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Key Components P_ECQ

e Service Model: Using case management model
to assist family in providing EOL care to
patients with advanced disease in the
community.

* Key Features/Components of Services:

— Case management model -- Nurse as the case
manager throughout the journey

— Coordination — to facilitate to access the wide
range of supports, including medical, psycho-social,
rehabilitation, respite care and bereavement.



Key Components P_ECQ

(continue)
* Key Features/Components of Services:

— Communication -- regular reviews with family and
referring partners

— Medical back up by specialist in palliative
medicine

— All nurses and social workers are equipped with
skills to discuss Advance Care Plan (ACP). Routine
engagement of clients and their family for ACP
depending on the readiness of clients.
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e Case Manager: Nurse

 Social Worker (SW)

 +/- Health Worker
(HW)

 +/- Volunteer

~

* Define needs of client/ family A

e Coordinate services (e.g. doctor
visit, personal care, rehab training,
counselling, escort/transport
service)

* Schedule visit frequency
\_ W,
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Service Output h CEEC.Q

Jockey Club End-of-Life Community Care Project

Service Type

Jan 2016 to Apr 2017

Client served (headcount) 64

Family served (headcount) 136

Doctor visit 163

Nurse & Health worker visit 1257 * ~20 per patient
Social Worker visit 252 *

Volunteer visit (started in July) 104

Telemedicine by doctor 57

Counseling session 661 * ~10 per patient/

family
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Advance Care Planning JCEEE.Q

Jockey Club End-of-Life Community Care Project

Majority Died Naturally with DNACPR

DNACPR
39 (61%)

Verbal AD : 25, Written AD: 14
(29 died)

{eg}

Indecisive / Active Intervention
18 (39%)
(11 died)

Died with
CPR

Died with DNACPR
(10)

Died with
CPR

Died with
DNACPR

(27)
y

Overall DNACPR

Period: Jan 2016 — Apr 2017 37/40 (93% of death)




Health Care Utilization (Last 6 mths)
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Jockey Club End-of-Life Community Care Project
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AED Hospital ICU LOS (days)
attendance | admission | admission .
m 2010* 2.9 3.2 0.01 28.5
m JCECC (overall) 1.41 2.33 0.04 35.9

e The statistics from HKU showed that patients under JCECC
program had less AED attendances and hospital admissions
c.f. local data in 2010.

* Lau KS, Tse DMW, Chen WT. JPSM 2010;40(5):704-714 13
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Case Sharing



Mr. Wong EDE.Q

e 81 years old. Referred from PYNEH Onc.

e Live alone since his wife moved to OAH 3

years ago. 3 children lives in Macau with poor
relationship.
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Live in Macau




Mr. Wong P_EEQ

 Double primary: Ca bladder and CA prostate
(2014)

 Bone metastases to pelvis (1/2016)
e Wife died of pneumonia (3/2016)

e Refer JCECC Hospice at Home Program
(4/2016)
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Mr. Wong JCE Q_
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e Hip pain e Introverted
affecting e Bad temper
mobility S
e Walk with Mood &
% frame ' Persona |
>
Vi
~
Social Patient’s
* Poor support wish
relationship e \Want to stay

with children at home for

e Supportive \ as long as

neighbour possible
b 4 /
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Fall at Home

e Resulting in fractured hip
e Refused moving to OAH

18



Case Manager /
Health Worker

1. Identify needs of

client & caregiver

2. Advice on e.g.
medication use, fall
prevention

3. Support caregiver
(his neighbour)

4. Advance Care
Planning: disease
understanding, goal
of care.

Social Worker

1. Explore
community resources
to support patient
(e.g. volunteer to
support patient going
to bank and
shopping)

2. Explore patient’s
values & preferences

3. Emotional support
to patient and
caregiver.

4. Link up with patient’s
family

Case Conference

1. Multidisciplinary
team approach

( Doctor, social
worker, chaplain)

2. Revise care plan
and service as client’s
condition
deteriorates.
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Respect Mr. Wong’s Autonomy EEE.Q

 Our team and his neighbour worked together
to support him to stay at home.

 Reconnected with patient’s children to discuss
patient’s condition and funeral arrangement.
He wanted to bring his ashes to Mainland
China.

e Our goal is to fulfill Mr. Wong’s wish to stay at
home until the very last moment.
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Respecting His Wish h CEEE.Q
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Dignified Death C EEC’\ Q

Jockey Club End-of-Life Community Care Project

e Mr. Wong agreed hospital admission for pneumonia.
e He passed away 2 weeks after admission.
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