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A quick overview of the Hong Kong scene
in care of the elders near end of life

And a question triggered by a piece of
reading



A matter of concern carried from the
last job...
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Advance Directives (and
Advance Care Planning)



How Hong Kong is

= Health care highly
efficient , accessible and
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‘ How Hong Kong is World’s Quality of
Death By Ranking

(EOL care)

THE 2015 QUALITY OF DEATH INDEX
RANKING PALLIATIVE CARE ACROSS THE WORLD
KEY FINDINGS INFOGRAPHIC
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Highlights from the Report:

— Palliative care moderately
developed

— Medical curriculum
exposes students to the
subject, but courses are
not compulsory

— Accreditation is given for
physicians but not for
nurses

— DNR has no legal standing

— Most people have limited
understanding about
palliative care

Source: Roger Chung et al. Presentation at JCECC 2017



Prof. John Leong, Chairman of Hospital
Authority of Hong Kong since 1 Dec 2013

= South ChinaMorning Post

MOST POPULAR HK CHINA ASIA WORLE

End-of-life care in Hong
Kong severely lacking,
doctors warn




Yuen: “New thinking needed.”

Richard Yuen
Ex-Permanent
Secretary for Food
and Health
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Public Administration and Policy

Figure 6

'The Challenges of an Ageing Society from a Health Care Perspective

Richard M.F. Yuen

Permanent Secretary for Health, The Hong Kong SAR Government
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Model of Care: CUHK JC School of Public Health and Primary Care:
Looking into the system of care and the barriers

 [182]. Following the report, the
ssue and has drafted a Bill to
financial affairs.

).'

quite unique in which it is amongst the very few




‘ From 2011 to 2016, geriatric teams trying out
new models for EOL care in residential care

End-of-life care in Hong Kong

Asian J Gerontol Geriatr 2011; 6: 1036
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INTRODUCTION

The number of people in Hong Kong over the age
of 65 years amounts to 850 000, or 12.4% of the
total population in the 2006 census.' Residents of
residential care homes for the elderly (RCHE) tend to
have multiple comarbidities that are irmeversible and
chronic. Many have poor mobility, high dependency,
and poor cognitive function.* Good end-of-life
(EOL) care is important in the management of
such patients, regardless of the diagnosis (advanced
dementia, chronic lung or heart diseases, end-stage
renal failure, Parkinson's disease).’ Such patients
may experience distressing symptoms similar to
patients dying of more commonly recognised
terminal conditions*”

'‘GOOD DEATH'

Two important elements of a ‘good death” are ta
have choice and control over (1) where death occurs
(at home or elsewhere) and (2} who is present
and shares the end.® [nappropriate admissions to
hospital are common in Hong Kong. Almost all
older patients with terminal diseases or irreversible
chronic illnesses die in hospitals, as they are rarely

should be given * It usually means passing the last
phase of life journey at home ar in a RCHE

In Hong Kong, the barriers of dying in place
include social taboo, lack of death education, and
lack of a systematic study of the preferences and
attitudes of the elderly population.” Feaple may fear
depreciation of property value if the elderly die at
home as well as the lack of necessary medical support
(tor care for the dying person at home). RCHE staff
are not trained to handle dying patients, and they
prefer residents not dying under their care. Many
RCHESs, particularly private ones, are overcrowded,
and there is no spare room in which a resident may
pass away peacefully.

The Hong Kong government does not have a clear
policy on developing high-quality EOL care services
as a critical part of health care, nor on promoting
dying i place, either at home or in a RCHE. The
absence of a system of family practice, where doctors
have fostered a long period of professicnal care and
knowledge of their patients and home visit patients,
is another barrier.

DYING AT HOME
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Clinical Experience
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Objectives: This study aimed to promote quality end-of-life (EOL) care for nursing home residents,
through the establishment of advance care plan {ACF} and introduction of a new care pathway. This
pathway bypased the emergency room (ER] and acute medical wards by facilitating direct clinical
admission o an extended-care facility.
Design: An audit on a new clinical initiatwve that entailed the Community Geriatrics Qutreach Service, ER.
acute medical wards, and an extended-care facility during winter months in Hong Kong.
Methods. The were alder nursing enrolled inan EOL program. We monitored
the ratio of elinical to emergency admissions, ACP compliance rate, average length of stay [ALDS) in bath
acute hospital and an extended-care facility, and mortality rates.
Resulrs: A total of 76 patients were hospitalized from January to March 2013, OF then. 30 (39%) were
directly admitted to the extended-cane facility. either through the liaisan of Community Geriatrics
Qutreach Service (group A, 19/76, 25%) or transferred from the ER (group B, 11/76, 14%). The remaining
4G patients (group €. 61%) were admitted via the ER to acute medical wards following the usual pathway,
Followed by transfer to an extended-care facility if indicated. The ACP compliance rate was nearly 100%.
In the extended-care wnit, groups A and Chad similar ALOS of 11.8 and 111 days, respectively, whereas
group B had a shorter stay of 7.6 days. The ALDS of group Cin acute medical wards was 3.5 days. The in-
hospital martality rates were comparable in groups A and C of 26% and 28%, respectively, whereas group
E had a lower martality rate of 1%
Conclusions: Nearly 40% of EOL patients could be managed entirely in an extended-care setting without
compromising the quality of care and survival. A greater number of patients may benefit from the EGL
pragram by improving the collaboration between community sutreach services and ER; and extending
haurs fas direct clinical admission to an extended-care facility

© 2014 - American Medical Directors Association, Inc. All rights reserved.

In Heng Kong. chronic diseases, such as chronie obstructive pul-
monary disease, congestive heart failure, cerebrovascular accident,
and dementia-related complications. account for a high level of
healthcare utilization. espedally during the winter months when
patients are more likely to experience acute exacerbations. This
phenomenon. known as winter-surge, is associated with an increase
in attendances and lengthy waiting times in the emergency room
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Medicine and Geriatrics. Shatin Hospital, No 33 A Kung Kok Street. Shasin, Hong
Kong SAR. China,
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(ER}, and severe congestion i acute medical wards, Although only 7%
of slder people in Hong Kong are institutionalized, the Revelving
Door Syndrome, characterized by repeated hospitalizations, is very
common among nursing home residents.” In Hong Kong. the early
(=28 days) unplanned readmission rate to acute medical units of
public hospitals is 2-fold higher among institutionalized older people
than those living in the community (ie. 36% vs 18%)." Most of these
paticnts had multiple comorbiditics and may have reached their end-
of-life (EOL} with a life expectancy of less than 12 months.

The Prince of Wales Hospital [PWH) is a 1600-bed acute general
hospital, whch serves a cahment population of 0.7 million in
Sharin, Hong Keng, of which 12% are older people aged over 65, There
are 4800 nursing hame plages in the district. and these institutions
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Palliative care teams contributing to non-
cancer patients with EOL care needs

Programmes for patients with end-stage
organ failures (e.g. renal, pulmonary)

Experienced palliative care nurses working
with geriatric outreach teams in training
and coordinating selective referrals



Pilot projects of EOL care in community
funded through charities

Major NGOs (e.g. The Salvation Army, Po Leung Kuk,
Haven of Hope) developed programmes to allow
terminally ill patients living in RCHESs to die with
dignity, through staff training, appropriate care
environment and processes

The HK Jockey Club End-of-Life Community Care
Project (JCECC) brings together universities, NGOs and
healthcare sectors in a multi-disciplinary, cross-sector
collaboration to promote EOL care in community



' Hospital Authority taking steps in public
education, besides developing internal guidelines

Advance Care Planning (ACP)? Advance Directives (AD)?
Do-Not-Attempt Cardiopulmonary Resuscitation (DNACPR)?
Patients and families should know more!

. What is life-sustaining treatment (LST)?

> What is cardiopulmonary resuscitation (CPR)?
> Why would LST become futile?

n

. What is “in the patient's best interests™ ?

As medical technology ad , many di t curable or
can be controlled. However, there is an end to everyone’s life.
Some diseases will progress to a point when all treatments become
futile. Yet, with modern medical technology, life-sustaining
treatment (LST) (e.g. artificial ventilation, cardiopulmonary
resuscitation, etc.) can still be applied to a dying patient with end > Parties involved in the ACP process and their roles
stage disease. As l‘he disease is i!-rcvcrsible, sucl} lrca!mer}l can » Scope of ACP discussion

only prolong the dying process which may be of little meaning to

the patient, or even aggravate his/her suffering. In such a case, the » What is the appropriate timing for ACP discussion?
patient, family and healthcare workers can discuss whether futile
LST should be provided or not, so that the patient can secure a > What follow-up is needed after the ACP?
peaceful death.

w

. Is withholding or withdrawing futile life-sustaining treatment (LST)
the same as euthanasia?

£

What is advance care planning (ACP)?

w

. What is an advance directive (AD)?

The Hospital Authority agrees that it is acceptable to withhold or withdraw > Use of AD in Hospital Authority patients
LST when: 3 2
3 : » Points to note for making an AD
. A mentally competent and properly informed patient refuses the LST; and

o

= The treatment is futile. Overcome barriers to advance care planning (ACP)

If the patient is unconscious, a decision on futility of treatment is made by > What are the advantages of ACP?

between clinici and the family according to the best interests of the
patient. If the patient has not previously expressed his/her values and treatment
preferences. which are important in the consideration of his/her best interests, then
the medical team may have difficulty reaching a consensus with the family.
Therefore, it is useful if the patient has expressed prior wishes on the preferred
care, or even signed an AD when he/she is mentally competent.

N

Besides patients with advanced illnesses, should healthy people
initiate advance care planning (ACP) or make an advance directive
(AD)?

%

. Special circumstances

> If the patient is under the age of 18, what can the parents do ?

Indeed. it is not easy for healthcare workers to discuss death with the patient

and family. When the timing is appropriate, healthcare workers can discuss
with the patient and family via an ACP process. to enable them to > b

. Patient stories

() understand the issues and options, before a decision is made. The
@ aim of this website is to provide relevant information for > A cancer patient

» Dementia

o

better understanding of the subject by the patient. family and the public.
» A dementia patient
HEEMD
HOSPITAL HA Clinical Ethics Committee 2016
AUTHORITY




Chan: One journalist’s campaign to prompt
Hong Kong to face end of life care issues
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Why paradigm won’t (easily) shift




Discharge planning and advance care
planning

Public hospitals in Hong Kong:

Discharge planning is an established part of care
for hospitalized elderly in Hong Kong.

Programmes on integrating discharge support and
care after discharge have been implemented with
positive results.

Advance care planning is standard practice in
palliative care units, but not yet a regular part of
care planning in general wards including geriatric
settings



In various forums there is a
sense that improvements are
incremental (and slow)... and
felt like an up-hill battle




Ambivalence?

= “Inject resources to
build capacity.”

= “Empower the elders,
let them demand ACP
and AD.”

= “Legislate for AD.”

“Building capacity in
community takes time.”

“The hospital outpatient
clinics cannot cope.”

“Think twice it is
controversial.”




Ambivalence?

= “The Government
must lead.”

= “Must change the
Law.”

= “Legislate for AD.”

“The Government is
overloaded with
agenda.”

“Start with what is in
sight.”

“Think twice it is
controversial.”




Reading the Hastings Guidelines for Decisions on
Life-sustaining Treatment and Care near the End of
Life




Hastings Guidelines, p. 97, on portable medical order

POLST: Physician Orders for Life-
Sustaining Treatment

“In the United States, the POLST
Paradigm is a standardized process for
discussing patient preferences and
establishing a care plan that travels
with the patient.”

POLST is one form of Portable Medical
Order. POLST-type process can take
various forms.

“The context (and laws) in HK is different,
but....”




Advance care planning and portable medical orders
for hospitalized elders: Framed as an ethical
imperative?
(Quoting Hastings Guidelines)
= “Professionals involved in discharge planning should
recognize an ethical obligation to create sound plans -

including preparation of discharge orders (on end of life
care).” (p.99)

= “This is an ethical imperative for health care institutions and
an ethics education priority.” (p. 116)

It is part of a broader recommendation to integrate of palliative
care into treatment and care plans in all care settings for all
patients, including patients near the end of life [making it a
standard of care]




Pros and cons of the ethical paradigm

Momentum for change
A common language

Worry of inadequate capacity and
unthinking poor routines

Moralistic tone may backfire?



Care need, informed choice, or the
elder’s right?

Care needs: may be prioritized

Ethical imperative: possibly a duty of
care, or standard of care

The elder patient’s right
o Right to be informed (of the choice)

o Right to indicate personal value and
preference at a sufficiently early stage



Thank you for your attention
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