analysis [Go [NoGo 7. C Plans [No Go
Context: In the unscheduled care VSA, we | re, improvements are
identified a need for development of a frail N
elderly pathway at RHM. RHM is currently not . O ?:;ecr:r:xpenence and 1. No frailty screening or assessment Action T Due RAG
meeting PET targets for patients 2 75 years. 2. No Comprehensive Geriatric Assessmem (CGA) Implement Frailty Screen in ED 18" June

3. No Clinical Pharmacist in acute g for Frail Patients

ate of Frailty Screening 4. No early MDT assessment Implement MFIT to complete CGA; 18" June
5's in RHM 5. No early ED doctor assep
6 Set up systems for alert (email
phone, notepad

6 un_‘ Network (AFN) Principles

‘ c. Increase rate of completed

es for the first 72
Comprehensive Geriatric

b. Quality: Achieve Acute Frailty

\Assessment (CGA) in identified Frai

18" June

G

G

18" July G
RK/CMD/AC G
G

NB/AC 18t July

8. Confirmed state ‘ Go ‘ No Go

g7 > 75y0a patient cohort } patients munication to PHN/ Community services
| .
| d. Reduce re-admission rates for fra
| patients over 75 years
Reflections: ys -
Root Cause: Reflections:
2. Initial State [ Go [NoGo |5 soluton Approach A Go [NoGo
Prncpies
Lo Gy dencatonol pople i Tty X
Ry respons s Comprenenve
Kponse sy o all e eopl X Cause/ Soluti
tion E C
1 P svtom Priori olut
ﬁ "‘ r " ,W ot i o recuce umecessay ity
M w‘ T v i Sy
| (LA fleornmensemen i 1 Setup Frailty Screen in Triage A O
L0 ety i Exace Spnsoe and icerpi waha bt
S managsmen ST
2 Setup alert system o, o
() (b) Quality %
[ 3 Complete CGAs 0% 20% X A
| 4 Commu 1% 50% A O
I “‘ﬂ 1N Explanation of |
1 H | Affecting - If ma) hen use CAPITAL, if minor then lower case.
L LA Current State = ibes current performance in terms used in boxes 2 & 3.
| < FS = Future state
PPV P P s -EASE O=Easy A
X - COST O = Low Cost
« (d) Time
Reflections: Reflections:
6. Rapid ‘ Go ‘ No Go
3. Target State A I [No Go
% PATIENTS Prncies ool pcotewih e Experiment Anticipated Effect Effect Follow up Action
ot rtcionct s wi oy
SCREENED FOR nse that initiates Comprehensive Geriatric
in L our 20%
FRAILTY ey o ks el v oy vk Trial VIP Identify Frail il
5?EWJJ(‘;LTQZ"L';Z’}JZ.‘:.?ZTQ"“ i ”:"T’? Holioily TestiPMS rail Make live
& Developa measurement mindset s ol Ve ID'd to FIT
S ity ccalchange champions ;
‘management structure Trial CGA
Emergency Medical 30 Day Re-admission Rate 50% staff 5 min FIT
no educated re MFIT  education & 20
AR & Frailty min FIT/Frailty
o Loy \\ education
100 &

X

Reflections:

Reflections:

Reflections:

+ Very good team
dynamics
Knowledge and

ack of computers and
gternet connection in the

What hindered?
+Perceptions of nursing home

* Enthusiasm for residents

change «Lack of medical team member
* Work practices can be on RIE team

restructured + Doubt expressed as to

whether frailty is an issue and
whether it is already
adequately managed

+ Experience &
expertise in the room




Why ?

Simple

The way we do things around here

definition:

Takes Can be difficult to
Time measure
Leaders must Behaviour changes
Key Behavioural find ways to lead to changes in
notions: statement change beliefs which

behaviours changes the culture



If you had 1000 days left to

ol A Compe"ing Reason live how many would you

choose to spend in
hospital?

*48% of people over 85 die within one year of hospital
admission

Imminence of death among hospital inpatients: Prevalent cohort study
David Clark, Matthew Armstrong, Ananda Allan, Fiona Graham, Andrew Carnon and Christopher Isles, published online 17 March 2014 Palliat Med

*10 days in hospital (acute or community) leads to the
equivalent of 10 years ageing in the muscles of people
over 80

cill et al (2004) studied the association between bed rest and functional decline over 18 months. They
found a relationship between the amount of time spent in bed rest and the magnitude of functional

decline in instrumental activities of daily living, mobility, physical activity, and social activity.
Kortebein P, Symons TB, Ferrando A, et al. Functional impact of 10 days of bed rest in healthy older adults. ] Gerontol A Biol Sci Med Sci.
2008;63:1076-1081.

27




e Retrospective analysis of

Crowded emergency departments 694 patients with

community acquired

¢ Dangerous pneumonia
Correlates with increased length of stay | * Delayed delivery of

antibiotics in 4 hours

1: Means (95% Cls) of inpatient length of stay and excess” inpatient
length of stay * EDnot crowded -31%

Emergency department length of stay o
— = Y o, o e ED overcrowded —72%

IPLOS (days)T 3.72 (3.60-3.00) 5.65(548-582) 6.60(6.31-6.60) 7.20 (6.01-7.40)
IPLOS - SALOS* (days)t 0.36 (0.21-0.57) 1.30(1.16-1.45) 1.86(1.71-2.21) 2.35 {2.08-2.62)

Pines JM et al. The impact of emergency
department crowding measures on time

* Excess inpatient kength of stay is defined as inpatient length of stay exceeding the siate averags length of ) to anthlOthS for patllents with
stay for the dimgnosis-related group -.IF'LIII::. SALOS . IF‘LOG Ianﬂ:lent Iengih of stay. SALOS = Stata communlty acqmred pneumonia. Annals
average mpallet Iengih = ] o 0.001 for dfference, on analyses of Emergency Medicine, 2005’

of wariance (Al
50(5):510-516

Patients waiting over 12 hours for a
bed have a 2.35 increase in their
hospital length of stay.

Essential drugs are delayec
when an emergency
department is crowded




©This is an open access article distributed under the terms of the Creative Commons Attribution License CC BY 4.0
Harvey et al.(2018) AIMS Mediczl Science, 5(3): 255 http://www.aimspress.com/journal/medicalScience @DrlulietHarvey

What happened to my legs
when | broke my arm-

-
B

Pre Hospital Discharge
Accident Admission Home

M daily sitting time M daily sitting time M daily sitting time

4 weeks prior Week of 4 weeks post
to fracture Accident discharge



The ‘Stranded Patient’ Metric

1.06 -
1.04
1.02
14
0.98
e 411 % (Total)
0.96 - .
= Stranded Patients (number)
0.94
0.92 -
0.9 +
N [« o - N o [ - N w o
] wn N ) [l w o ~ H ~N
b8 ~ - oS b ~ ~ o, ~ S ~
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Impact of poor access to emergency admission:
M LOS

A g Patient harm
are needs ‘
M Cost ®

J Quality of patient experience




The consequences of late transfers and discharges
batched late afternoon




Vital Signs for Frailty

Abnormal is Normal
Atypical is Typical

Gait is a vital sign
Altered mental state is a vital sign
Talking is a vital sign

Is it safe to admit/ stay in hospital?
Dyspnoea/ acute confusion/ weakness

Hidden signs- feet/ inappropriate clothing, hygiene...
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Clinical Frailty Scale™

| Very Fit — People who are robust, active, energetic
and motivated. These people commonly exercise
regularly. They are among the fittest for their age.

2 Well — People who have no active disease
symptoms but are less fit than category |. Often, they
exercise or are very active occasionally, e.g. seasonally.

3 Managing Well — People whose medical problems
are well controlled, but are not regularly active
beyond routine walking.

4 Vulnerable — While not dependent on others for
daily help, often symptoms limit activities. A common
complaint is being “slowed up”, and/or being tired
during the day.

5 Mildly Frail - These people often have more
evident slowing, and need help in high order IADLs
(finances, transportation, heavy housework, medica-
tions). Typically, mild frailty progressively impairs
shopping and walking outside alone, meal preparation
and housework.

6 Moderately Frail — People need help with all
outside activities and with keeping house. Inside, they
often have problems with stairs and need help with
bathing and might need minimal assistance (cuing,
standby) with dressing.

7 Severely Frail - Completely dependent for
personal care, from whatever cause (physical or
cognitive). Even so, they seem stable and not at
high risk of dying (within ~ 6 months).

8 Very Severely Frail - Completely dependent,
approaching the end of life. Typically, they could

I not recover even from a minor illness.

9.Terminally lll - Approaching the end of life. This
category applies to people with a life expectancy
<6 months, who are not otherwise evidently frail.

Scoring frailty in people with dementia

The degree of frailty corresponds to the degree of dementia.
Common symptoms in mild dementia include forgetting the
details of a recent event, though still remembering the event itself,
repeating the same question/story and social withdrawal.

In moderate dementia, recent memory is very impaired, even
though they seemingly can remember their past life events well.
They can do personal care with prompting.

In severe dementia, they cannot do personal care without help.

* |. Canadian Study on Health & Aging, Revised 2008.
2. K. Rockwood et al. A global clinical measure of fitness and
frailty in elderly people. CMA] 2005;173:489-495.

DALHOUSIE
UNIVERSITY

Inspering Mireds

© 2007-2009.Version |.2. All rights reserved. Geriatric Medicine
Research, Dalhousie University, Halifax, Canada. Permission granted
to copy for research and educational purposes only.



Clinical Frailty Scale

The Clinical Frailty Scale (CFS) is a quick and simple tool describing degrees of
frailty based on symptoms and functional status.

* Patients scoring 1 are very fit, active and independent — during a hospital
admission their aggregated risk of death is 2%.

* Patients scoring 4 — 6 are vulnerable but with a mortality risk of less than
6%.

* Patients scoring 8 are very severely frail and completely dependent, with an
aggregated risk of death of 24% during that hospital admission.

* Patients scoring 9 are terminally ill with a life expectancy of less than six
months.



Uses of CFS in Clinical and Disposition Decision Making

Category CFS Clinical Disposition
score considerations considerations
Robust 1-3 Usual care pathway, Driven primarily by
including specialist primary presenting
care referrals if problem
indicated
Mild frailty 4-6 Screen for presence Consider case
of geriatric management in
syndromes, refer discharge planning to

onwards if identified reduce the risk of
(usually as outpatient) | readmission

Moderate to 7-9 Geriatric syndromes Services able to deliver
severe frailty highly prevalent, Comprehensive Geriatric
ensure holistic care Assessment (in hospital
available, end-of-life or at home)

scenarios common

Ambulatory emergency care guide
Same day acute frailty services

Published by NHS Improvement, NHS
England, the Ambulatory Emergency Care
Network and the Acute Frailty Network

June 2018



Screening on the Acute Floor

Tiiage | Intay | Referal| Maior Incidert | RTA | Other | Coding | SDUKPI| Sepsis Screen VIP Sereen | »
Da you live alone? Yes X

Do you wash and dress without any help? |Yes vl

Do you leave your home on your own?  [No v

VIP Screen for Frailty Positive? Yes v

cot |




Daily Presentation Demand >75 yrs

ARk

25

20

15
10
5

11 Presentations per Day

6 Frail

51.2% of total are frail

54.5% are admitted




Prevalence of Frailty by Age in Years

100.0% 45
90.0% 40

80.0% 35

70.0% l 20

60.0% -

°0.0% 20 —=% Frail
40.0%

30.0% 15 —-YES
20.0% 10

10.0%

0.0% 0

75 77 79 81 83 85 87 89 91 93 95 97 103
Age in years



We need to know what good looks like

Are we ‘Finding the Frail’?
What are we doing about it?
What should we be doing about it?

Ask
‘Is it safe to admit?’

HOW YOU DO IT

Right Things Right Things

Wrong Right

Wrong Things | Wrong Things

Od NOA LVHM



What smart Hospitals do

* Focus on the admission pathway (assess early and short stay)

 Maximise emergency day care (ambulatory emergency care)
* Focus on the admission pathway (assess early and short stay)
 Maximise emergency day care (ambulatory emergency care)

« Assertively manage frailty and tackle deconditioning

* Focus on down-stream flow

 Have processes to reduce delays

* Focus on simple discharges....case manage and not over
assess in hospital

 Work as a system — as a team of teams



Beds are not capacity

Beds are where patients wait for the next thing to happen

Why not home — Why not home
today?

SHUNGARS
PATIENT'S

TIME

41




Red and Green bed days

1 > = £] 5 [ =1 v = = 10 o i

A Red day is when the patient no longer requires an ‘acute level of
care’

* Could the current interventions be feasibly (not constrained by
current service provision) delivered at home?

* If | saw this patient in out-patients, would their current
'physiological status' require immediate emergency admission?

If the answers are 1. Yes and 2. No, then this is a 'Red bed day'.
Examples of what constitutes a Red Day:

* A planned diagnostics is not undertaken as requested

* A planned therapy intervention does not occur

* Medical management plans are not reflective of interventions
and required outcomes to progress the patient’s pathway of
care

* The patient no longer requires an acute level of care

A RED day is a day of no value for a patient

12 1= 14 15

A Green day is when a patient
receives an intervention that
supports their pathway of care
through to discharge

A Green day is a day when all
that is planned or requested
happened on the day it is
requested, equalling a positive
experience for the patient

A Green day is a day when the
patient requires an acute level of
care

A GREEN day is a day of value for
a patient




@ Senior review

v All patients have a plan including an

expected date of discharge and clinical
criteria for discharge

SAFER
patient flow Flow - all wards that routinely have
bundle F & patients from assessment units pull

the first patient before 10am

& Earlier discharge - a third
before midday

R Q Review - stranded patients




R Review all patients in hospital

7 days or more
* Escalate to MDT/ Family meetings

* Ask whether care needs to be delivered in acute setting
* What needs to be done to ensure early recovery

* What are the patient’s wishes?

* Who do you need to help resolve issues?

* Develop a process to discuss and problem solve weekly
with all key people in the room

* Seek same day access to community supports, using
simple referral processes



4 Questions....
patients (and families/ carers) should know the answer to:

1. Do | know what is wrong with me?
(or what is being excluded? )

This requires a competent senior assessment and discussion.

2. What is going to happen now, later today and tomorrow to get me sorted out?

The ‘inputs’ needed (diagnostic tests, therapeutic interventions etc.) with specified timelines.
3. What do I need to achieve to get home?

The ‘clinical criteria for discharge’ (CCD), a combination of all factors.

4. when should | expect to go home?
(if my recovery is ideal and there is no unnecessary waiting)

This is the ‘predicted date of discharge’ (PDD) which should be set at the point of admission.




PATIENT EXPERIENCE e e et

EXPERIENCE

Using The Lixt Below, What Emotion{s) Describses Your Experience?

Please Add Other Thoughts Or Feedback On Your Experiencs

Copy~ight O J00%5 A4S Dot A Fipbh Fesssoed




Supported Cared for Good

I Helpful
Happy

Respectful

OK

| admire the staff for the work

that they do though | feel it is the
lack of staff that causes some

hiccups

A very positive experience at a very
difficult time, exceptional care and
attention

All the nurses and
doctors were very nice

Comfortable

Confused

Relieved

Worried

Frightened

Frustrated

Need to be offered more
drinks and shown where the
toiletis

Annoyed
Uncomfortable

Misunderstood by various
staff, uncomfortable at
times

No sleep feels tired, noise was
frightening, felt misunderstood and
frustrated

Misunderstood



HOW CAN WE CONTRIBUTE?

UNDERSTAND DEMAND TO GET OUT

- 25 to 35% of beds are filled with patients who are medically fit for a safe

discharge or transfer to their next planned destination.




The Stranded Patient Metric

(LOS > 14 days)

Eves that havent seen Lirmuany Cuassic SE I
proper e in days \ Q fethoscoe (does not apply i on srgeny)
. . Chumss from free i —
Reviews of 100s of Long Stay Patients show... b,r.m(,{’,,,um,,,,f,\ IR N
] . Besper incessantly going off \' 1IN TOUNQl TS
Care often delivered by Junior Doctors ARLINDY /wr'wm o amne
' |
— relatively inexperienced \\'/ ’. ,
N Y& A | e with Big Pharma branding
— poor continuity of care 4 A

Parten stickess to remind )rm

Patients with multiple chronic problems T Par L do ot do omchigoraefor o
lose the patint ise!
Lots of symptoms/signs/abnormal test results el — NI N

fuvourite comnul size

More tests and referral (bloods, scans, echos, endoscopy ett

SMARTPHONE for
Re ports m!ru/‘umf dosages, and

%, MenicaL STUDENT in tow
pretty mich everthing el

— delays pending (further) investigations & referrals
— complications (NBM, contrast, biopsies, infections...)

— false (or irrelevant) positive results = cycle repeats...
Anatomy of a Juxior Docror
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After > 21 days in hospital...

Original reason for admission is often
forgotten — no longer in main stream
— Records are too large to read
— Clinical team disconnect due to ward/staff changes

Complications are common
— many iatrogenic or due to hazards of hospitalisation

Discharge planning is on hold

— Clinical management is day to day = focused on latest
symptoms, signs or abnormal results

— MDT bypass — patient labelled “not stable” or “not
ready for discharge”

07/11/2018
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Reducing the Stranded Patient Metric

* Increase visibility of Stranded Patients
* Prevention of those at risk
 Rescue those already stranded

o

Prevention Actions Rescue Actions
Identify problems early Review by Care Team at 14 Days
— Plan discharge before admission — Risks of discharge overestimated
— Set expectations and goals — Can the risk be changed?

— “Why is this patient here?” an early question
— Structured assessment - Acute InterRAI

Prevent Delirium and Sarcopaenia

— There is always a bed at home

Expert Review at Bedside of Sample at 21 Days

— Activity — Senior Executive

— Volunteers — Senior CliniCian

— Exercise prescription — Project Nurse
Review medications continuously — Senior Allied Health

Frequent flyers — same team every time — Review 4 patients per week
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Guide to reducing long
hospital stays

June 2018

https://improvement.nhs.uk/documents/2898/Guide_to_reducing_long_hospital _stays FINAL_v2.pdf



Creating the system

Red and

green bed
days

Review
extensive
LOS patients

Criteria-led
discharge
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If you had 1000 days left to
live how many would you
choose to spend in
hospital?

@ W ther own cothes & @mmwdmuatmw .anmnnmm .Mmumﬂmhmn
artusiony cdsonendobon gong for o walk or ting ot of bed

e
— el oo redoed r of horm m.‘"
g gRod reciery



What we will need to get the service we require....

*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



Learning from outside of Ireland

Integrated primary and Acute Care Models (PACs) in UK
-Population based accountable care model

-Aims to improve physical, mental and social health and wellbeing of local
population and reduce inequalities.

-General Practice at its core

-greater focus on prevention and integrated community based care and less
reliance on hospital care

-those with ongoing needs need coordinated care through integrated MDTs
 partnership working

* Data driven care model

* Integrated neighbourhood teams for populations of 30 to 50k

* Flexible workforce and technology- need to disrupt existing ways of working

Relationships and trust across system critical to success




Are we using our competencies, skills and
experience to their potential?

* Waiting to be asked to see patients?

* Working 5/77?

* Working in silos- whose job is it anyway?
* Not challenging decision making

* Not advocating for our patients

* Not seeing those at risk as priorities?

* Discharging from treatment too soon

* Not challenging our culture....... our society...



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

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, incontinence etc - families and carers unable to cope

Only option in crisis is ED

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



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



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 275 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



Structure Identity Meaning

System Policy  Informatio elationships Action

Myron’s Maxims:

o People own what they create

o Real change takes place in real work

o The people that do the work do the change
o Start anywhere but follow it everywhere

o Keep connecting the system to itself



Key Lessons

* Focus on what matters to patients and staff
* Small projects can change the world

* Be braver

* Be kinder

* Be patient and impatient at the same time
* Be collaborative

* Be tenacious and resilient



Together we need to
create an IEHG
network

* Collaborate

* Co-operate

enhancing innovation through
collaboration & cooperatio

Informal

Structured

Goal-oriented

jarche.com

Opportunity-driven

Initiate
change

Share expectations

Connect
people
Learn by
doing
Engage through

conversation

Add value to
knowledge

This is not a project!
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Healthcare- A Complex Adaptive System

KNOW THE

Collection of parts

* Parts are interconnected
Parts can act independently
e Action by any part may affect the whole

“Complex and orderly outcomes can emerge from a few simple
rules, even without central control” - Paul Plesk

It is complex so keep it simple!



Thinking like a farmer

* Don’t shout at the crops

* Don’t blame the crop for not growing fast
enough

 Don’t uproot crops before they haven’t had a
chance to grow

* Choose the best plants (processes/people) for
the soil

* Irrigate, fertilise (provide motivation)

« Remove weeds (obstacles)

* Realise outcomes are not predictable — sacking
the farmer won’t help the crops grow




GOOD LEADERSHIP

 Deal with uncertainty

e Achieve shared purpose
 Create Conditions
 Enable others

Values into Action

values

+ Values inspire action .
through emotion

what we value ‘

* Decisions to act follow |
emotional judgements 2 ,

about values

Leaders accept responsibility not only for their individual ‘part’ of the
work, but also for the collective ‘whole’
Marshall Ganz




System Leadership

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

*Patient focus with emphasis on quality

*Use of improvement methodology and supporting data
eLeadership, 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



Grijpa Ospidéal

I.:/t: Regional Hospital Mullingar. — Frail Elderly Management- First 72 hours é o
Ireland East

e Bt

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
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e e e, Ly ) Next Steps:
! -; ﬁﬁ&.lﬁh—-“- Ber.]ef'ts Testing new way of working
: Patients Measuring for improvement
= Staff ¥ Embedding change

Sustaining improvements

isha m ism for early identification of people with frailty v VIP, CFS Testing commencing lune 18th
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p Put in place a multi-disciplinary response that initiates Comprehensive Geriatric Vv  Testing commencing June 18th
- Assessment (CGA) within the first hour or 14 hours if overnight

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

Adopt clinical professional standards to reduce unnecessary variation V  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 Vv Local plan, TILDA, Masterclasses, ICPOP
Develop a measurement mind-set v  Database, AFN tools, support from SiLs

Identify clinical change champions Vv 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
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10 days of bedrest is .
equivalent to 10 years of _

DECONDITIONING IN FRAIL HOSPITALISED PATIENTS CAN CAUSE SERIOUS HARM muscle wasting :

INVESTING IN THE FIRST 72 HOURS OF A FRAIL PERSONS CARE WILL Our current frailty initiative aims to-
improve experience and outcomes

REDUCE DELAYS IN DISCHARGE e ol 2 g
Our current frailty initiative aims to improve experiences and - Developing a clear and effective 13&,
outcomes for people living with frailty by: pathway for frailty .

- Developing a clear and effective pathway for frailty i 2
- Optimising the use of all care options available Optimising the use of all care options
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Ireland East



Measurement for Improvement

. Are you clear on your aim?

Have you selected the right measures to quantify the
benefits?

Are you tracking the right patient groups - how do you
identify these?

4. Can you map and quantify the flow of acutely frail
patients through your system?

Will you be able to demonstrate the impact of
implementing your improvements?
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100 % of Total Discharges to Home and Nursing Home
90 EMERGENCY ADMISSIONS 2018
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Discharges

— Iy
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ket >14 Days
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Av LOS

LOS < 30 Days LOS All patients > 75 yrs
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7 day re-admission Rate
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IEHG Service Improvement Team are hosting:

Shifting the Curve
in Frailty

Integrating Services for Older People

When: November 13, 9am — 4pm
Where: Freeman Auditorium, Mater Hospital

Grupa Ospidéeal

Qirthear na hEireann

@rc and East

An opportunity for IEHG sites
actively engaged in the Frailty
Value Stream improvement
journey to come together to
celebrate and share success to
date:

Risk stratification and
streamline

Development of Frailty
Intervention Teams

Integration at the Front Door




Thank You

In the final analysis,
change sticks when 1t
becomes the way we do
things around here

John P Kotter
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Helpful links

Framework for Improving quality

www.qualityimprovement.ie

Improvement Knowledge
and Skills Guide

EVERYONE IMPROVEMENT IMPROVEMENT
TEAM CHAMPION

Understanding> Delivering ) Leading > Supporting >

http://www.hse.ie/eng/about/Who/QID/aboutulv/



http://www.qualityimprovement.ie/
http://www.hse.ie/eng/about/Who/QID/aboutQID/
http://www.hse.ie/eng/about/Who/QID/aboutQID/

Follow us on Twitter y @QITalktime

Missed a webinar — Don’t worry you can watch recorded webinars on HSEQID
QlTalktime page

Next Ql Talktime: Tuesday 27" November

PlayDecide: Patient Safety - a new "serious game"
learning tool for health professionals to discuss
patient safety and error reporting

Speakers: Members of the Health Systems Team, UCD

Thank you from all the team @QITalktime
Roisin.breen@hse.ie

Noemi.palacios@hse.ie QIl TALK TIME

Building an Irish Network of Quality
Improvers




