
21/06/16	
  

1	
  

Connolly	
  Hospital	
  Dementia	
  	
  
Project-­‐	
  Integration	
  At	
  Work	
  

MEMORY	
  ASSESSMENT	
  AND	
  SUPPORT	
  CLINIC	
  

Integration	
  
using	
  key	
  

clinical	
  roles	
  	
  

Person	
  
centred	
  care	
  

Education	
   Environment	
  

Activities	
  developed	
  under	
  4	
  
headings	
  

*  Level	
  3	
  Hospital,	
  HSE	
  
*  Well	
  developed	
  community	
  and	
  acute	
  hospital	
  
specialist	
  older	
  persons	
  services	
  	
  
*  Wanted	
  to	
  build	
  on	
  roles	
  and	
  expertise	
  around	
  
dementia	
  
*  Use	
  of	
  key	
  clinical	
  roles	
  and	
  services	
  to	
  ‘join	
  up’	
  
elements	
  of	
  the	
  patient	
  journey-­‐	
  Memory	
  Assessment	
  
and	
  Support	
  Service	
  
*  CLAN	
  Telementoring	
  Initiative	
  

*  Chart	
  review	
  
*  HIPE	
  data	
  (Day	
  Hospital	
  Assessments)	
  
*  Feedback	
  from	
  service	
  users,	
  families	
  and	
  the	
  
complaints	
  department!	
  

Process	
  mapping-­‐What	
  was	
  the	
  	
  journey	
  
for	
  PwD	
  in	
  our	
  own	
  OPD	
  /	
  Day	
  Hospital	
  	
  

*  Seen	
  in	
  general	
  MFTE	
  assessment	
  clinic	
  
*  Reviewed	
  in	
  different	
  clinic	
  (sometimes	
  with	
  different	
  
team)	
  
*  No	
  written	
  information	
  given	
  
*  DNA-­‐	
  letter	
  sent	
  to	
  GP-­‐	
  little	
  follow	
  up	
  
*  No	
  formal	
  post	
  diagnostic	
  dementia	
  specific	
  supports	
  
for	
  either	
  inpatients	
  or	
  out-­‐patients	
  
*  People	
  attending	
  the	
  clinic	
  indicated	
  that	
  they	
  would	
  
like	
  to	
  be	
  seen	
  by	
  the	
  same	
  team	
  
*  They	
  also	
  requested	
  written	
  information,	
  particularly	
  
in	
  relation	
  to	
  diagnosis	
  

MAS-­‐	
  Process	
  mapping-­‐	
  main	
  
findings	
  

memory	
  
assessment	
  
and	
  support	
  

service	
  

supported	
  
inpatient	
  
discharge	
  

GP	
  

referrals	
  
recieved	
  

through	
  the	
  
community	
  

dementia	
  link	
  
RGN	
  

referrals	
  
through	
  	
  Holly	
  
Day	
  Hospital/

Cappagh	
  

community	
  
liaison	
  team	
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*  1.0	
  WTE	
  CNS	
  Dementia-­‐	
  Leadership	
  role	
  in	
  driving	
  
overall	
  Genio	
  project	
  	
  
*  0.5	
  WTE	
  PHN	
  –	
  Community	
  role	
  
*  Existing	
  Geriatrician	
  support	
  and	
  clinical	
  case	
  
manager	
  for	
  older	
  persons	
  

-­‐  Good	
  management	
  engagement	
  from	
  consortium	
  
process	
  

-­‐  Had	
  to	
  be	
  seen	
  as	
  part	
  of	
  wider	
  project	
  building	
  on	
  
other	
  elements	
  of	
  acute	
  inpatient	
  and	
  outpatient	
  care	
  
for	
  PwD	
  

Clinical	
  Roles	
  supporting	
  integration	
  

Day	
  1	
  	
  
*  	
  Assessment	
  ,	
  MOCA,	
  MMSE,	
  ACE	
  III,	
  	
  	
  
IQCODE,IADLS,BARTHEL,	
  Collateral	
  History,	
  Blood	
  
Tests,	
  Neuroimaging	
  (ordering).	
  
*  Written	
  information	
  of	
  next	
  steps	
  given.	
  	
  
*  May	
  be	
  completed	
  during	
  home	
  visit	
  by	
  community	
  
Liaison	
  nurse	
  (might	
  happen	
  before	
  clinic	
  visit).	
  
*  May	
  be	
  completed	
  as	
  part	
  of	
  a	
  nurse	
  led	
  assessment	
  
clinic	
  

MAS	
  clinic-­‐	
  Assessments	
  

*  Consensus	
  meeting	
  for	
  New	
  Diagnosis-­‐	
  Consultant,	
  
Reg,	
  CNS,	
  Community	
  Liaison	
  nurse.	
  	
  
*  Weekly	
  case	
  review	
  MDT	
  for	
  complex	
  cases	
  
Day	
  2	
  
*  	
  Feedback	
  with	
  Consultant,	
  Reg,	
  CNS.	
  	
  
*  Written	
  information	
  and	
  contact	
  numbers	
  given.	
  	
  
*  Referrals	
  to	
  community	
  supports	
  as	
  necessary	
  
*  Follow	
  up	
  engagement	
  with	
  CNS	
  

MAS	
  Clinic	
  Assessments	
  

*  CNS	
  point	
  of	
  contact-­‐	
  PwD	
  and	
  families-­‐	
  this	
  has	
  led	
  to	
  the	
  
management	
  of	
  crises	
  and	
  avoidance	
  of	
  hospital	
  
admittance.	
  Also	
  supporting	
  people	
  with	
  dementia	
  to	
  
remain	
  at	
  home.	
  
*  Early	
  supported	
  admission	
  and	
  discharge	
  maintaining	
  
continuity	
  and	
  contact	
  
*  Referrals	
  made	
  to	
  Primary	
  care	
  teams,	
  PHNs,	
  ASI	
  
*  Virtual	
  clinic-­‐	
  Follow	
  up	
  phone	
  calls	
  between	
  visits	
  or	
  as	
  
necessary	
  	
  
*  Information	
  leaflets,	
  links	
  to	
  further	
  information	
  

Follow	
  up	
  support	
  

Patients	
  Seen	
  since	
  Nov	
  2015	
  
N=	
  169	
  (86	
  =	
  new	
  patient	
  assessments)	
  
2	
  clear	
  groups	
  emerging	
  in	
  model	
  
*  	
  ‘new	
  diagnoses’	
  –	
  younger,	
  higher	
  functional	
  level,	
  less	
  co-­‐
morbidity,	
  need	
  ++	
  emotional	
  support	
  around	
  diagnosis,	
  
future	
  care	
  planning	
  
*  ‘Established’	
  –	
  with	
  moderate	
  /	
  significant	
  cognitive	
  
impairment;	
  around	
  half	
  of	
  these	
  not	
  previously	
  known	
  to	
  
services,	
  more	
  comorbidity,	
  need	
  significant	
  social	
  supports	
  
and	
  ‘crisis	
  management’	
  	
  (Referrals	
  post	
  acute	
  hospital	
  
discharge)	
  
*  Establishing	
  data	
  set	
  to	
  monitor	
  longer-­‐term	
  experience	
  
with	
  services	
  of	
  this	
  caseload	
  	
  	
  

Outputs	
  

*  75	
  year	
  old	
  lady	
  referred	
  by	
  GP	
  
*  Hx:	
  CVA	
  20	
  years	
  ago,	
  Recent	
  inpatient	
  admission	
  for	
  
Cholecystectomy	
  (didn’t	
  recall),	
  anxiety,	
  depression	
  
*  MMSE-­‐	
  15/30,	
  MOCA	
  11/30	
  
*  Lives	
  alone,	
  no	
  family,	
  one	
  good	
  friend	
  
*  Deterioration	
  in	
  ability	
  to	
  self	
  care-­‐	
  reported	
  by	
  friend	
  
*  Had	
  2-­‐3	
  car	
  accidents-­‐	
  still	
  driving	
  

Case	
  Study-­‐	
  MAS	
  clinic	
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*  Hiding	
  purses-­‐	
  lost	
  800	
  euro	
  
*  Friend	
  unsure	
  how	
  to	
  support	
  her	
  
*  Lady	
  wanted	
  to	
  remain	
  as	
  independent	
  as	
  possible	
  
and	
  reluctant	
  to	
  admit	
  anything	
  wrong	
  
*  Not	
  taking	
  medications	
  correctly/at	
  all	
  
*  Full	
  assessment	
  completed	
  and	
  neuroimaging	
  
ordered-­‐	
  pt	
  and	
  friend	
  supported	
  with	
  reminders	
  for	
  
ctb	
  and	
  blood	
  tests	
  follow	
  up	
  

Case	
  study	
  contd.	
  

*  Home	
  help	
  arranged,	
  initially	
  reluctant	
  to	
  accept	
  same	
  
*  PHN	
  contacted	
  and	
  home	
  visit	
  completed	
  
*  Pharmacy	
  contacted	
  re	
  blister	
  packing	
  medication	
  
and	
  PHN	
  aware	
  of	
  difficulties-­‐	
  friend	
  relates	
  
medications	
  are	
  now	
  being	
  taken	
  
*  Referral	
  to	
  community	
  mental	
  health	
  services	
  and	
  day	
  
centre.	
  Initially	
  refused.	
  
*  DNS	
  follow	
  up	
  phone	
  calls	
  to	
  PwD	
  and	
  friend	
  

Case	
  study	
  contd	
  	
  

*  Episode	
  Severe	
  Back	
  pain	
  and	
  PR	
  Bleeding	
  at	
  
Christmas	
  
*  CNS	
  point	
  of	
  contact	
  during	
  acute	
  hospital	
  admission	
  
and	
  diagnostic	
  investigations	
  
*  Staff	
  education	
  on	
  ward,	
  ‘Getting	
  to	
  know	
  me’,	
  Early	
  
supported	
  discharge	
  
*  Advice	
  ongoing	
  re	
  future	
  planning	
  
*  	
  Regular	
  reviews	
  in	
  the	
  MAS	
  clinic	
  with	
  the	
  familiar	
  
team	
  
*  Her	
  friend	
  and	
  PHN	
  reports	
  that	
  she	
  is	
  doing	
  well	
  in	
  
community	
  

Case	
  study	
  contd	
  

*  Collaborative	
  Learning	
  at	
  Nursing	
  Homes	
  
*  Inter-­‐Professional,	
  Dementia	
  focus,	
  Case-­‐based	
  with	
  
Didactic	
  	
  
*  Facilitated	
  Video-­‐conferencing	
  
*  Initial	
  Pilot,	
  now	
  run	
  once-­‐monthly	
  
*  Each	
  NH	
  ‘hosts’	
  in	
  rotation-­‐	
  de-­‐identified	
  case	
  details	
  sent	
  
to	
  faciltator	
  beforehand	
  
*  CPD	
  accredited	
  for	
  medical	
  and	
  nursing.	
  Pharmacy	
  and	
  
AHPs	
  also	
  participate	
  
*  Evaluation	
  

CLAN	
  Telementoring	
  Service	
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CLAN	
  Meeting	
  
Survey	
  Results	
  
Summary	
  

Q3: Participant Type	
  

Q5: Overall, how valuable did you find 
the Telementoring system in learning? 

Comple te ly  
Va luab le

Va luab le
Somewhat 
va luab le

No va lue

13 3 0 0
12 4 0 0

Answer Options

Discussion of Patient Care Issues
As a way of helping your learning


