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Jockey Club End-of-Life Community Care Project

S ALife Rainbowo End-of-life Care Services

Medical Social Collaboration Approach in fofid.ife Care:
Experience from a Multidisciplinary Program

Ms. HO Ying Ying, Maggie (R.S.W, M.S.W)
ADEC certified Thanatologist
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#WE - Vision

EMBORB—FTAKE - ERDURBENZA
R EERE -

We aspire to be an effective, impactful and caring
organisation in holistic care and rehabilitation.

B85 - Mission

BRMNEERBEREERAAEH@EREOAL
EBERZARE - HESRURHBMERNERER -

Through innovation in rehabilitation and empowering
persons with disabilities or health conditions, we advocate
holistic well-being, social participation, and an inclusive and
enabling environment.
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Values

We strive to uphold the following values in every one of our actions and interactions:

BEEA

Value People

HERE®

Professionalism
s
Integrity

FHE

Empowerment

HE

Inclusiveness

B -GR- -8E -  FESRRBE

trust, dignity, respect, equal participation and communication

BB - EERK - BHBR - BREBRIRES
empathy, quality service, continuous development,
commitment and in search of excellence

TH - ERRME

honesty, truthfulness and accountability

BX - HERSRARBE
having control, self-management and participation
in public policy

BEEZ it - UEEASX
respect diversity and right-based approach

Jockey Club End-of-Life Community Care Project
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End-of-Life Care (EoL) Services m\ J EEE Q
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Jockey Club End-of-Life Community Care Project

An Integrated Community End-of-life Care Support Team since 2016

Funded by The Hong Kong Jockey Club Charities Trust

Research support by The University of Hong Kong (HKU)

Strategic partnership with The Hong Kong East Cluster of the Hospital Authority

Provided community base EoL service to more than 505 end-stage patients and 1037 caregivers

Service Targets are main patients with late-stage non-cancer disease, including chronic
obstructive pulmonary disease (COPD), end-stage renal failure (ESRF), heart failure and

neurological disease (e.g. Parkinson disease, stroke, dementia and motor neuron disease)
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Jockey Club End-of-Life Community Care Project
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Fragmented EoL Care Service from @ 7R %S

Hospital and Community J ECE.Q

Jockey Club End-of-Life Community Care Project
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Model in Medical is%d-ﬁ@éﬁ“?%lgcm

Jockey Club End-of-Life Community Care Project
Shared

Shared Practice information and
documentation

Shared
Communication
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The Story of Ah Fa JE

ub End-of-Life Community Care Project

A Female, 90 years old

A Living at home with her daughter who is the main
caregiver

A Diagnosed advanced dementia and heart failure

A Suffered from confusion, pain radiation and
shortness of breathe

A Severely dependent on most of the activities of
daily living

A Home bound

A Wwith depressive mood due to low acceptance of

her physical deteriorations —

Shared
Psrg%ﬁ% information and
documentation

\Shared

Communication
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Case identification and referral J c E Q

Jockey Club End-of-Life Community Care Project
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A Geriatric team in the Ruttonjee & Tang Shiu Kin Hospitals referred -

Shared
Ah Fa to the JCECC-offife Befrviee irRle¢ n b o w§aredE nir@mation and
2019 Practice documentation
Referral Form for Jockey Club End-of-Life Community Care Project (JCECC)
O 70: st James Settlements (515) FROM: Palliative Care/ Oncology of O PYNEH OJ RTSKH
(Phone/Fax: 3974 4640/ 3104 3683 (Phone/ Fax: / Shared
Email: eol@sjs.org.hk) Email: ) . .
0 [ TO: HK Society for Rehabilitation (HKSR) FROM: Medical/ Geriatrics of ] PYNEH O] RTSKH Communication
(Phone/Fax: 2549 7744/ 2549 5727 (Phone/ Fax: / r
Email: ecc@rehabsociety.org.hk) Email: ) 3 5
Consent i 4. Diasnoses‘ 'D WM Y 0/” 5, PPS (%: if anY)
1. Verbal consent of referral obtained from Patient’s Personal Information b
O patient and/or Name: (Chinese preferred) 1 0
O family member: Gender: ___ Age: Contact No. i 6. Current Infectious Disease ay: 94N 7. HARRPE score (0-1, if any)
on (date) for patient referral to SJs | Address: ;
or HKSR under JCECC and release of the
information as listed in the referral form to SJS or ﬁmw N ! 8 geynw' mnesses 9. ACP Discussed: D Y D N D Not sure
HKSR for JCECC enrolment < ! H . §
2. Diagnosis known to patient: Y ON DONot sure Dl o ~ ApN AD s‘gned' D Y D N D NOt sure

3. Diagnosis known tofamily: OY ON DNot sure
Medical Background

g 5. 7P5 (%, amy) i 10. Psychosodal Spiritual Distress of Patient: 11. Psychosocial Spiritual Distress of Family member:
6. Current Infectious Disease dY: [N |7. HARRPE score (0-1, if any) : N D Y p‘“’
_8. gevr:m llinesses - 9. :gps;':gfssdv Dg] NDDNNth ?uor':“’e s’ 12, Suicidal Ideation of Patient 13, FaMHY Issues: DY

Psychosocial Background Ay ON D)ot é ON B/NOt sure

10. Psychosocial Spiritual Distress of Patient: 11. Psychosocial Spiritual Distress of Family member: e
o o o o Recommeided Services

12. suicidal Ideation of Patient 13. Family Issues: O Y

v B D LI le_ e #Physical Care: + 7 [oA-Poychosocial-rpirtoal Gare, v ¥ I 1 Practieal Garey 1 T
e — - L b A

“Recommended Services
Physical Care Psychosocial - Spiritual Care Practical Care D : % l care ?ﬁ' paﬂ‘eﬂts D ESCOﬂ

g;:jar:;::: physical care g :: ?:':::E g E:;Z;‘Household chores E u. °ﬂ ' care or famdy D ADUHOUSQho'd chms
O Equipment loan 0 Preparatory ACP 0 Social Services Navigation quipment loan D Pfep‘mw ACP D Social Sewices Navi ti on
O Receive periodic reviews, in addition to initial need assessment and service plan J;‘g
Oother R ks, if any: — . .
Gotherfemars i any O Receive periodic reviews, in addition to initial need assessment and service plan

Contact Person Name/ Post DOthe‘r Remafks, ‘f 3"7 A

(if different from referrer) : Contact Number: - i

R‘eferrer's"Narme/’Post,: "’ Signature: ‘ Date: Rm - pia g g d (&\

~

For Office Use Only Received on: Case No.

Referral form filled by doctor




Mutual communication on case
Intervention plan

was sent to Geriatric team in the Ruttonjee & Tang Shiu Kin Hospitals by shared

community social worker.
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Jockey Club End-of-Life Community Care Project

A After conducting case assessment, the case assessment and service plan

-

Shared
- information and
Practi d
EENEE documentation
Shared
Communication
Care Area Need | Service Content
Level
Physical: ZHi o Personal Care ¥ Patient/ family ‘ﬂ/Equipment Loan 0 Others:
olo education on physical

care

Psychosocial | ZHi

0 Professional

0 Education on caring

0 Facilitation of

0 Befriending volunteer

Spiritual: olo counselling for skills & stress family support for patients and
patients management for communication/ family
family members reconciliation
o Preparatory ACP | 0 Others:
Practical: vHi o Escort ¥ ADL/Household Social services 0 Others:
olo chores navigation
Service Referral: O Y: [ufly

Other remarks:

Contacted daughter for on going caregiving support . Nurse visitation arranged.

Subsidy provided for escort service.

Wheel chair, bathing chair bought for patient.

Case assessment & service plan filled by community social worker




