
捐助機構 Funded by: 合作夥伴 Project Partner:
主辦機構 Organized by: 策略伙伴 Strategic Partners:

“Life Rainbow” End-of-life Care Services

Medical Social Collaboration Approach in End-of-Life Care: 
Experience from a Multidisciplinary Program

Ms. HO Ying Ying, Maggie (R.S.W , M.S.W)
ADEC certified Thanatologist





• 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)

JCECC “Life Rainbow”

End-of-Life Care (EoL) Services





Fragmented EoL Care Service from 

Hospital and Community



3 “S” Model in Medical Social Collaboration 
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The Story of Ah Fa 

• Female, 90 years old

• Living at home with her daughter who is the main 

caregiver

• Diagnosed advanced dementia and heart failure

• Suffered from confusion, pain radiation and 

shortness of breathe

• Severely dependent on most of the activities of 

daily living

• Home bound

• With depressive mood due to low acceptance of 

her physical deteriorations
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Case identification and referral 

Referral form filled by doctor

• Geriatric team in the Ruttonjee & Tang Shiu Kin Hospitals referred 

Ah Fa to the JCECC “Life Rainbow” End-of-life Service in Dec 

2019. 
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• After conducting case assessment, the case assessment and service plan 

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

community social worker. 

Initial assessment and 
intervention plan

Mutual communication on case 
intervention plan 

Case assessment & service plan filled by community social worker 
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Joint ACP discussion

• A holistic completion of ACP discussion was

executed with the clear division of work with

doctors focused on medical parts and social

workers focused on psychosocial parts.

Medical part

Filled in by Doctor 

Medical part

Filled in by Doctor 

Medical part

Filled in by Doctor 

Psychosocial part

Filled in by Social Worker
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On-Point medical support through medical 
and social synergy

• Home visit by community team can obtain up-to-date information on Ah Fa‘s
conditions and acts a critical role in early problem detection.

• Communication channels was built between medical and community teams. Via
phone and online channels, Ah Fa could receive prompt medical support and
admission advices from the geriatric team.

• Fast track clinic and admission by appointment could be arranged when necessary
to minimize hassles in the A&E.

• Community social worker arranged transport and escort service from home to
hospital.
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First time going out after years of homebound!

• Special consultation session was arranged with doctor to assess whether Ah Fa was 
suitable to go on an outdoor day trip with family and reminders of what needed to 
be pay attention to during the trip.

• Community team pre-arranged barrier free transport and planned a fun and 
suitable route. Ah Fa enjoyed the trip a lot and it was an unforgettable memory for 
her and her family. 
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Living as Ah Fa! 

Shared goals to assist Ah Fa to lead a life with happiness and safety 
through joint signing of ACP in hospital  

Ah Fa made new friends with volunteer. Arranged music therapist to sing with Ah Fa!

Bought a geri “armchair” 

for Ah Fa to relax in 

safety. 

Ah Fa brushing her teeth 

on her own. 
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Farewell Ah Fa

Thank you and appreciation letter from Ms.Leung’s daughter

According to her wish, no intrusive treatment was implemented during her last moments. 

She died peacefully and in comfort, surrounded by her beloved family. 



Wish Fulfillment: A patient in hospital was able to attend and

witness his favorite daughter’s wedding via live broadcast with

the joint arrangement of community social worker and

ward nurse.

Other beautiful stories of medical social 

collaboration

"Having a life celebration party" was mentioned in the ACP

discussion by a patient who is single. The geriatric team from

hospital and community service team co-organized the party for

her to farewell her beloved family and friends.
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Prerequisite of Medical Social Collaboration 

• Clear shared mission and common goal

• Regular and continuous communication platform and channel

• Engagement in both management and operational levels

• Professional training for both medical and community staffs



Future Prospect

• Formalize community EoL care as a regular social service in Hong Kong 

• Establish a standardized medical social collaboration system in local EoL 

care 

• Improve community engagement in EoL care and empower patients with 

the rights of “good death”


