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Speakers 
Alison Enright: Is the HSCP Development Manager to the newly established National Health and Social 
Care Professions Office in the HSE. Previously OT Manager in Beaumont Hospital, Dublin. Alison pioneered 
and co-led the development of Beaumont IƻǎǇƛǘŀƭΩǎ Clinical Redesign and Workload Measurement 
Programme (CReW) which is due to be extended to selected sites nationally.  Alison has a strong track record 
in leading service improvement programmes. 

Noleen Burke: Senior Physiotherapist graduated from UCD with a BSc Physio and an MSc in Sports 
Physiotherapy in 2007.  Her role has evolved in recent years to focus on Falls Prevention and Frailty. She is 
team lead Frailty in Mullingar Hospital where they have developed a Frailty pathway, which received a 
commendation at the Irish Healthcare Awards 2018 and the Health Service Excellence Awards 2018.  

 

Yvonne O Riordan: Senior Occupational Therapist, graduating from the University of Limerick. She joined 
Beaumont Hospital in 2014, attending to needs of the older person, from ED to acute and specialist geriatric 
wards. Yvonne has a keen interest in enhancing care outside of hospitals -  focused on early detection of 
delirium and delirium awareness, frailty interdisciplinary education and integrated care.  Yvonne is a 
facilitator on the RSCI Nursing Education Diploma on the rehabilitation of the frail older person. 

 

Danielle Reddy: Senior Occupational Therapist in St. [ǳƪŜΩǎ General Hospital, Carlow-Kilkenny. She graduated 
with a BscHons Degree in Occupational Therapy at Coventry University in 2007. She has been working with 
the Geriatric EMergency Service in Feb 2017, improving the service of geriatric interdisciplinary care for frail 
elderly at the front door. She successfully ran the end pj paralysis movement throughout hospital in 2018 
and is spreading this concept into the community i 
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Instructions 
Å Interactive 
 
Å Sound: 
Computer or dial in: 
Telephone no: 01-5260058 
Event number:841 079 331# 
Å Chat box function 
ï Comments/Ideas 
ï Questions 

 
Å Keep the questions coming 
 
Å Twitter: @QITalktime 

 



 
 

Alison Enright ς National HSCP Office 
Noeleen Bourke ς Mullingar Frailty Intervention Team (MFIT) 
Danielle Reddy ς Geriatric Emergency Services (GEMS), {ǘΦ [ǳƪŜΩǎ IƻǎǇƛǘŀƭ 
Yvonne hΩwƛƻǊŘŀƴ ς Frailty Intervention Therapy Team (FITT), Beaumont Hospital 
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wŜǎƘŀǇƛƴƎ tŀǘƛŜƴǘǎΩ /ŀǊŜ  





What Smart Hospitals Do 
 

 
 

 (https://ipc.brookes.ac.uk/publications.html ) 



Comprehensive Geriatric Assessment 

Noeleen Bourke, MFIT Team Lead 



Comprehensive Geriatric Assessment (CGA) 

Evidence Update 

Å ΨMulti-disciplinary diagnostic and therapeutic process conducted to determine the 
medical, mental & functional problems of older people with frailty so that a co-ordinated 
ǘǊŜŀǘƳŜƴǘ ŀƴŘ Ŧƻƭƭƻǿ ǳǇ Ǉƭŀƴ Ŏŀƴ ōŜ ŘŜǾŜƭƻǇŜŘΩ (Ellis et al. 2017) 

 

Å The NCPOP recommends that all older adults identified as being frail or at risk of frailty 
should have a timely CGA performed and documented in their permanent health record 
(HSE 2012) 

 

Å Older people who receive CGA rather than routine medical care after admission to hospital 
are more likely to be living at home and are less likely to be admitted to a nursing home at 
up to a year after hospital admission (Cochrane Review, 2016) 



Å History of presenting complaint 
Å Past medical history 
Å Cognitive Assessment 
Å Vision & Hearing 
Å Swallow & Speech 
Å Malnutrition Screen 
Å Pharmacology 
Å ADLs 
Å Mobility 

 

CGA Components Outlined  

Å Falls 
Å Continence 
Å Sarcopaenia 
Å Depression/loneliness/isolation 
Å Skin Integrity 
Å Pt & family preferences 
Å Carer stress 
Å Safeguarding  
Å Any other concerns 

 



Clinical Frailty Scale 



.ŜƴŜŦƛǘǎ ŦƻǊ tŀǘƛŜƴǘǎΧ 
Å Comprehensive assessment of needs, beyond their presenting symptoms 

 
Å LŘŜƴǘƛŦƛŜǎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƴŜŜŘǎ ŀǎ early as possible 

 
Å Enables the patient to be referred early to HSCP services ς assessment, diagnosis, 

rehabilitation, interventions 
 

Å Ensures the patient is mobilised early for best outcome 
 

Å Supports the patient journey by ensuring timely communication of information 
between hospital and community services 
 

Å Supports patient choice ŀǎ ǇŀǘƛŜƴǘΩǎ ǿƛǎƘŜǎ ŀǊŜ ƛŘŜƴǘƛŦƛŜŘ ŜŀǊƭȅ ƛƴ ƘƛǎκƘŜǊ ƧƻǳǊƴŜȅ 
 

Å Supports an inclusive approach with family ς information is gathered from family in 
the Emergency Department & initial advice is given there 
 

Å Enables patients to receive the right treatment, in the right place, at the right time, 
by the right person 
 

Å Supports ǇŀǘƛŜƴǘǎ ǘƻ ŎƘƻƻǎŜ ΨƘƻƳŜ ŦƛǊǎǘΩ ŘǳǊƛƴƎ ǿƘŀǘ ƛǎ ƻŦǘŜƴ ǘƘŜƛǊ ƭŀǎǘ мллл Řŀȅǎ 
 

 
 



Benefits for StaffΧ 
Å ά/ƭŜŀǊ ƛƳŀƎŜ ƻŦ ǇŀǘƛŜƴǘǎΩ ƴŜŜŘǎ ōŜŦƻǊŜ L Ǝƻ ǘƻ ǎŜŜ ǘƘŜƳΦέ 

 
Å άL ƪƴƻǿ ǿƘŜƴ ŀ /D! Ƙŀǎ ōŜŜƴ ŎƻƳǇƭŜǘŜŘ ǘƘŀǘ Ƴȅ ǇŀǘƛŜƴǘΩǎ ǎŀŦŜǘȅ ƴŜŜŘǎ ƘŀǾŜ ōŜŜƴ ŀŘŘǊŜǎǎŜŘ.  I 

ŦŜŜƭ ƳƻǊŜ ŎƻƴŦƛŘŜƴǘ ƛƴ ŘƛǎŎƘŀǊƎƛƴƎ ǇŀǘƛŜƴǘǎ ƘƻƳŜ ǿƘŜƴ ŀ /D! Ƙŀǎ ōŜŜƴ ŎƻƳǇƭŜǘŜŘ ōȅ aCL¢Φέ 
 

Å wŜŦŜǊǊŀƭǎ ŀǊŜ ōŜƛƴƎ ǊŜŎŜƛǾŜŘ ƳƻǊŜ ǉǳƛŎƪƭȅ ǿƛǘƘ ŦŜǿŜǊ Ψƭŀǎǘ ƳƛƴǳǘŜΩ ǊŜŦŜǊǊŀƭǎ ǘƻ ŀǎǎŜǎǎ ǎŀŦŜǘȅ ŦƻǊ 
discharge home. This, in turn, aids planning and prevents discharge delays. 
 

Å More appropriate referrals to hospital & community staff. 
 

Å Improved communication, teamwork and profile amongst HSCP group. 
 

Å CGA accepted as a referral in primary care. Completed CGAs provide more information, which 
helps prevent duplication and enables primary care colleagues to prioritise patients. 
 

Å CGA provides an early opportunity to identify & address future risks. 
 

Å Information from SLT community assessments obtained at front door & communicated to staff. 
 

Å CGA also serves as an initial database, reducing duplication and staff time.  
 
 



Geriatric Emergency Services (GEMS)  
StΦ [ǳƪŜΩǎ IƻǎǇƛǘŀƭΣ YƛƭƪŜƴƴȅ 

  
Danielle Reddy, GEMS Senior Occupational Therapist 

 



Streaming from the Acute Floor 

Senior decision making at the front door is vital to stream patients to the 
right place to receive the best care and outcomes. 

 

In 2018: 

V
20% patients admitted went to specialised geriatric ward 

V
86% of those returned to their own residence 

V
5% newly listed for long term care  

 



Right Place, Right Time, Right Care 

2017 

  

2018 Improvement 

Outcomes 

LOS   LOS     

Median 

  

 8 Days Median  7 Days Ҩ м Řŀȅ 

Same Day D/C  86 

 

Same Day D/C  157 

 

ą 83% 

  Potential Turn 

Around 156 

  Actual front door turn 

arounds 56% 

Readmission  

(178) 

  

Av: 14.3 

Med: 14 

Readmission 

(232) 

Av: 12.4 

Med: 11 

Ć13% 

Ć21% 

7 day Av: 4.3 

Med: 5 

7 day (86) Av: 3.8 

Med: 4 

Ć12% 

Ć20% 

Rehab / Other 

Hospital 

88 Rehab / Other 

Hospital 

 

130 ҧпу҈ 


