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Background

The World Health Organization (WHO 2017) defines end-of-life
care is a type of palliative care for people in the final months of
life and is considered when the person’s condition deteriorates
and active treatment does not control the disease.

Strategic Service Framework for Palliative Care (Hospital Authority 2017)
Indicated that all patients facing life-threatening and life-limiting conditions and
their families / carers receive timely, coordinated and holistic palliative care to
address their physical, psychosocial and spiritual needs, and are given the
opportunities to participate in the planning of their care, so as to improve their
guality of life till the end of the patients’ last journey.
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Service gap In HK

Referring to the research summary from Legislative Have your heard of ACP/AD in current
Council, published on 6 June 2019, the public response to study (2021) N=30

ADs is lukewarm, with only 5,561 ADs made with HA
during 2012-2018.
(average <800 ADs made per year)

public awarl

According to a survey commissioned by the Government
in 2016, 86% of local adults had not heard of ADs before.

Yes
23%
Caregiver

Source: Legislative Council (2019). Advance healthcare directives of patients. ISE07/18-19
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Methodology

Pretest posttest nonequivalent group design of quasi-experiment was adopted from Oct 2020 to Mar 2021.

Selection criteria

Patient Caregiver
- Patient attended follow up consultation in Hospice - Aged 18 years old or above

Centre and agreed on treatment plan
- Mental acuity: sufficient for informed

- Aged 18 years old or above consent and questionnaire completion

- Mental acuity: sufficient for informed consent and - Ethnic Chinese
guestionnaire completion

- Ethnic Chinese

- With family caregiver
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Objective:

To facilitate quality family discussion of Advance Care Planning.

- ? -
Strateqy 1:
Structural Intervention Tool -
HK Chinese Version of Serious lllness
Conversation Guide

A structural guide to explore patient’s goal, fears
and worries, sources of strength, critical abilities,
trade-off and readiness of family involvement.

Serious lllness Conversation Guide {grEE KB iEIE5])
https://youtu.be/f55dICKvH6W

Source: Dr. Lo R et al, Serious lllness Conversation Guide (f§zEE K #iETE5() https://youtu.be/f55dICKvH6W


https://youtu.be/f55dlCKvH6w
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Objective:
To facilitate quality family discussion of Advance Care Planning.
O
/
Strategy 2:

MSW conducted general education on
ACP and Family Intervention through
collaboration with Clinical Team

MSW provided general education on ACP
and explore the family relationship in order
to facilitate open communication and

decision making.
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Objective:

To facilitate quality family discussion of Advance Care Planning.

@ — ™

Strateqv 1: Strateqy 2:

Structural Intervention Tool - MSW conducted general education on ACP
HK Chinese Version of Serious lliness and Family Intervention through
Conversation Guide collaboration with Clinical Team

\ Outcomes: /

- Attitude change: Caregiver’s acceptance on ACP discussion
- Behavioural change: Documentation of AD
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End of Life Psychosocial Support

Clinical referral Education session on end of ACP discussion Close collaboration with
life care planning by MSW through SICG by MSW clinical teams

M~ a®

) o b

k)(m

= Patient agreed to understand = Information of ACP and AD = Guided guestions to explore = Multi-disciplinary
more about ACP = Possible care choices patient’s goals, fears, collaboration to optimize
= Willing to participate in strengths, critical abilities, patient’s individual care plan
education session on end of trade-off, family involvement, = Documentation on care plan
life planning and care preference = Regular review
= Facilitating family = Refer to community
involvement and discussion supportive services for

comprehensive EOL care



Results




®
1. Fulfill selection criteria
2. Obtain Consent
3. Baseline Assessment (self designed questionnaire)

Initial Assessment I

Eligible for study (N=30)

General education Agree to ACP discussion Declined ACP discussion
(N=20) (N=10)

Follow-up by conventional

Intervention Application of SICG services
Post assessment
Post assessment at (self designed questionnaire)
the 8t week
_ Completed ACP Completed ACP Declined ACP Declined ACP
AD documentation discussion and AD discussion without AD discussion with AD discussion without AD

at the 12t week completion (N=10) completion (N=10) completion (N=0) completion (N=10)




Age

Gender

Female

Male

Educational level
llliterate

Primary

Secondary

Tertiary or above
Informal education
Living condition
Live alone

Live with spouse

Live with child

Live with parent

Live with domestic helper
Satisfaction of family relationship

Completely satisfied
Mostly satisfied

Neither satisfied or dissatisfied

Mostly dissatisfied
Completely dissatisfied

P-value

0.397
0.301

0.827

0.552

0.552

Notes: Significant if p <0.05 (2 tailed) using Chi-square test

Marital status
Single

Married

Widowed

Divorced

Financial status

Comprehensive Social Security Assistance

Disability Allowance

Old Age Living Allowance
Family support

Saving

Religion

None

Christian

Catholic

Buddhism

Traditional worship

Prior knowledge on ACP
Yes

No

AD documentation
Yes

No

qp @ Intention of ACP discussion with socio-demographic variables and prior knowledge on ACP

P-value
0.575

0.545

0.581

0.333

0.006



Age

Gender

Female

Male

Educational level
llliterate

Primary

Secondary

Tertiary or above
Informal education
Living condition
Live alone

Live with spouse

Live with child

Live with parent

Live with domestic helper
Satisfaction of family relationship

Completely satisfied
Mostly satisfied

Neither satisfied or dissatisfied

Mostly dissatisfied
Completely dissatisfied

P-value

0.226
0.605

0.199

0.820

0.552

qp @ AD documentation with socio-demographic variables and prior knowledge on ACP

P-value
Marital status 0.871
Single
Married
Widowed
Divorced
Financial status 0.300
Comprehensive Social Security Assistance
Disability Allowance
Old Age Living Allowance
Family support
Saving
Religion 0.575
None
Christian
Catholic
Buddhism
Traditional worship
Prior knowledge on ACP 0.333
Yes
No

Notes: Significant if p <0.05 (2 tailed) using Chi-square test



q.D @ AD documentation with socio-demographic variables and prior knowledge on ACP

P-value

Medical follow-up frequency in Oncology Out-patient Clinic 0.032

Less than one month

1-2 months
2-3 months
3-4 months
4-5 months
5-6 months

Over 6 months

Notes: Significant if p <0.05 (2 tailed) using Chi-square test
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Acceptance of caregiver for patient to discuss ACP / complete AD

Mean score (SD) P-value
1= Totally unacceptable
2= Unacceptable
3= Slightly unacceptable
4= Neutral
5= Slightly acceptable
6= Acceptable
7= Perfectly acceptable

Control group Experimental group
N=10 N=20
Caregivers’ acceptance on ACP discussion by
Caregivers’ acceptance on ACP discussion by
patient at the 8th week 5.00 (SDZ 1.054) 6.60 (SDZ 0.940) 0.000

Note: Significant if p<0.05 using Mann-Whitney U Test (2-tailed)
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Facilitating factors for AD completion after ACP discussion

Reason N
Patient (N=10) Core family member (N=10)
Acceptance of prognosis 10
Improvement on ACP / AD knowledge 8
Improved family communication and decision 8

making after ACP discussion
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Reasons of declining AD completion after ACP discussion

Reason N
Patient (N=10) Core family member (N=10)

Stable physical condition

Patient attended medical f/u alone

Not fully accept the prognosis

Inadequate information of ACP / AD

Need further discussion with other family members
Respect family's decision

R O O L, W U
O N DNPEFE O U




Discussion
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Effectiveness

Chinese version of Serious lllness
Conversation Guide is an effective
and structural tool to facilitate ACP
discussion.

Synergy

MSW’s close collaboration with
clinical team not only enhance the
completion of AD, but also facilitate
the implementation of ACP & AD.

‘®- Strategy on service provision

- General education on ACP and AD enhances the
awareness & readiness;

- Individual follow-up on ACP discussion through
SICG enhances patients and their families'
acceptance for completion of AD in HA;

- Holistic ACP with Social & Medical components.

The appropriate timing to initiate ACP
discussion.
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Conclusion

Chinese version of SICG is an effective tool for MSW
to initiate ACP discussion with patients and their
families and explore patients’ care preference in end
of life care issues.

By respecting patient's personal core value and
optimizing patient’s self-autonomy in care plan,
patient centered care is ensured.
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We walk with patients and their families
alonyg the care journey
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