Jockey Club End-of-Life Community Care Project

S “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

1BEN%HE Funded by: EIHEHE Organized by: %WM{(ﬁé Strategic Pa;tners:
W A E e \E onare > ﬂ;
Pt Y e The Hong Kong Societ, v
Lis=d The Hong Kong Jockey Club Charities Trust SIDA  forenabiiation wonowons 161N
EAST CLUSTER HEAEEAZGTRER
-4 L @25 @& RIDING HIGH TOGETHER r” TeRERBE AHEL - ERMASES




M

FE8RER

IceccO

#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
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JCECC “Life Rainbow” = E QRS E
End-of-Life Care (EoL) Services m\ J E aE Q

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




3 “S” Model in Medical Social Collaboration JC E Q

Jockey Club End-of-Life Community Care Project
Shared

Shared Practice information and
documentation

Shared
Communication



The Story of Ah Fa
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Jockey Club End-of-Life Community Care Project
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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 —
Shared . Sha_red
Practice information and
documentation

\Shared

Communication



Case identification and referral
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Jockey Club End-of-Life Community Care Project

Geriatric team in the Ruttonjee & Tang Shiu Kin Hospitals referred
Ah Fa to the JCECC “Life Rainbow” End-of-life Service in Dec

20109.
o

Referral Form for Jockey Club End-of-Life Community Care Project (JCECC)

O] 70: st. James Settlements (SJS) FROM: Palliative Care/ Oncology of O PYNEH 0] RTSKH
(Phone/Fax: 3974 4640/ 3104 3683 (Phone/ Fax: /
Email: eol@sjs.org.hk) Email: )

0O | TO: HK Society for Rehabilitation (HKSR) FROM: Medical/ Geriatrics of O PYNEH OO RTSKH

(Phone/Fax: 2549 7744/ 2549 5727 (Phone/ Fax:
Email: ecc@rehabsociety.org.hk) Email: )
Consent
1. Verbal consent of referral obtained from Patient’s Personal Information
O patient and/or Name: (Chinese preferred)
O family member: Gender: _ Age: Contact No.
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 Z’ﬂmw v
HKSR for JCECC enrolment i
2. Diagnosis known to patient: OY ON DONotsure

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

4. Diagnoses: S. PPS (%, if any)

6. Current Infectious Disease O Y: ON [ 7. HARRPE score (0-1, if any)

9. ACPDiscussed: 0Y ON O Not sure
ADSigned: Y ON 0O Not sure

8. Mental llinesses
Oy ON

“Psychosocial Background

10. Psychosocial Spiritual Distress of Patient:
oy ON oy ON

11. Psychosocial Spiritual Distress of Family member:

13. Family Issues: O Y
ON ONot sure

12. suicidal Ideation of Patient
Oy ON ONotsure

“Recommended Services
Physical Care Psychosocial — Spiritual Care Practical Care
O personal care O For patients O Escort
O Education on physical care O For family O ADL/Household chores
O Equipment loan O preparatory ACP [ Social Services Navigation

O Receive periodic reviews, in addition to initial need assessment and service plan
DOother Remarks, if any:
Referrer’s Information

Contact Person Name/ Post
(if different from referrer) :
Referrer's Name/Post:

Contact Number:
Signature: Date:

For Office Use Only Received on: Case No.

-

Shared
Shared information and
Practice documentation

Shared
Communication

i 4. Diagnoses:

Dppmentin ey

5, PPS (%, if any)

Current Infectious Disease O Y: QN

7. HARRPE score (0-1, if any)

6.
8. Mental llinesses
D y:

9. ACPDiscussed: Y CIN [ Not sure
ADSigned: OY ON O Notsure

11. Psychosocial Spiritual Distress of Family member:

ay s2'g

12, Suicidal Ideation of Patient

i 10. Psychosodal Spiritual Distress of Patient:
5'
LAy DN D)tot

13, Family Issues: O Y

anN B/Not sure
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o PSychiosocialsz Spiritial Care. {lv ¥ | 1"

» Practical Care, (R

D Personal care [ or patients
Education on physical care ﬁr family
Equipment loan O Preparatory ACP

0 Escort
O AOL/Household chores
(O Social Services Navigation

O Receive periodic reviews, in addition to initial need assessment and service plan

Oother Remarlcs, if any:

Referrér’s nfdrmation (é\

Referral form filled by doctor
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Mutual communication on case = & % & 4

intervention plan JC EEEQ

Jockey Club End-of-Life Community Care Project
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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  shared  Shreres
. ) SEEies information and
community social worker. documentation

JCEe.

Initial Assessment and Service Plan Shared
Communication

O | T0: Palliative Care/ Oncology of JPYNEH CJRTSKH  FROM: St. James Settlements

Phonef Email: / ) Phone/Email: 3974 4640 / eol@sjs.org.hk| =

{ { oEH Care Area Need | Service Content
© | T0: Medical/ Geriatrics of & PYNEH O RTSKH FROM: HK Saciety for Rehabilitation Level

(Phone/ Email: / ) (Phonef Fax No: 2543 7744 / TBC) Physical: ZHi o Personal Care |  Patient/ family ¥ Equipment Loan 0 Others:

olo education on physical
care
Name of Patient: Case Number: HksR01-21291
Care Area LN:\:T Service Content Psychosocial ZHi 0 Professional 0 Education on caring | O Facilitation of 0 Befriending volunteer
prowesy Zh |dremmacoe |Zeatent tamiy Teapment o |2 omen Spiritual: olo counselling for skills & stress family support for patients and
ole education on physical patients management for communication/ family
are R family members reconciliation
— o Preparatory ACP | 0 Others:
Psychosocial cHi c Professional c Education on caring | Facilitation of o Befriending volunteer
Spiritual: Yo counsellingfor | - skils & sress famity support for patients and / Practical: ZHi ¥/ Escort ¥ ADL/Household ¥Social services 0 Others:
patients for c i / family N
family members reconciliation / olo chores nawgatlon
?Preparatory ACP | = Others: /
Practical: wHi ¥Escont ‘!ADL‘Hou:ehold ¥Sacial services c Others:
clo chores i
Service Referral: O Y: [ufly
Service Referral: O Y; L]
Other remarks:
Other remarks: Contacted daughter for on going caregiving support . Nurse visitation arranged.
Contacted daughter for on going caregiving support . Nurse visitation arranged. Subsidy provided for escort service.
Subsidy provited for esoort service. Wheel chair, bathing chair bought for patient.
Wheel chair, bathing chair bouaht for patient
Case assessment & service plan filled by community social worker
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Joint ACP discussion Pracice o mentation :ij’ E als Q
/ Jockey Club End-of-Life Community Care Project
Shared

* A holistic completion of ACP discussion was Communication

executed with the clear division of work with

doctors focused on medical parts and social

workers focused on psychosocial parts.

Higg 1
‘ T B - ) B (HA) HI0UAN - AL
W AT REEIREAR " i

TR R ]
CEEHRARE) atass

| semwon

LE. LAY -+ {F 2 E RN A
% -« B

H B RGN AHRT (X

3
1) mt
N
® HHR
1 o 4% (a) SRR T AN :
PR (L . ror—
O R (MA) HEAREHES . ) BB - U "FPLRORA ) ik GEERRA)
i | |ERuRUARmOR—E « TR L
Coandens~t— |
|
(2) &P HiE wm'mmngw B ‘ ks
B 2~ EE 1&(s /) TGRS R
Iy e (oo {:"_,V_\(_ wimr: _Ch [l | ] Ry
() BB A Fm].«emmnu}\i = ‘ = 1 0% 3 &4 \,(/,S_%} w25t A% O R{tWaR R - By
Dy Y 5.>;’./’\ N T ‘)u?\‘.\"‘ i
4;4 \[‘—t\t\l( nm\/\( el»:‘!tsﬂj & ‘ SzJ S, o
= T = RA T FELEARER ) %)
@) SPEENBIERESEHHORERR TR0 1% '
[ | REEA TG a2 1
— dical i Medical part el s
— Medical part [RuAB SR R 2 (A Filled in by Doctor
~ Filled in by Doctor ——— e . . .
— Eilled i by.SocalWork ARE: Medical part
| in | rker 3 R :
e y Soclal WWorke wer: Filled in by Doctor




On-Point medical support through medical % 18

and social synergy EEE.Q

ub End-of-Life Community Care P
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* 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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Shared
information and
documentation

Shared
Practice

Shared
Communication
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First time going out after years of homebound! JC E Q

Jockey Club End-of-Life Community Care Project

* 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 famlly '

Shared
Igrg?:iﬁzi information and
documentation

Shared
Communication
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Living as Ah Fa! h \‘ EEE.Q

Shared

Arranged music therapist to sing with Ah Fal! F?%%;ﬁi information and
1Y e documentation
m
m'“ Shared

Communication

Bought a geri “armchair”
for Ah Fa to relax in
safety.

Ah Fa brushing her teeth
on her own.

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

Jockey Club End-of-Life Community Care Project

According to her wish, no intrusive treatment was implemented during her last moments.
She died peacefully and in comfort, surrounded by her beloved family.
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Thank you and appreciation letter from Ms.Leung’s daughter



Other beautiful stories of medical social

collaboration
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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.
Shared

information and
documentation

Shared
Practice

Shared
Communication
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Jockey Club End-of-Life Community Care Project

"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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Jockey Club End-of-Life Community Care Project
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Prerequisite of Medical Social Collaboration

e

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 EIC = 18 ;:

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 EolL care and empower patients with

the rights of “good death”



