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CONSULTANT CARDIOLOGIST
CONNOLLY HOSPITAL, BLANCHARDSTOWN (33.5 HOURS) / RCSI (3.5 HOURS)
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	Job Title:
	Consultant Cardiologist – BNCACA06

	Closing date for applications:
	[bookmark: _GoBack]12 noon on 20/12/2024

	Contract duration:
	Permanent

	Contract Type:
	Public Only Contract 2023

	Hours per week:
	33.5 hours per week at Connolly Hospital Blanchardstown / 3.5 hours per week RCSI

	Contact Details:
	Please contact ConsultantHR@beaumont.ie – for application queries. 
Enquiries relating specifically to this post or informal visits should be directed to:  Prof Jim O’Neill, Consultant Cardiologist, Connolly Hospital email jimoneill@rcsi.ie;  Dr Patrick O’Boyle Consultant Interventional Cardiologist, Connolly Hospital email patrick.oboyle@hse.ie 





The HSE has created six new health regions. Each region is responsible for providing both hospital and community care for the people in that area. Bringing community health services and hospitals together means we can take a more patient-centred approach to healthcare.
HSE Dublin and North East provides health and social care to North Dublin, Louth, Meath, Monaghan and most areas of Cavan. 
HSE Dublin and North East Region includes the following hospitals; 
· Beaumont Hospital 
· Cavan General Hospital 
· Connolly Hospital 
· Louth County Hospital 
· Monaghan General Hospital 
· Mater Misericordiae University Hospital 
· National Orthopaedic Hospital Cappagh
· Our Lady’s Hospital Navan 
· Our Lady of Lourdes Hospital 
· Rotunda Hospital 

CONNOLLY HOSPITAL
Connolly Hospital is located in the West Dublin Village of Blanchardstown. It services a catchment population of 331,000 in Dublin West (including Finglas West and Lucan), North Kildare and South County Meath, and is one of the fastest growing catchment population areas in the country. Connolly Hospital is a Dublin Academic Teaching Hospital providing a range of acute medical and surgical clinical services, acute psychiatric services, psychiatry of old age residential and day services designated residential centres for older persons care, older person day care, outpatient services, diagnostic and support services. Emergency acute general clinical services are provided on a 365 day, 24 hour basis.
CARDIOLOGY SERVICES
Details of the service:

In line with Sláintecare (2017) and the Department of Health’s Capacity review (2018), a shift in healthcare service provision is now required to place the focus on integrated, person-centered care, based as close to home as possible. In order to enable this, the Integrated Care Programme for the Prevention and Management of Chronic Disease (ICPCD) is supporting the national implementation of a model of integrated care for the prevention and management of chronic disease as part of the Enhanced Community Care Programme (ECC). The Model of Care for the Integrated Prevention and Management of Chronic Disease has a particular focus on preventive healthcare, early intervention and the provision of supports to live well with chronic disease.

The investment in the ECC programme will be delivered on a phased basis with a view to national coverage being achieved within a two- to three- year period. Three priority areas have been identified as follows: 
1. Structural reform of healthcare delivery within the community with Community Health Networks (CHNs) becoming the basic building blocks for the organization, management and delivery of community services across the country;
2. Creating Specialist Ambulatory Care Hubs within the community to support primary care management of chronic disease and older people with complex needs; and,
3. Scaling Integrated Care for Older People and Chronic Disease through the recruitment of specialist integrated care teams including Frailty at the Front Door Teams.

The focus is on providing an end-to-end pathway that will reduce admissions to acute hospitals by providing access to diagnostics and specialist services in the ambulatory care hubs in a timely manner. For patients who require hospital admission, the emphasis is on minimising the hospital length of stay, with the provision of post-discharge follow up and support for people in the community and in their own homes, where required. A shared local governance structure across the local acute hospitals and the associated CHO will ensure the development of a fully integrated service and end-to-end pathway for individuals living with chronic disease.

The ECC Programme is underpinned by a set of key principles including:
· Eighty percent of services delivered in Primary Care are through the GP and CHNs;
· Identifying and building health needs assessments at a CHN level (approximate population of 50,000) based on a population stratification approach to include identification of people with chronic disease and frequent service users, thereby ensuring the right people get the right service based on the complexity of their health care needs;
· Utilization of a whole system approach to integrating care based on person centered models, while promoting self-care in the community;
· The Older Persons and Chronic Disease Service Models set out an end to end service architecture for the identification and management of frail older adults with complex care needs and people living with chronic disease;
· Learning from, and delivering services, based on best practice models and the extensive work of the integrated care clinical programmes to date, particularly in the areas of Older Persons and Chronic Disease;
· Embed preventive approach to chronic disease into all services;
· Availability of a timely response to early presentations of identified conditions and the ability to manage appropriate levels of complexity related to same in the community;
· Resources applied intensively in a targeted manner to a defined population, implementing best practice models of care to demonstrate the delivery of specific outcomes and sustainable services; and,
· The need to frontload investment, coupled with reform to strengthen community services.

The role of the Cardiology Consultant will differ according to the needs and configuration of existing services at the local level. 

A suite of alternative outpatient pathways, support from multidisciplinary Chronic Disease Specialist Teams and access to diagnostics including Doppler-echocardiography, radiology and laboratory testing will support the Cardiology Consultant’s work within each hub and the provision of the right care, in the right place, at the right time.

The Integrated Cardiology Service will support:

· A holistic, multidisciplinary approach to the care of individuals with chronic cardiovascular disease;
· Provision of a reformed outpatient service that utilises telehealth and other ICT measures to facilitate more effective and efficient delivery of care.
· Reduced waiting times for patients for hospital-based outpatient services;
· Timely access to specialist services and specialist opinion for patients with cardiovascular disease;
· Early intervention pathways/ rapid access clinics for acute, chronic or newly presenting cardiovascular conditions;
· Development of pathways for the management of chronic conditions. The early assessment and implementation of pathways that will support GP-led primary care, efficient discharge back to the community where appropriate, and reduce the need for repeated hospital-based outpatient reviews;
· Provision of oversight and implementation of self-management support services for chronic cardiovascular disease, including cardiac rehabilitation, in the ambulatory care hubs;
· Facilitating access and reporting of non-invasive cardiovascular testing e.g. echocardiography for GPs; and,
· Contribution to Consultant on-call rosters within the acute hospitals.

Background to the Post

As outlined above, the need to reform the healthcare services in Ireland in order to provide a more sustainable, integrated and patient-centered approach has come to the fore in recent health policies and strategies. Integrated care requires health and social care services to work together across different levels and sites in order to provide end-to-end care that meets patient need. As described in the Sláinte care report (2017), integrated care involves:
· Ensuring appropriate care pathways are developed with a focus on person-centered service planning to ensure services are built around patients;
· Supporting timely access to all health and social care services according to medical need; and,
· Patients accessing care at the most appropriate, cost effective service level with a strong emphasis on prevention and public health.

The Cardiology Consultant, Lead in Integrated Cardiology Care will lead such a service for those with chronic cardiovascular conditions, with an emphasis on providing care within the ambulatory care hubs.

Objectives
1. To lead the cardiology outpatient service at hospital and ambulatory care hub levels. A commitment to “working differently” across the primary/secondary care divide will be key to the success of this post:
a) To support the National Heart Programme’s agenda to establish an alternative suite of pathways for more efficient outpatient service delivery in the catchment area
b) To lead out on and champion the delivery of this novel outpatient strategy among consultant colleagues in Cardiology, in the Acute Medicine Unit and in the Emergency Department(s) of the area, across the community and hospital settings to encourage its widespread adoption in the cardiology clinics being delivered in hospital and community.
c) To work with specialist nurse(s) and Health and Social Care Professionals assigned to the ambulatory care hub to ensure cross-discipline understanding and use of the service
d) To personally provide the following outpatient services:
· Two Virtual Consultation clinics per week ii. One standard face-to-face clinic per week
· One urgent clinic per week (60-90 minutes) (in the hospital setting)
· One specialist-to-patient virtual clinic every two weeks
· Weekly clinical query review service to GPs served by the hub
e) To provide quarterly audit on national outpatient metrics to regional /national outpatient working group / National Heart Programme
f) To contribute to bi-annual national / regional cross specialty forums on new outpatient service delivery to maximise learnings and evolve process

2. Promote and aid co-ordination and integration of cardiology care between primary and secondary health care and relevant social care agencies:

a) Participate in local Integrated Care Governance Team meetings involving senior hospital, community and hub management
b) Liaise with GP lead for the ambulatory care hub, and the GP with Special Interest (GPwSI) in Cardiology once appointed, to identify priorities and support service planning for the community cardiovascular services in the region
c) Participate in multidisciplinary team meetings and case management activities to manage complex cases
d) Regular meetings with GP lead and the GPwSI in the region to ensure smooth running of the outpatient service within the hub
e) Monthly formal patient review with GPwSI service to discuss specific cases arising from within GPwSI   service
f) Provide medical leadership for any current integrated services with a special reference to the cardiac rehabilitation and Heart Failure Virtual Consultation Teams
g) Act as a point of contact for clinical queries from GPs and the Chronic Disease Specialist Team members and see patients in the ambulatory care hub as appropriate.
h) Assess and manage patients with complex symptoms in the community, liaising where appropriate, with the other medical specialty services within the hub.
3. Lead out on the development of pathways and support early discharge/hospital avoidance where possible.
4. Contribute to general hospital on-call cardiology services.
5. Promote and further develop disease prevention in cardiology.
6. Act as an advisor on case finding mechanisms for individuals with undiagnosed cardiology disease.
7. Act as a resource and provider of cardiology expertise on public health initiatives for the local population.
8. Embrace service redesign as appropriate for the cardiology services.
9. Support the provision and interpretation of diagnostic services such as echocardiography in the community. 
10. Help in the selection of patients for cardiac rehabilitation and to lead in the development of services for cardiac rehabilitation in the community, and to evaluate the benefits of on-going rehabilitation and in integration with existing local authority or community exercise services.
11. To act as a link between the acute hospital Heart Failure Services and the GP to support early discharge and hospital avoidance through the services and supports provided in the ambulatory care hub.
12. To act as a learning resource and provide and promote continuing education for primary care physicians, practice and district nurses and community service providers with regards to cardiology medicine:
· To lead medical teaching and research into outpatient specialty service delivery and integrated cardiovascular care
13.  Promote responsible cardiology prescribing.

14. To work with the National Clinical Programmes, in particular the Heart Programme, the chronic disease programmes, the Integrated Care Programme for the Prevention and Management of Chronic Disease and the National Clinical Advisor and Group Lead for Chronic Disease to develop integrated care.

Useful Links
	Websites:
	http://www.rcsihospitals.ie/ 

	
	https://www.hse.ie/eng/services/list/3/acutehospitals/hospitals/connolly/ 






JOB DESCRIPTION AND RESPONSIBILITIES
STANDARD DUTIES AND RESPONSIBILITIES:

a) To participate in development of, and undertake all duties and functions pertinent to, the Consultant’s area of competence, as set out within the Clinical Directorate Service Plan and in line with policies as specified by the Employer.

b) To ensure that duties and functions are undertaken in a manner which minimises delays for patients and possible disruption of services.
c) To ensure patients are involved in decisions about their care and to respond to their views.

d) To work within the framework of the hospital / agency’s service plan and/or levels of service (volume, types etc.) as determined by the Employer. Service planning for individual clinical services will be progressed through the Clinical Directorate structure or other arrangements as apply.
e) To co-operate with the expeditious implementation of the Disciplinary Procedure (attached at Appendix II).

f) To formally review the execution of the Clinical Directorate Service Plan with the Clinical Director / Employer periodically. The Clinical Directorate Service Plan shall be reviewed periodically at the request of the Consultant or Clinical Director / Employer. The Consultant may initially seek internal review of the determinations of the Clinical Director regarding the Service Plan.

g) To participate in the development and operation of the Clinical Directorate structure and in such management or representative structures as are in place or being developed. The Consultant shall receive training and support to enable him/her to participate fully in such structures.

h) To provide, as appropriate, consultation in the Consultant’s area of designated expertise in respect of patients of other Consultants at their request.

i) To ensure in consultation with the Clinical Director that appropriate medical cover is available at all times having due regard to the implementation of the European Working Time Directive as it relates to doctors in training.

j) To supervise and be responsible for diagnosis, treatment and care provided by non-Consultant Hospital Doctors (NCHDs) treating patients under the Consultant’s care.


k) To participate as a right and obligation in selection processes for non-Consultant Hospital Doctors and other staff as appropriate. The Employer will provide training as required. The Employer shall ensure that a Consultant representative of the relevant specialty / sub-specialty is involved in the selection process.
l) To participate in clinical audit and proactive risk management and facilitate production of all data/information required for same in accordance with regulatory, statutory and corporate policies and procedures.
m) To participate in and facilitate production of all data/information required to validate delivery of duties and functions and inform planning and management of service delivery.
n) To promote interdisciplinary working between relevant specialties.

o) To provide high quality clinical care.
p) To develop and maintain the competencies required to carry out the duties required of the post.
q) To provide comprehensive acute and chronic cardiology care both within primary and secondary care 

This is a Consultant physician post with full consultant responsibility in providing care to Cardiology patients. 

The key responsibilities are to:

· The care of individuals with cardiovascular disease in the ambulatory care hub and inpatients on the Cardiology Service
· Full participation in the running of the Integrated Cardiology services across the primary and secondary care settings.  
· Participation in the Cardiology Departments Consult Service
· Provision of cardiology medicine outpatient services in both the ambulatory care hub and acute settings.
·  Provision of general internal medicine services and participation in the “On Take Roster”
· Participation in the administrative, planning and strategic development of the Cardiology Service Participation in undergraduate and postgraduate teaching
· Participation in the Research activities of the inpatient and ambulatory care hub Cardiology Services Participation in conjunction with his/her cardiology colleagues, the cardiology services provided at Connolly     Hospital.





The Consultant will have responsibility for service provision, education and training, service development and    quality improvement. The Consultant should have abilities in management and be capable of assuming lead responsibilities in the future. The post includes a commitment to on-call to the general medical / or cardiology services to the hospital. The post will contribute to on-going progress in the delivery of senior decision making at the point of access to the hospital and redirection of patients presenting acutely to the hospital back to community care with acute management plans or redirection to appropriate specialist outpatient assessment. This consultant presence extends across the enhanced working week and provides cover during out of hours or off peak periods across the entire week including weekends. 

The post will contribute to either the medical or cardiology on-call rotas.

The above Job Description is not intended to be a comprehensive list of all duties involved and consequently, the post holder may be required to perform other duties as appropriate to the post which may be assigned to him/her from time to time and to contribute to the development of the post while in office.

In accordance with Government policy and as provided for in the Programme for Government, the new Sláintecare Consultant Contract 2023 will be applicable to all new and replacement Consultant Contracts issued after the implementation date.

ESSENTIAL SKILLS & COMPETENCIES
· Leadership and management skills
· Communication skills, compassion and a good bedside manner
· Effective decision making
· Ability to solve problems
· Good practical skills
· Drive to continue learning throughout career
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