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“The	use	of	a	case	management	
approach	delivers	superior	

outcomes	over		
care	as	usual	when	set	in	a	

mul9disciplinary	care	network”	
	

(Bout	et	al	2013,	Stokes	2015)	



Case	Management	
is	one	part	of	a	
larger	strategy	for	
integrated	care	
that	requires	a	
shared	strategic	
vision	across	
public	health,	
primary	care	and	
acute	care	policy,		



	
Collabora9on	between	
IC	POP	and	DCU	
	
First	9me	this	type	of	in	
depth	study	has	been	
carried	out	that	makes	
recommenda9ons	for	a	
case	management	
approach	for	older	
persons	in	Ireland.	
	



The	different	approaches	to	case	
management	



Case	Management	for	older	persons	

The	key	components	of	a	successful	
case	management	approach	are:	

	



1.   The	Case	Manager	(single	point	of	contact)	
with:	
•  Clearly	defined	roles	and	responsibili9es	
•  Appropriate	skills	and	competencies	with	
par9cular	reference	to	the	applica9on	of	
same	in	gerontological	care	and	exper9se	

•  Access	to	educa9on	and	training	required	
to	support	their	role	



2.	Inter/MulAdisciplinary	collaboraAon	across	
and	within	health	and	social	care	systems.	



3.	A	programme	design	that	incorporates:	
•  A	published	protocol	(for	clarity	and	ease	of	comparison	with	other	

programmes)	
•  A	person	centred	ethos	
•  A	single	point	of	contact	for	clients	and	their	families	
•  Clearly	defined	screening	and	assessment	procedures	e.g.	Comprehensive	

Geriatric	Assessment	
•  Monitoring	and	review	at	intervals	appropriate	to	the	intensity	of	the	

interven9on	and	the	appropriate	development	and	coordina9on	of	a	
mul9disciplinary	care	plan	as	needed	

•  Flexibility	to	support	person-centred	care	and	meet	fluctua9ng	needs	of	
clients		

•  Supported	discharge	facilita9ng	caseload	management	and	client	self	
management	

•  Appropriate	levels	of	sustainable	funding	
•  Governance	and	quality	assurance	built	into	the	programme	from	the	

outset	
	



4.	Service	OrganisaAon	that:	
•  Shares	a	strategic	vision	of	integrated	and	
collabora9ve	care	provision	

•  Is	seamlessly	coordinated	to	facilitate	the	
delivery	of	integrated	care	

•  Provides	levels	of	service	availability	and	a	
range	of	services	appropriate	to	the	ethos	and	
delivery	of	person	centred	care	

•  Incorporates	financial	models	that	can	
promote	and	sustain	system	integra9on	





STEP	
Support	Team	for	Elderly	

People	
	

South	Tipperary	General	
Hospital	



• J1****2.	Thurles	Co	Tipperary.	(Actually	North	Tipp	so	
increased	workload	to	iden9fy	services,	who	leads	them,	
etc).		

• Presented	to	ED	with	displaced	PEG	tube	and	ongoing	
loose	stool,	on	Sunday	16th	September.		

• Seen	by	Gastro	team	on	Monday	a\ernoon,	PEG	
replaced	and	referral	to	Die9cian	for	review	of	PEG	feed	
due	to	ongoing	loose	stool.		

• Discharged	on	Tuesday	evening	18th	September	(2	
Nights	in	ED,	full	assistance	required	with	ADL’s).		





3	days	
Post	
Discharge	



“Eamonn	Cooney.	I	am	the	Candidate	Advanced	Nurse	for	
Older	Persons	in	South	Tipperary	General	Hospital.	My	
role	within	the	hospital	is	specific	to	the	Older	Person	
who	presents	to	the	Emergency	Department.	When	
“Tom”	came	to	the	ED	on	Sunday,	he	would	have	been	
asked,	or	who	was	with	him	would	have	been	asked,	3	
ques9ons;	1)	Do	you	live	alone	2)	Do	you	need	help	to	
wash	and	dress	and	3)	Do	you	need	help	to	leave	your	
home.	If	the	person	answers	2	out	of	3	our	team	gets	a	
call.	And	“Tom”	scored	3	in	this	so	I	am	following	up	
today	based	on	that”			



“	I	know	“Tom”	was	seen	in	the	ED	and	he	
had	his	PEG	tube	replaced	as	it	had	come	
out	overnight.	I	know	there	was	also	an	
issue	regarding	on/off	diarrhoea.	I	spoke	
briefly	to	“Tom”	while	I	was	in	ED	and	he	
said	to	me	that	he	was	having	pain	in	his	
hip,	ongoing	pain.	He	was	discharged	on	
Tuesday	morning	and	I	am	just	following	
up	today	to	see	how	he	is	today	in	
regards	to	all	these	issues”.		







1.   “Tom”	has	nearly	pulled	out	the	PEG	tube	fully	

overnight.	Eamonn,	he	sees	it	as	no	value	because	he	

has	lost	everything	else.	We	are	seeing	Psych	of	Old	Age	

in	Thurles	today.	But	I’ll	have	to	cancel	because	he	

needs	to	come	to	ED	to	get	Peg	Tube	put	back	in”.		

2.   Diarrhoea	has	stopped	but	he	is	now	consApated.	The	
dieAcian	has	changed	his	feed	to	help	with	the	loose	

stool	but	he	is	consApated	now,	not	because	of	the	

feed	,	“Tom”	goes	between	both,	consApaAon	and	

diarrhoea.		

3.   Eamonn,	he	sAll	has	that	pain.	He	was	started	on	a	patch	

in	the	hospital	before	he	was	discharged	but	it	is	

ongoing”.	“Tom”	is	known	to	the	community	palliaAve	

team.		





1.   “Don’t	bring	“Tom”	to	Clonmel	yet.	There	may	be	an	opAon	for	
someone	to	call	to	you.	I	will	ring	them	now	and	see	can	we	get	
them	out	to	you.	Keep	your	appointment	with	the	Psychiatry	team,	
that	is	important”	

	
(We	rang	CIT	(Community	IntervenAon	Team).	They	could	call	to	“Tom”	

in	the	aUernoon.	“Tom”	has	an	appointment	to	see	Psychiatry	of	
Old	age	in	the	aUernoon	in	St	Marys	Medical	Centre.	“Oh,	we	are	in	
the	same	building,	actually	only	on	floor	below.	“Tom”	can	come	to	
us	and	then	aWend	his	appointment”.	“Fabulous”,	thank	you.		

	
2).		“	I	will	ring	the	PalliaAve	Team	for	advice	regarding	his	pain	and	I	

will	let	you	know	what	they	say”	
	
(	We	rang	the	Community	PalliaAve	in	the	Hospital	of	the	AssumpAon,	

who	put	me	on	the	Milford	Hospice.	“Tom”	is	known	to	us,	we	try	
and	call	at	least	once	a	week”.	We	can	get	someone	to	call	this	
evening	or	first	thing	tomorrow	morning”.	“Fabulous,	thank	you”.		



3.	I	will	speak	to	the	DieAcian	regarding	the	new	
Peg	Feed		regime.			
(I	spoke	with	the	DieAcian.	New	regime	only	
started	on	Wednesday	morning	so	“Tom”	should	
start	to	see	the	benefits	of	less	diarrhoea	in	the	
coming	days.	“Tom	has	alternate	bowel	moAons	
for	many	reasons	including	diet	but	also	due	to	
decreased	mobility	and	medicaAons,	especially	
pain”.		
	
4.	“Does	Tom	take	anything	for	when	he	is	
consApated”.	“He	takes	lactulose	but	I	have	none	
at	the	moment”.		
(I	spoke	the	Registrar	in	STEP.	He	reviewed	the	
paAent’s	notes	and	prescribed	Lactulose,	it	was	
faxed	to	the	Chemist.		





1.   “Bring	Tom	into	the	Health	Centre	this	aUernoon	as	planned.	
Before	you	go	to	Old	Age	Psychiatry,	go	to	the	CIT	room	in	the	
same	building.	This	is	their	number.	They	will	reposiAon	the	
PEG	tube	for	you.	And	they	will	do	that	for	you	as	part	of	
their	service.	They	will	talk	to	you	about	that”.		



2.	“The	Community	PalliaAve	team	will	call	to	“Tom”	
either	late	this	evening	or	tomorrow	morning,	probably	
tomorrow	morning	because	you	have	those	
appointments	this	aUernoon”	



3.	“The	DieAcian	has	developed	the	new	regime	to	help	in	
prevenAng	the	ongoing	loose	stool.	And	will	conAnue	to	
review	this	with	you”.		



4.	We	have	just	faxed	a	prescripAon	to	your	
chemist	in	Thurles	and	I	have	also	rang	them	to	
make	them	aware	what	it	is	about.	You	can	collect	
the	Lactulose	on	the	way	back	from	your	
appointments.		



5.	“This	is	my	number	for	the	Frailty	Team	(Calls	out	
Number)”.	We	work	currently	Monday	to	Friday.	If	there	is	
an	issue	like	the	PEG	Tube	again	don’t	hesitate	to	ring.	And	
if	you	are	bringing	“Tom”	into	hospital	for	whatever	
reason,	because	someAmes	you	will	have	to,	just	let	me	
know.	It	means	we	can	get	to	see	John	and	maybe	help	get	
him	home	sooner”.	Thanks.		



“Tom”,	up	to	the	
19/11/2018	has	not	
represented	to	ED.	

Nearly	3	months	of	no	
acute	hospital	
afendance.		

		



CASE	2	

J14***9		82	year	old	male	
admiWed	14th	September	

AdmiWed	to	ward	post	fall	while	out	
walking.	IniAal	collateral	from	spouse	
of	memory	loss	over	a	period	of	Ame.	
However,	on	a	conversaAon	lasAng	

over	an	hour,	cogniAve	issues	present	
for	over	2	years	



•  All	family	living	away	from	home,	just	“Michael”	and	his	wife	living	at	home.		

•  A	couple	who	socialised	a	lot	together	but	also	had	their	own	interests,	Michael’s	
been	GAA.	Well	known	in	the	community	and	acAve	parAcipants	within	their	
community	

•  However,	Michael	had	become	dependant	on	a	family	friend	to	bring	him	to	
games.	And	in	regards	to	the	home,	his	wife	was	beginning	to	lock	gates	and	
doors	as	he	went	for	daily	walks	with	his	dog.	Yet	he	had	gone	undiagnosed	with	
DemenAa,	but	their	lives	were	changing	dramaAcally.		

•  Carer	stress	very	evident,	to	the	point	of	neglecAng	issues	with	her	own	personal	
health		

•  Consultant	and	Candidate	ANP	spoke	at	length	with	“Michael”	and	then	spouse.	
Diagnoses	of	DemenAa	confirmed	for	“Michael”	following	appropriate	tests.		





• Same	day	Public	Health	Nurse	for	the	area	
contacted	and	referral	made.	Couple	had	no	
requirement	for	input	from	PHN	up	to	now.		

• Same	day	Alzheimer	Liaison	Nurse	in	North	
Tipperary	contacted	and	referral	made.		

• Same	day	Memory	Technology	Library	in	
South	Tipperary	contacted	and	referral	made,	
details	given	to	spouse.		

	



MEMORY	TECHNOLOGY	LIBRARY	

•  The	Memory	Technology	Library	was	developed	through	the	"Five	Steps	
to	Living	Well	with	Demen9a	in	South	Tipperary"	Project.	The	project	
was	jointly	funded	by	Atlan9c	Philanthropies	and	the	HSE	through	the	
Genio	Trust.		

•  It	is	based	here	within	STGH	Hospital	Grounds.		
•  The	library	is	for	people	with	memory	difficul9es	and	demen9a,	and	

their	family	and	friends.	There	are	a	large	range	of	Assis9ve	Technology	
(A.T)	products	that	are	useful	for	people	with	memory	difficul9es.	The	
Memory	Technology	Library	is	facilitated	by	an	Occupa9onal	Therapist	
(OT),	appointments	can	be	made	with	the	OT	to	discuss	prac9cal	
strategies	and	advice	on	appropriate	A.T	products.	

•  The	library	offers	a	space	where	these	products	can	be	seen	and	tried	
out	with	a	member	of	staff	on	an	individual	basis.	Sensory	products	and	
reminiscence	ac9vi9es	are	also	demonstrated.	





BATH	ALARM,	WHEN	FULL,	TOO	HOT,	TOO	COLD,	ABOVE	PRE	
SET	LEVEL	



GPS	SHOE	TRACKER.	LINKED	IN	TO	HOME.		



•  Same	day	Community	referral	to	OccupaAonal	Therapist	
made	and	idenAfied	as	urgent	in	view	of	fall	and	new	
diagnoses.		

•  Same	day	Community	Referral	to	Physiotherapist	made	
and	idenAfied	as	priority	in	view	of	falls	

•  Same	day	numbers	provided	to	spouse	for	Private	Home	
Care	to	as	she	suggested	it	was	affordable	for	them	and	
she	would	need	to	aWend	medical	appointments	soon.		

•  Phone	number	of	the	Frailty	Team	provided	if	further	
informaAon	required.	If	“Michael”	needed	to	present	to	
ED,	advised	to	ring	us	and	we	would	see	him	as	a	team	in	
ED.		



It	will	be	3	months	next	week	since	
“Michael”	was	discharged	and	he	has	
not	represented	to	STGH	in	that	period	
of	Ame.		




