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10 TO 15 YEARS FROM NOW
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STEERED BY CORPORATE DIRECTIONS
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Strategic Service Framework for

To address the challenges and improve the quality of adult palliative care services,
each Cluster has formulated a service plan in accordance with the overall strategic

directions of this Framework ... with a focus on enhancing service delivery through

Cluster-based organisation.




CLUSTER PALLIATIVE CARE SERVICE MODEL

Considerations:
1. Patient and family centred
Preferred place of care

Need based service

SR L A

Equitable access




1. PATIENT & FAMILY CENTRED




PATIENT & FAMILY CENTRED CARE

Family member:

Patients &
Caregivers

A caregiver
Also a care receiver in PC

Could be a powerful resource or hindrance in achieving
appropriate goals of care

Family based decision making model common in Hong Kong

Well being of patient related to well being of family members in
a complex manner



2. PREFERRED PLACE OF CARE




PREFERRED PLACE OF CARE

Community based PC services:
PC Home Care Service
PC Outpatient Clinics
PC Day Care
NGOs

Patients &
Families in
Community

Presumed goods:

Community care as a direction

Patient can enjoy more time with family
There is no place like home...

WRat did our patients tell us about
their prefe,[[ed place of caree




PREFERRED PLACE OF CARE

Patients &
Families in
Community

121 PC patients in UCH (Hong et al 2010)
37% preferred home
27% preterred PCU

18% preferred hospital

2% preferred OAH - 27% preferred home
42% preterred PCU
23% preferred hospital

0% preferred OAH

64 PC patients in CMC (Woo et al 2011)

Access to medical care is an important factor for consideration
Some patients preferred to stay at home despite they rated

* their home environment least comfortable

« the access to medical care as lowest

« family members not so well equipped in caregiving



ACHIEVING PCC
IMPORTANT ROLE OF PC HOME CARE

Patients &
Family
Caregivers

/,ff ; ;l S ptom assessment & control
/ ddress psychosocial & spiritual issues
Perform procedures & treatments
" m Education and information giving

\/ A Coping empowerment

m Advance care planning

Unique opportunity to:

m Assess patient in own natural habitat

m Assess family dynamics, functioning and coping
m Address burden of caregiving on site

s Empower and support caregiver to maintain patient’s well being



3. NEED BASED CARE & SERVICE

STRATIFICATION &COLLABORATION
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NEED BASED CARE & SERVICE

- Palliative care vs traditional western medicine:
* Not based on pathology of a specific organ

« But based on the needs of the patients suffering from life
limiting iliness

« All patients will die, but

* Not all dying patients have same level of needs

- Stratification of needs is important for delivery of
care appropriate to needs

I



NEED BASED CARE & SERVICE

- Dying patients and their caregivers have diverse needs
« Multidisciplinary feam approach

- Palliative care needs vs disease specific needs

* Needs of patients dying from non-cancer no less than those
dying from cancer

« Collaboration between palliative and other specialists

14



SHARED CARE MODEL WITH

Ref: HA SSF for PC 2017
~ Coordinated, timely and
appropriate palliative care

Specialist led

v Stratify patients according to: . e
vl = Multidisciplinary feam

* Level of needs
» Disease complexity
» Professional competence

Shared care by PC team to support
PC and non-PC parent team
specialists

PC approach
ldentify needs

Care by non-PC specidalists Initiate ACP
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4. EQUITABLE ACCESS

WIDENING SCOPE OF COVERAGE
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EQUITABLE ACCESS

Among all HA cancer deaths in 2012-2013, 68%
received PC service, the rest not being referred.

Among the cancer deaths who ever received PC
service, 35% died in other acute wards.

Among all deaths in HA hospitals, around one-third
are OAH residents.

Appropriate care should be delivered to the place
of care and where deaths occur
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EQUITABLE ACCESS TO PC SERVICE

Appropriate care should be delivered to the place
of care and where deaths occur

Identification of patients in need of referral

- Promulgation and education v 14/17...
Empowerment of caregivers at place of care/death
 Enhance PC home care team  18/19

- Enhance EOL care in OAH v 1¢/17...

Deliver of care to place of care / death

- PC Consultative team v~ 18/19
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EQUITABLE ACCESS IN OAH:
Enhancing eol care in place
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CMC EXPERIENCE OCT 16 - JUN 17 20



EQUITABLE ACCESS IN OAH:
Enhancing eol care in place

PC Team \ ® &
e 8o
“ N CGAT Team

« 52 OAHs joined the program .
(80%) CGAT team frained (100%):

] Lectures on symptom control
> fri?n?wgl-;gég)f received Workshop on ACP communication
i Tutorials for advanced skills
Clinical attachment for practicum
Onsite coaching in OAH

CMC EXPERIENCE OCT 16 - JUN 17
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EQUITABLE ACCESS IN OAH:
Enhancing eol care in place

®
ﬁ@ e 160 consultations

sAlSerACE
PC Team 15 on complex cases
| e )
. 93 joint visits “ O

b l CGAT Team

\ CGAT visits /

« 105 OAH residents recruited
« 1103 CGAT visits

CMC EXPERIENCE OCT 16 - JUN 17 ”



EQUITABLE ACCESS IN ACUTE HOSPITALS:
CLUSTER BASED CONSULTATIVE TEAM
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EQUITABLE ACCESS IN ACUTE HOSPITALS

'Y

Joint Clinic, training, skill transfer

+ PC Consultative Team &
: ‘ € +— . | nEgER
2 18
30% PCU
Die in ploce¢ 40%
Discharge
30%

ﬁ Plan for 18/19



IN SUMMARY
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CLUSTER PALLIATIVE CARE SERVICE MODEL

Considerations:
1. Patient and family centred
Preferred place of care

Need based service

SR L A

Equitable access




DEVELOPING MODEL SINCE 10+YRS AGO

PC INPATIENT SERVICE

Short stay intense PC interventions

PC HOME CARE
Maximize stay at home

NGOs

VOLUNTEERS |
Practical support

Patients
& Families

PCOPD
Continuity of care

ACUTE SERVICES A LT CANCER TREATMENT
Acute interventions Designated Oncology
Readmission of PC patients PC DAY CARE Centre

especially for non-cancer Interventional / Social / Educational

Various Acute Hospitals e



KWC PC SERVICE MODEL NOW

PC INPATIENT SERVICE
Clustered based Specialised PC Centre

PC CONSULTATIVE k 9 Q
TEAM PC HOME CARE ‘\
Cluster based PC HC Team Empowerm.en’r
Collaboration
CGAT teams
Pati 2 CANCER TREATMENT
ACUTE SERVICES at'e',‘:s / Designated
Various Acut sl J Oncology Centre
arious Acute PC Clinics at home NGOs
Hospltals .
Satellite Day

Chemotherapy
g Q PC DAY CARE Centre

Joint Clinic, fraining, skill fransfer







