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What I will cover 



I – “What matters to me” 



@AgeWellCork 



What matters to you 

       What is the matter with you 







Patient Based Care 





II - Population ageing and hospital care  



Hospitals on the edge 



Towards 2026: A vision for patients, hospitals and doctors RCPI 2017 



Attendances & admissions increased by 23% 

> 75 year olds 







III - Managing transition for acute  

to residential care 
 



Cubism 

George Braque (1910)  

“Violin and candlestick”  

Perspective 



T. S. Eliot's  
“Little Gidding” 

 



Reasons 

• Increased frailty & dependency 

• Chronically declining physical & mental health 

• Sudden change in health – stroke, fracture …. 

• Change in personal circumstances – carers no 

longer able to cope 

• Death of a spouse / partner 
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Family Carers 
 • A 2014 NCPOP study found 

that in general, carers reported 

that they found caregiving to 

be a positive experience. BUT  

– More than 2 in every five 

carers (44%) were at risk of 

developing clinical 

depression; 

– Approximately 1/3 carers 

reported that they 

experienced moderate or 

severe burden 

 



Karen Luxford et al. Improving clinician–carer communication for safer hospital care: 
a study of the ‘TOP 5’ strategy in patients with dementia. Int J Qual Health 
Care 2015; 27 (3): 175-182. doi: 10.1093/intqhc/mzv026 



Transition to residential care 

Patient  

• Increased behavioural 

symptoms  

• Increased depression 

• Increased agitation 

• Decreasing cognition  

• Increased frailty  

• Increased falls 

Caregiver 

• Guilt 

• Depression 

• Feelings of failure 

• Continuing burden 

Moving in: adjustment of people living with dementia going into a nursing home and their families. 
Sury L, Burns K, Brodaty H. Int Psychogeriatr. 2013 Jun;25(6):867-76. doi: 10.1017/S1041610213000057 

 







NICE Pathway – November 2016 



Key principles 

• Ensure continuity of care for people being 

transferred from hospital, particularly those who 

may be confused or who have dementia 

• Ensure that people do not have to make decisions 

about long-term residential or nursing care while 

they are in crisis 

• Ensure that any pressure to make beds available 

does not result in unplanned and uncoordinated 

hospital discharges 

 NICE Pathway – November 2016 



 

 

IV - Some of our process around 

transitions of care 
 
 





Comprehensive Geriatric Assessment 



Discharge Planning Committee 



 

Nursing Home Support Scheme Act 2009 

Values & Principles 

 • A significant life decision 

• Include the older person to 
the fullest extent possible 

• Patients’ wishes paramount 

• The needs and preferences of 
the individual are the primary 
consideration  

• All other care options have 
been exhausted 

• Each person has a 
comprehensive assessment 

• An informed choice with 
appropriate information  

 



Nothing about me 

without me 



Social Worker 

Support patient 

Support family 

MUH Pack 

NHSS Application 

Discharge Co-ordinator 

Coordinate CSAR 

Meet patient 

Meet carers 

Other options 

Information on LTC 

Geriatric Medicine 

Complete CSAR 

Ensure no coercion  

Rehabilitation 

Quality of life 

Supportive Process 



Daily Discharge Meeting 



Transitional Care Unit 



S 
• Signs – I should look out for 

M 
• Medication 

A •Appointments 

R 
• Results – for follow-up 

T 
• Time to talk – at least three things 

Be smart, leave S.M.A.R.T. 





Thank you 

@AgeWellCork 


