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Dr Diarmuid O’Shea- Introduction 

Good morning Chairman and members of the Committee. Thank you for the invitation 

to attend this Committee meeting. My name is Dr Diarmuid O’Shea, National Clinical Lead 

for the National Clinical Programme for Older People. I am joined today by my colleagues:  

 Professor Ken McDonald, Clinical Lead, National Clinical Programme for Heart 

Failure and  

 Professor Rónán Collins, Clinical Lead, National Clinical Programme for Stroke 

 

As our population ages, we very much welcome the opportunity to share with the 

committee the progress made to date and the plans for the future in the areas of the 

Older Persons Programme and Chronic Disease Management in the National Clinical and 

Integrated Care Programmes.  Over the course of this opening statement we will update 

you on the three National Clinical Programmes and cover some information from the 

Integrated Care Programme for the Prevention and Management of Chronic Disease 

(ICPCD).  

 

The objective of the Integrated Care Programmes is to design an integrated model of care 

that treats patients at the lowest level of complexity that is safe, timely, efficient and as 

close to home as possible. The ICPCD focuses on a number of chronic diseases that 

impact a large number of health service users.  

 

Approximately 1 million people in Ireland today suffer from Dementia, Respiratory 

diseases, Diabetes, and Cardiovascular disease. The Irish longitudinal study on ageing, 

TILDA, reports that 64.8% of our over 65 age cohort lives with co-morbidity.  The current 

and projected impact of chronic disease represents a major challenge not just for the 

health services, but also for Irish society and the Irish economy.  We have more people 

living longer with chronic disease and multiple co-morbidities, and while it is good that 

the range of treatments available is increasing and improving, this also comes at a cost. 
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We must continue implementing change to overcome the challenges at present, and the 

projected demand on services over the next decade. 

 

The ICPCD aims to provide better care to people with chronic diseases. This will be 

achieved by providing a continuum of preventative, management and support services to 

patient with these conditions.  This is built on an approach which helps people 

understand and care for their own condition in collaboration with their General 

Practitioner and the primary care team. This includes easy access to diagnostics and 

specialist supports in the community and close co-ordination with hospital services so 

that people can receive the care they need, when they need it and in the most 

appropriate way for their circumstances, be it at home, in the community or in hospital. 

 

This will require a significant re-orientation of service delivery and associated resources, 

and will be challenging, but we believe that it is the best and most sustainable approach. 

 

Through the patient narrative project, our patients have clearly articulated their 

expectations from the healthcare they wish to receive. That is “Person-centred 

coordinated care gives me the services I need, when and where I need them. It is based 

on a full understanding of my life and my world, combined with the information and 

support I need. It respects my choices, building care around me and those involved in my 

care”. The proposed model of care for people with chronic diseases honours this 

statement and will be co-designed in partnership with patients, clinicians and managers 

who together are the stewards of healthcare. 

 

Having given you a brief overview of ICPCD, I will now take time to take you through the 

work of the National Clinical Programme for Older People.  
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Dr Diarmuid O’Shea (NCP Older People) 

The population of those aged 65 years and over, in Ireland, is projected to increase by 

between 58 and 63 per cent from 2015 to 2030. The ‘older old’ population (i.e. those 

aged 80 years of age and over) is set to rise even more dramatically, by between 85 per 

cent and 94 per cent in this time period according to the ESRI 2017 publication: 

Projections of Demand for Healthcare in Ireland 2015-2030. As older people have 

complex healthcare requirements, the Irish healthcare system needs to adapt to meet 

the demands associated with this demographic change.  For this to truly happen, we 

need a culture change to drive the shift in how we think and provide care especially to 

our ageing populations. 

 

In line with the recommendations outlined in the National Clinical and Integrated Care 

Programme for Older People (NCPOP) the core principles (otherwise known as the 10-

step framework) which will support and drive better outcomes for older people at risk or 

living with frailty are being implemented. Examples of achievements are: 

 Frailty Education Programmes – 22 established with 130 Trained Facilitators and 

550 Health Care Professionals trained in the programme across the country 

 Integrated Care Pilot Sites – 12 around the country  in the last 18months  

 Other sites around the country (e.g. Tipperary, Waterford, Letterkenny, Kilkenny, 

Cork, Dublin, Galway, Mayo, and Sligo) where local managers, clinicians and health 

care professional are delivering on innovative change, providing evidence that 

these approaches are working.    

 

Prevention is always a challenge in ageing so emphasis is placed on wellness; therefore 

the NCPOP is collaborating synergistically with other Projects to work towards the joint 

goal of healthy ageing. For example 

1) The Irish Longitudinal Study on Ageing (TILDA) and how it will inform policy and 

gives us an evidence base to further improve and target resource and 

innovation.  
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2) Healthy Ireland Initiatives – to promote wellness and maintain independence, 

the real importance of the public health message. 

3) Collaboration with the acute medicine programme and the new dementia 

Clinical Lead in addressing education needs such as frailty education and 

managing people with dementia and delirium in the community and hospital.   

 

Future Plans 

As described in our briefing document, the evolution of the local governance group 

structure around the theme of “ageing well in the community” will champion the pockets 

of excellence emerging from the learning from those areas that are redesigning and 

implementing pathway stages of the Specialist Geriatric Services MOC and the 10 step 

framework and delivery of this type of care needs to be built on. Every older person 

should have access to the right care and support with personalised, coordinated care, 

integrated between services and putting the older person at the centre of the care 

pathway.   

Collaborative working with the Integrated Care Programme for Older Persons is 

indicating that coordinating care for older persons is better but, while some of the costs 

involved could be met through identifying inefficiencies within the system, significant 

investment, both in staffing and in infrastructure, are needed to ensure health and social 

services will be resourced to effectively manage and respond to the health care needs of 

our rapidly increasing older population. Our ageing population is testament in part to 

improved healthcare in Ireland and is to be welcomed but we need to rise to the 

challenges that it presents. Care for the Older Person is everybody’s business and not just 

for the health service worker.   

We need continued on-going support and investment in implementation as we continue 

to work with local and regional areas.   
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I will now hand over to my national clinical lead colleague, Prof Ken McDonald to 

continue the opening statement on behalf of National Clinical Programme for Heart 

Failure. 

 

Prof Ken McDonald (NCP Heart Failure) 

Heart Failure (HF) represents one of the most common reasons for hospital admission in 

the elderly, often requiring a prolonged stay with approximately 20,000 admissions 

attributed to it. The National Clinical Programme (NCP) for HF has as its goal to 

fundamentally change the way care is provided for those with HF, focusing on 

establishing a coordinated approach involving the patient and their family; with GP-led, 

well-resourced community services; and less dependence on hospital based in-patient or 

out-patient services but rather with specialist-led hospital services.  

 

- Treatment  

A necessary foundation for the fundamental change in HF care is the establishment of 12 

hospital-based acute HF units around the country. These effectively look after patients 

admitted with HF, steward them through the unpredictable period post discharge, and 

provides specialized assistance to the community services. This service has resulted in 

reducing readmission rates in their areas and supporting, within the constraint of 

resources, HF care into the community.  

 

Introduction of the role of integrated specialist HF nurses working with GPs in the 

community to seed best practice and  ensuring patient/family involvement in care and 

connecting care for the patient between primary and secondary care. The initial and on-

going experience with this approach has been positive and is leading to speedier 

diagnoses, more effective application of proven therapies, patient involvement in self-

care, and bedding down of novel care strategies between primary and secondary care. 

 

 



 

Page 7 of 11 

 

- Prevention  

To fundamentally alter the epidemiology of HF, the HSE has piloted a home-grown HF 

prevention service on the East Coast which has been shown to be not only clinically 

effective and also cost-effective. This service is now being supported by the NCP HF in the 

diabetic at-risk cohort in the Midlands.  

 

Future plans 

In terms of diagnosis, the concept of Virtual Consultation, where specialists deal with GP 

referrals through on-line real-time communications with the GP, without the need for 

patient travel and referral to the standard outpatient units or the ED, is a critical 

development linking primary and secondary. As a result of the Virtual Clinic intervention, 

for every 100 cases discussed there is a reduction in ER /AMU referral by > 90% and 

outpatient referral by > 80%.  

 

This clinic structure also allows several practices to be linked at any one time and thereby 

provides continued learning to our GP colleagues. This is currently provided in the 

Carlow-Kilkenny, South Dublin/ Wicklow and North Wexford areas.  

 

I will now hand over to my national clinical lead colleague, Prof Rónán Collins to continue 

the opening statement on behalf of the National Clinical Programme for Stroke. 

 

Prof Rónán Collins (NCP Stroke) 

Stroke is our third leading cause of death and leading cause of adult acquired disability. 

Stroke is also a leading cause of dementia, depression, falls and epilepsy in later life.  

Approximately 7,500 strokes occur annually in Ireland. The Stroke Alliance for Europe 

(SAFE) has estimated a 58% increase in stroke numbers in Ireland over the next 10 years 

based on our demography. 
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Since the start of the National Clinical Programme (NCP) for Stroke in 2010 the country 

has undergone a significant transformation in acute stroke services. For example,  

 in 2008 there was only a single stroke unit in our hospitals, where now 85% of our 

acute hospitals receiving acute stroke patients have an acute stroke unit. 

 between 2008 and 2016 providing emergency clot busting treatment 

(thrombolysis) increased from 1% of stroke cases to 12%, in line with European 

norms. 

 resulting from improvement in stroke services mortality has reduced from 19 to 

12%, while discharge to a nursing home has remained constant at 15%.  

 

- Treatment  

Thrombectomy Services 

Thrombectomy is a specialised procedure consisting on the mechanical retrieval of clot 

causing stroke and requiring significant operator skill and training. It is currently provided 

by interventional neuroradiologists at centres in Beaumont on a 24/7 basis, and in Cork 

University Hospital on a 9 to 5 Monday to Friday. CUH will move to a 24/7 service in Q3 

2018. This new treatment presents challenges in terms of pathways of care, estate and 

manpower that need to be addressed. 

 

Rehabilitation Services: 

Recovery after stroke takes time, requires skilled multidisciplinary team working and 

appropriate staffing ratios for critically ill patients with significant physical and 

psychological difficulties. Rehabilitation at home may be a cost effective and more 

psychologically encouraging way to rehabilitate after stroke and evidence for early 

supported discharge (ESD) teams is growing. The NCP for Stroke supports the 

development and implementation of ESD Programmes in South and north Dublin, 

Galway, Limerick and Cork. 
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- ‘Cure’ and Prevention 

The success of acute treatment of stroke is extremely time dependent. Over 60% of our 

stroke patients currently do not present to our emergency departments within an ideal 

time frame. It is important that the public have knowledge and information on the signs 

of stroke and appropriate action. There is a need to re-introduce and intensify public 

awareness campaigns such as the ACT-FAST television campaign. A third to half of all 

strokes may be prevented through lifestyle change, management of blood pressure and 

identification of an irregular heart rhythm, and a nationwide approach to cardiovascular 

disease prevention is needed.  

 

Future plans 

The NCP Stroke is currently engaged in a number of initiatives 

 Stroke Unit Care: 

Stroke Unit care is the foundation of all stroke care and reduces death and disability by 

25%. To achieve optimum patient outcomes all acute stroke patients should be managed 

in an acute stroke unit. There are still a few hospitals without an acute stroke unit 

receiving stroke patients and the NCP Stroke is engaging with individual hospital 

managers to understand the resource needed and guide them in setting up their own 

units and advising for stroke units or have bypass arrangements in place.  

 “Door to Needle” Times: 

The time from assessment to treatment varies in our hospitals and is a factor of many 

steps and processes, many of which can be improved upon by local Quality 

Improvements. As the success of treatment is time dependent the NCP Stroke together 

with the national thrombectomy service and Royal College of Physicians has started a QI 

training programme for stroke teams from all acute hospitals receiving stroke patients. 

This is due to be completed for all teams by mid-2019.  
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 Rehabilitation Services: 

Rehabilitation Services for under 65 patients with stroke have been historically poor due 

to underinvestment and an age cut off to ‘protect’ the over-subscribed services within 

geriatric medicine. The NCP for Stroke advocates an all-age approach to the funding of 

stroke rehabilitation and will be working with the NCP for Rehabilitation to explore 

common areas of patient need.     

 Make Big Stroke History 

The NCP for Stroke is currently engaged in the drafting of a realistic  costed 5-year 

strategy for the country’s stroke services in the areas of ‘acute care and cure’, 

‘restoration to living’, ‘prevention’ and ‘research and education’, aiming to “Make Big 

Stroke History”. 

 

I will now hand over to Dr O’Shea to conclude the opening statement.  

 

Dr Diarmuid O’Shea - Conclusion 

In conclusion and as stated by colleagues,  

a. a patient centred approach is being taken in the design and delivery of care of 

stroke, heart failure and other chronic diseases with specific focus on care for older 

persons. 

b. emphasis is on prevention of illness wherein possible. Initiatives such as Healthy 

Ireland and Making Every Contact Count which focusses on total wellness are being 

promoted.  

c. in case of an illness, provision of the right care at the right time by the right person 

at the most appropriate location is our common aim.  

d. where a patient is chronically ill, self-management education and support is 

important. Many people with chronic diseases can manage their condition at home 

with support from their GPs and primary and community care services and the HSE 

continues to work towards ensuring these supports are available. 
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e. Given the changing landscape of ageing in Ireland over the next decade it is 

important that we have an age attuned and age accommodating society and health 

and social care services. 

 

The Clinical and Integrated Care Programmes show how true collaboration happens 

when patients and carers, healthcare professionals and managers  from across the care 

spectrum bring to bear their knowledge, skills and experiences to resolve persistent 

challenges, and tackle common problems – together. The benefits of reducing the 

incidence and impact of chronic diseases are nationally significant. They extend beyond 

the impact on the health of individuals to our children’s future, the wellbeing of the 

communities in which we live, and the economic prosperity of our society. This increasing 

focus on people with chronic disease and the health and social care needs of older 

people in our country can only be achieved if we all work together. 

 

This concludes the opening statement and together with my colleagues we will 

endeavour to answer any questions you may have. 

 

Thank you. 

 


