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= Figures from the:NIID(2005) show that in Ireland the
_.number of people with 1D over 55 years of age has almost
doubled from 1974 to 2005 ( 2010 figures show upward trend
continuing).

= For people with ID “old-age’ is generally considered to begin
from age 50 years of age (Hatzidimitriadou and Milne, 2005).
For people with Down Syndrome there is an increased risk of
dementia over the age ot 35 (British Psychological Society
and Royal College of Psychiatrist 2009{
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= According; teithe Database theneare' 97 people availing of a
service from KIPFA in the “old-age” category.




It is evident from the figures that
planning for ageing is a significant issue
for KPFA now and into the future.

As a response to this the committee on
ageing was formed and agreed the
followingstenms of references




S0 examine theage and geograpﬁm pr"f | “peoplewWestupport
1 order tomakeprojections and' plan for changing need dueto
ageing.

Identify the types and range of supports that are necessary to
enable the people we support to live in their own homes as they
age.

To review whether some people we support that are currently in
Glebe Lodge (high support house) have a service which is
greater than their current need, and who could be appropriately,
-"‘"accommodated n a settmg with lowet SUPPOrts. -
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- JQuan’afy the sk1lls and expertise on ageing that currently exist
within our staff team. Make recommendations on how these can
be utilised to maximum etfect for the benefit of the people we
support.




= To prioritise training in the areas where skill
shorntages-are identified and to recommend how
best such training could be provided.

To identify models and elements of good practice

in the area of ageing across our sector and to make
recommendations for the introduction of best
practice models into existing and future services

m—




The report is the culmination of the work carried out
by the committee. It describes what was found in
terms of current best practice models in relation to
ageing with ID. It gives an account of the current
practices in KPFA and identifies challenges in

adhering to best practice. Finally, it sets out
recommendations for future service development
and identifies how we can achieve our goals.
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= Glebe Lodge will sufpport residents with high support needs
through to end of life.

A new facility will be built in Rathmore and will be based on the

Glebe Lod%? model - it will be staffed and adapted to support

those with

igher needs and will aim to provide care through to
end of life.

= KIPEA community houses will be adapted as appropriateto allows.
those with decliningiunctional abilitiesitosremain in their homes.

= [t the support needs of an individual cannot be met within their
existing home, transfer to one of the Associations high support
houses will occur.




= [Use of resources external to the service will be considered
to, assist in maintaining a person with increasing support
needs in their eown home.

Every effort will be made to access generic services
available to those without ID who are ageing. Access to

SLT, OT, palliative care, pastoral care, should be'sought via
the normal referral routes.

@oensideration will be given to the development of a
specialized gerontology team to comprise of KIPFA staii
with specificitrarmineandiexperencenin ageing.




= The person remains within the ID service provision so that
he/she can continue to benetfit from the more specialized
and quality service which upholds the ideals of
independence and normalization.

Care planning and assessment will be undertaken using
person-centred approaches i.e. commitment to'healthy,
active , choice-based ageing.
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= Person centred planning reviews willitake accotnt of
L clnrent andNtteage related needs:
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Develop and maintain close working relationships with

families and carers in the home who may wish to continue
caring but require support to do so.

Person centred planning must be comprehensive and as
such input from non ID services such as GP, PHN,

gerontology specialists, physio, OT and community
welfare otticer, may all be considered.

Plan fowappropriate day and respite care as engagement
i meaningtul and pleasurable activitiesyis criticallto
physical andipsychological laealthrand well-being.



A care ]:l>1an will'beiin place for all older adults and each
plan will be reviewed regularly and modified as
appropriate in accordance with changing need.

Reliance on generic service supports will continue and
will be accessed in a timely way so that people are
adequately supported to allow for optimal functioning in
the least restrictive environment.

Attentionswill be given to exploring ways that full
assessment needs can be undertakensomrthose 55+ with
[Dowmn syndremerandfrom b0Hfortiiose with ID of other

aetiologies.




= Staff training must take account of service provision for the
older person with an intellectual disability in health and
illness as not all older people we support will necessarily
move from independence to reliance.

Developing a highly trained core team of staff;, that would
drive practice in elder care may be a cost effective way of
training. Part of the remit for this team would be to
provide advice, support and education to staff and families
in areas where the older person welsupportisiageingin

place: B _—
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= Keep a register of training and educational cotirses
that statf undertake.

Provide information on relevant training/courses
available to staff.

Staff who are funded and/or given time to avail ot
courses must commit to sharing skills and knowledge
with other staff.
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Review statt training every 6 months with a focus on
relevance to practice.




== POMS - focusion developing staft sKills so that they are
better able to support the older person with ID in
actualising their goals —(the aim is to grow and develop,
not decline).

Supporting People with Intellectual Disability who are

Ageing - will be part of core training going forward.

Advocacy training - being sourced through the Kerry
INetwork of People with Disabilities.
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Gerontologinnrsing- Protessional development to CNS
i Older Persons with ID is desirable
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== Palliative Care - currently we depend on the Flome Care
teams. It would be beneficial to have KPFA statf trained
in all asFects of palliative care - could be part of a
gerontology team.

Pain Management - training is vital to provide quality
end of life care. Physicians are hesitant to prescribe for
gersons who cannot verbalise their pain (botstorde King
005). Staff training in the use of an:assessment tool to
evaluate pain in an objective way would be beneficial.

Berequement:Sippori=Suppettingireople with 1D who
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gre Ageiné (€ore training); [HA Workshogﬁs; Seasons for

Growth;

inical Psychologist; EAP (VEI); Bibliotherapy.
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» End of life is best described as a continuum, rather than a
poeint in time (NCAOP,2008).

The main aim of end of life care for older adults with a
prolonged trajectory of decline is adapting the ethos of

palliative care.

Palliative care as defined by the WHO! (2002) is as follows:

“Wie actioe holistic care of patients withvadvanced progiessive
illess. Managen;_e_iﬂgf pAl A0t eSO arid proorsion
oftplaysiclsue Y sprritial support... 1he goal of palliative
care'is achievement of the best quality of life.....many aspects of
palliative care are applicable earlier in the course of illness”.




= The philosophyand practice of a palliative care
approach has to be adapted in long term care to ensure
best practice at end of life that is protective and
respecttul of a resident’s integrity and individuality.

In relation to end of life care the recommendation of
HIQA (2008) is that each resident receives care which
meets individual physical, emotional, social and
spiritual needs and respects dignity and autonomy.

=L Within KPFA, through ongoing expenience and in Wotise
and external traiming a body offexpertise in palliative
S care 1s developing and growing.




Glebe LLodge have now:commenced end of life planning

“meetings with families which are proving very valuable
tor all involved. Families are welcoming the opportunit
to talk and to plan. Staff report that families are generaﬁ]y
relieved to know that their relative can be appropriately
cared for in Glebe Lodge through to end of life.

Also in Glebe Lodge, 1palliative care is no longer viewed
a

as,care offered in the last months/weeks of life. A
S palliative approach to care can happen overapetiodiof
years and welnustplan accordinglyz
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= KPFA, as a learning organisation, Is embracing
- the challenge of supporting people with:lifelong
D that are ageing as an opportunity to grow in
Knowledge and ideas. But, gaps In empirical
Kknowledge limit our abllity to reliably advocate

for a broader range of intellectual disability
specific supports for ageing. It Is widely
acknowledged that good information on how
people with 1D’ experience: ageing, simplysdoesi.
. nhot exist. @nesresponse torthis has been the

dévelopment of the IDS to TILDA study and
KPFA are participating in this project.




= But, there is need for additional research in-te-i;r-ris—?f-:explﬁﬁﬁg— ~
experiences, Knowledge and understanding of ageing amongst
people with ID that are now in their elder years.

As an outcome of this report the Association will facilitate the
carrying out of qualitative research aimed at exploring this
issue.

This initiative builds on precedent within the organisation
where service user consultation has been integral to service
development.

Ihe aim of the study will be to developraithicory: of ageing with
litelong imtellectiialidisability anditordisseminate the
mtormation to'the wider service support system.




Thank you for listening,.

Any questions?
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