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Palliative Care for All

Global Atlas of Palliative
Care at the End of Life
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B BY THE PEOPLE
B THROUGH THE PEOPLE
B FOR THE PEOPLE

With the people

The goal of the care is to help
people who are dying have

peace, comfort and dignity.

Worldwide Hospice Palliative Care Alliance
(WHPCA) 2014




Public health model for palliative care development

Policy

Medicine availability

Opioids, essential
medicines
Importation quota
Cost
Prescribing
Distribution
Dispensing
Administration
(Pharmacists, drug

regulators, law
enforcement agents)

Palliative care part of national health plan, policies, related
regulations

Funding/service delivery models support palliative care delivery
Essential medicines

(Policy makers, regulators, WHO, NGOs)

Education

Media and

public advocacy
Curricula, courses —
professionals, trainees
Expert training

Family caregiver training
and support

(Media and public,
healthcare providers and
trainees, palliative care
experts, family caregivers)

Implementation

Opinion leaders

Trainer manpower

Strategic and business plans —
resources, infrastructure
Standards, guidelines measures

(Community and clinical leaders,
administrators)

Stjernsward et al. 2007%, Used with permission.
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Categories of palliative care services

Palliative care approach

Palliative care

Specialist support for general palliative care

Spedialist palliative care

Acute care

Long-term care

Home care

Hospital

Nursing home, residential home

General practitioners, community
nursing teams

Volunteer
hospice service

Hospital palliative care sup-
port team

Home palliative care teams

Palliative care unit

Inpatient hospice

Home palliative care teams, day-
care centre

Planning and implementing palliative care services: a guide for programme managers. WHO 2016
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Conceptual transitions in palliative care in the 21st Century

Change FROM ChangeTO

Advanced progressive chranic

Terminal disease .
disease

Prognosis of weeks or months Limited life prognosis

All chronic progressive illnesses and

CONCEPTS Cancer conditions

Progressive course with frequent

Progressive course .
9 crises of needs and demands

Mortality Prevalence

Building Integrated Palliative Care Programs and Services WHPCA 2017
http://www.thewhpca.org/resources/category/building-integrated-palliative-care-programs-and-services




Conceptual transitions in palliative care in the 21st Century

Change FROM ChangeTO

Synchronised, shared, combined
care

Dichotomy curative or palliative

Specific AND palliative treatment as

Specific OR palliative treatment needed

Prognosis as criteria for interventicn

MODEL OF of specialist services
CARE AND

Complexity/severity as criteria

eV IRV [e VIl |ate identification in specialist Early identification in community
Services and all settings

Rigid one-directional intervention | Flexible intervention

Passive role of patients Advance care planning

Fragmented care Integrated care

Building Integrated Palliative Care Programs and Services WHPCA 2017



Conceptual transitions in palliative care in the 21st Century

Change FROM ChangeTO

Palliative care services Palliative care approach everywhere
Specialist services Actions in all settings of health care
MR AL Institutional approach Community approach
FOR PLANNING PP Y app
Services approach Population approach
Individual service Systems approach

Building Integrated Palliative Care Programs and Services WHPCA 2017
http://www.thewhpca.org/resources/category/building-integrated-palliative-care-programs-and-services




Models of palliative interventions in chronic advanced palliative care

PROPOSED MODEL:

P i W HE 1]

/ / arly and Planned
* Mostly cancer 70 /30% ) Y
* Disease-centered

= Mostly In palliative care services

¢ Late *Mostly non-cancer 85 /15%

* Median length survival 2-3 months *Person-centered

» Late Identification in PC services *Mostly in community services

* Reactive [ after crisis / Post acute *Early

* Emergencies sMedian length survival 24 months

* Fragmented care *Timely identification in the community

e - *Preventive / Planned
sAdvance care planning / Case management

CURRENT MODEL: \ *Integrated care _/‘

“Late and Reactive”
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Ranking End of Life Care across the world 2010

Economist Intelligence Unit m

The quality of death
Ranking end-of-life care
across the world

A report from the Economist Intelligence Unit
Commissioned by

| LIEN

loundation

“Quality of death™ rankings
Index on end-of-life care strategies, with 10 as the best
possible score, compiled by the Economist Intelligence Unit
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2015 Quality of Death Index—Overall scores

Rank Country

1
2 Australia 91.6
3 New Zealand 87.6
4 Ireland 85.8
5 B B_eLgi um :heh;l;i“qialityu‘f Deai: lnd:dx 84.5
: (27 Tabwan I e e o the
7 Germany N ' 82.0
8 Netherlands 80.9
9 us 80.8

10 France 79.4

11 Canada 77.8

12 Singapore 77.6

13 Norway 77.4

14 Japan 76.3

15 Switzerland 76.1

16 Sweden 75.4

17 Austria 74.8

18 South Korea == 73.7

19 Denmark ; 73.5

20 Finland 73.3

21 Italy

22 Hong I(C-nc_] . 66.6]




Case study: Taiwan—Leading the way

Quality of Death overall score (supply) 6 83.1
Palliative and healthcare environment 5 79.6
Human resources 9 72,2
Affordability of care =6 87.5
Quality of care =8 90.0
Community engagement =5 82.5

s Taiwan
e Average
= = == Highest

Palliative and
healthcare environment

100

e Human
resources

¥
']
[
]
[
!
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% #
Quality of care * = === =======d Affordability of care

The quality of palliative care in Taiwan is high (itis tied for
eighth place in this category), with a focus on improving the
quality of a patient’s last days. Major steps have been made

in recent years: Dr Siew Tzuh Tang, a professor at Chang Gung
University School of Nursing, reports substantialimprovement
in several end-of-life indicators between her team’s national
surveysin 2003/4 and 2011/12. For example, while less

than half of terminally ill cancer patients were aware of their
prognosisin the first survey, this numberincreased to 74% by
2012. Use of aggressive medical treatments for cancer patients
in the last month of life, such as CPR and intubation, also
declined over this period.

Community engagement, in particular to break down cultural
taboos against discussing death, has also been a focus. Such
taboos are still widespread, but proponents of palliative care
are attempting to change that by introducing discussions of

life and death into the education system from primary school
through university, and by changing the mindset of patients.

“Family members feel that for the patient to die without CPR
is notfilial,” says Dr Rongchi Chen, chairman of the Lotus
Hospice Care Foundation. “But we are trying to teach people
that filial duty and love should find its expression in being
with the familv member at the end of his or her life. and in

ﬁ@ﬁﬁﬁ%




Indicator scores

Rank / 80

SUPPLY ENVIRONMENT

Score /100
82.1 [

Unit
0 - 100 where 100= best and 0=worst

1) PALLIATIVE AND HEALTHCARE ENVIRONMENT 7 74.5 (I 0 - 100 where 100= best and 0=worst
1.1) Healthcare spending C;LE 36.9 M 6.6 % of GDP

1.2) Presence and effectiveness of government-led national palliative =1 2000 NI 5 EIU rating

1.3) Availability of research-based policy evaluation =1 200.0 [ 5 EIU rating

1.4) Capacity to deliver palliative care (?1'2 e1. 3 Bl 39.0 %

2) HUMAN RESOURCES 10 69.4 ([ 0 - 100 where 100= best and 0=worst
2.1) Availability of specialised palliative care workers =4 75.0 T 4 EIU rating

2.2) General medical knowledge of palliative care =7 75.0 [ 4 EIU rating

2.3) Certification for palliative care workers =1 2000 NI 1 EIU rating

2.4) Number of doctors per 1,000 PC-related deaths 6? 492 Tl 588.8 Doctors per 1,000 non-accidental deaths
2.5) Number of nurses per 1,000 PC-related deaths 1731.9 Nurses per 1,000 non-accidental deaths
3) AFFORDABILITY OF CARE =6 9.7 [ 0-100 where 100= best and 0=worst
3.1) Availahility of public funding for palliative care =7 75.0 N 4 EIU rating

3.2) Financial burden to patients for available palliative care =1 200.0 NI 5 EIU rating

3.3) National pension scheme coverage of palliative care services =1 2000 NI 3 EIU rating

4) QUALITY OF CARE =7 87.5 [ 0-100 where 100= best and 0=worst
4.1) Presence of monitoring standards for organisations =1 2000 NI 1 EIU rating

4.2) Availability of painkillers -1 100.0 I 5 ElUrating

4.3) Availability of psycho-socio support for patient and families =1 2000 NI 3 EIU rating

4.4) Presence of Do not resuscitate (DNR) policy -1 100.0 I 1 ElUrating

4.5) Shared decisionmaking =25 S0.0 B 3 EIU rating

4.6) Use of patient satisfaction surveys =4 75.0 [ 4 EIU rating

5) COMMUNITY ENGAGEMENT =3 87.5 (I 0 - 100 where 100= best and 0=worst
5.1) Public awareness of palliative care =5 75.0 [ 4 EIU rating

5.2) Availability of volunteer workers for palliative care =1 100.0 NI 5 EIU rating
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New Movements in Hospice and Palliative Care

The Ministry of Health and Welfare organized a taskforce

to develop hospice and palliative care in 1995

® The elderly and children Hospice Care
® Early palliative Care
® Hospice of Long-Term Care and community
. ® New Technology in community Palliative care
First . ® Patient Right to Autonomy Act

® Development of Hospice concept ® Compassionate cities/compassionate

® Focus on cancer community

® Development of hospital care, shared

care and home care
l Second I

® Non-cancer on Hospice

® ACP/ Shared decision
making SDM

® ICU, ES care

ﬁﬁﬁﬁﬁﬁ I
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Policy for palliative care

Nature Death Act 2000 (Hospice Palliative Medical Act)
Patient Self Determinant Act 2015

National Cancer Control Program: at least 50% terminal cancer patient

should receive palliative care service

National health insurance subsidize hospice home-care and in-patient-
care system (for cancer1996, 2000, motor neuron disease 2003)

Department of Health set up the standard of hospice home care, the
standard of in-patient hospice care, guidelines for pain control in
terminal cancer patients

Taiwan Academy of Hospice Palliative Medicine began a nationwide
and official accreditation for hospice service 2000

BERERS



Hospice Palliative Medical Act

m The patient's right to sign a 'do not resuscitate' order 2000

m The Act was first amended in 2002 to allow for the withdrawal of life-

sustaining devices for terminally 11l patients if pre-determined by oneself.

B The Act was second amended in 2011 to allow withdrawal of life-
sustaining devices for terminally 11l if all family members agree and

approved by ethical committee.

m The Act was third amended in 2013 to allow withdrawal of life-

sustaining devices for terminally ill if at least one family members agree.
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National Health Insurance - 3 types service program
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Inpatient hospice
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unit palliative care
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Increase reimbursement for Hospice and Palliative care

Since Feb. 1, 2015, rising the payment point of hospice service:

Before After . Financial impact
: : . Adjustment  assessment
iterm  adjustment  adjustment .
; ; range (hundred million
(point) (point) point)
. . \
, Hospice 1 4,390 6409 1|  30% | 2.073
inpatient service . !
: |
. Hospice 29 | 700~2,750 | 840~5,500"| 50~100% | . 0.256
ome care Services | ]
Hospice 3 | 850~1,350 | 1,275~2,025"  50% |' 0.288
shared-care
Hospice 1 1500 2250 |\ 50% /| 0272
Consult fees N L,
Note :

Financial impact assessment: estimated the increase level of medical cost, by 2013 and
2014 data and other data of Adjustment range.



The numbers and the growth of units of
Hospice in-patient wards and shared care teams

126
113 117
¥ Hospice inpatient wards :
Non-cancer patients
= Hospice shared-care service since 2009 97
\/7 75
1. Natural death act (2000) 65 65 o
2. Reimbursement for
inpatient service and 38 adl 49l 49 58 53 5
i 38 ) 4
hospice home care 34 e 39 4
\/7 ,, 31
21 24 2
- 17
s 3 11 3
1 2
ov—mol\oom~c\1mm\01\ooo~mmﬂ-m
=) N [N =) =) [N [N = = = = = = = — — — — — —
(=) (=) (=) (=) (=) N N S S S S S S S S S S S S S
— — — — — — — N N N N (@] (@] N (@] (@] N N N N

k

1st inpatient service (MMH) in 1990 &
Hospice Shared Care since 2004 il




Number of person received hospice care

Unit : people
45,000 - 42,458
40,000 -
35,000 - _
2013 30,000 - -~ Inpatlent.
<@ Consultation team
25000 “* Home care
20,0007 14,556
14,082 )
12,844 ’
15000 © 14330 10,756 11,381 —— —0
+
10000 | ~ &————— “/‘/i/‘
10,686 11,994
5,000 - h— —&— 7661 8,739
5,492 6,063 '
O T T
2013 2014 2015 2016 2017 2018

3
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Cancer patients received hospice care within

70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%

0.0%

one year before death

| ccoo 587% 009%

2011 2012 2013 2014 2015 2016 2017

£
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Taiwan
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Community Action - NGO

®m Foundation
O The Hospice Foundation of Taiwan (Christian)
O The Catholic Sanipax Socio-Medical Service and Education Foundation
O The Buddhist Lotus Hospice Care Foundation

B Academic association
O Taiwan Hospice Organization 1995
O Taiwan Academy of Hospice Palliative Medicine 1999
O Taiwan Association of Hospice Palliative Nursing in 2005

O Taiwan society of cancer palliative care 2004

B Advocacy for palliative care in the community yearly
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Accreditation for palliative care service

m Taiwan Academy of Hospice Palliative Medicine began a nationwide and official
accreditation for hospice service 2000

Integrate into the national hospital accreditation program since 2008
New criteria implemented since 2015

@'@ B A A B B S e
I

Joint Commission of Taiwan

EEENE ATHEE HE ERUE BEESE SEEE SARE  BESEER

R AR e

R R TN
[0 TR RS RS T
RGBS - wis ii".‘zl;m“:-]
el el = T BT W =

L - BTSSR A BT
TR SRS
AT LA s
e -

ﬁﬁﬁﬁ%ﬁ B




1065 [ B I T sB o (B 2 o\ J )
2017 Accreditation criteria (medical center)
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National EoL Caring Guideline
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Indicator scores

2015 Quality of Death Index

Rank / 80

SUPPLY ENVIRONMENT

Score / 100
82.1 [

Unit
0 - 100 where 100= best and 0=worst

1) PALLIATIVE AND HEALTHCARE ENVIRONMENT 7 74.5 (I 0 - 100 where 100= best and 0=worst
1.1) Healthcare spending 46 36.9 [ 6.6 % of GDP

1.2) Presence and effectiveness of government-led national palliative =1 2000 (NI 5 EIU rating

1.3) Availahility of research-based policy evaluation =1 100.0 [ 5 EIU rating

1.4) Capacity to deliver palliative care 12 1.3 N 39.0 %

2) HUMAN RESOURCES 10 69.4 [l 0 - 100 where 100= best and 0=worst
2.1) Availability of specialised palliative care workers =4 75.0 NI 4 EIU rating

2.2) General medical knowledge of palliative care =7 75.0 4 EIU rating

2.3) Certification for palliative care workers =1 1000 (NI 1 EIU rating

2.4) Number of doctors per 1,000 PC-related deaths 24 49.2 [l 582.8 Doctors per 1,000 nen-accidental deaths
2.5) Number of nurses per 1,000 PC-related deaths =11 A7.7 I 1731.9 Nurses per 1,000 non-accidental deaths
3) AFFORDABILITY OF CARE =6 91.7 I 0- 100 where 100= best and 0=worst
3.1) Availahility of public funding for palliative care =7 75.0 NI 4 EIU rating

3.2) Financial burden to patients for available palliative care =1 2000 NI 5 ElU rating

3.3) National pension scheme coverage of palliative care services =1 2000 (NI 3 EIU rating

4) QUALITY OF CARE =7 87.5 I 0- 100 where 100= best and 0=worst
4.1) Presence of monitoring standards for organisations =1 2000 (NI 1 EIU rating

4.2) Availability of painkillers =1 100.0 I 5 ElUrating

4.3) Availability of psyche-socio support for patient and families =1 2000 (NI 3 EIU rating

4.4) Presence of Do not resuscitate (DNR) policy =1 100.0 I 1 ElUrating

4.5) Shared decisionmaking E25 S50.0 N 3 EIU rating

4.6) Use of patient satisfaction surveys =4 75.0 [y 4 EIU rating

5) COMMUNITY ENGAGEMENT =3 87.5 I 0 - 100 where 100= best and 0=worst
5.1} Public awareness of palliative care =5 75.0 [y 4 EIU rating

5.2) Availability of volunteer workers for palliative care =1 100.0 M, 5 EIU rating
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New Movements in Hospice and Palliative Care

The Ministry of Health and Welfare organized a taskforce

to develop hospice and palliative care in 1995

® The elderly and children Hospice Care
® Early palliative Care
® Hospice of Long-Term Care and community
. ® New Technology in community Palliative care
First . ® Patient Right to Autonomy Act

® Development of Hospice concept ® Compassionate cities/compassionate

® Focus on cancer community

® Development of hospital care, shared

care and home care
l Second I

® Non-cancer on Hospice

® ACP/ Shared decision
making SDM

® ICU, ES care
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Patient Right to Autonomy Act in Taiwan

Implement in Jan 2019

© By the end of 2015, Taiwan has
become the first Asian country which
has the Patient Right to Autonomy
Act legislation.

© The right of refusal of Life- Sustaining
Treatment: Patient can use Advance
decision (AD)to express their wish to
accept or refuse certain kind of
medical treatments when diagnosed
with the specific clinical condition.

Patient Self-Determination Act Passes
Third Reading

by HFT secretariaf

The Legislatoe Yoan of Taiwan has passed the Patsent
Self-Determanation Act (PSDA) on December 18, 2015, Thas act
allows patsents to have a sxy i thew medical care ar e end of
lefe. The Mimstry of Health and Welfare indicates that the act1s
ithe first patient self-determination act published in stamatory form

and wall ben to take effect theee years later.

The purpose of PEDA 13 to re-emphasize the mpontance of

pateents” nghts when it comes to medical decision makong, especially when it i 3 matter of Ife or
death. Patients can make thei own Advance Directive via Advance Care Planmg by atating
whether they wish to accept or refuse any knd of medscal reatments when diaznosed wath the
folbowing comeditions. bermg tevmmnally-ll, moa eona or persistent vegetative state, or with advaneed
dementia or mcamble dissases that mclude unhearable pain

The haghlight of PSDA & it gives Advance Directive a legally binding nange, which oceurs when
patients recerve Advance Care Plannimg consultation prosmded by approved medical instiutons
The result 15 the patsents” own Advance Directve, which then aeeds o be notanzed or witnessed by
twn fially capable adults, stamped by the institution, and be registered in the National Health
Insuganee system. Additenally, two specialist
physicians are pequred fo confirm if patients meet
e five definitions stated in the act.

In order o mmnmmeze the skepticiam of the medical
staff, immrmamry is intreduced to this act. That
meznes medhcal mstttions and physicians are
freed from ermrmal lability when dey do mot
completely fulfill the pattents” Advance Directive
based on the staff s own udpment or wilbingness;
or when they perform accarding to the patients
Advance Directive to suspend, remove of refase
Hife sustarmang eatments When il comes o the

(News picture)
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Tminng| 1raining workshop for Teachers of Patient

Teach method : Cooperative The participation of Prefossionals
Learning/ Flipped Classroom

Doctor
(Jun. 2017-Nov.2018) | Nurse
The total of class opened: 19 times Social Worker

Numbers of Participant:1086 Psychologist
Other Medical Personnel
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ASCO SPECIAL ARTICLE

JOURNAL OF CLINICAL ONCOLOGY

Integration of Palliative Care Into Standard Oncology Care:
American Society of Clinical Oncology Clinical Practice

Guideline Update

Betty B, Ferrell, fennifer 5. femel, Sarah Tomin, Evin K Alest, Tracy A, Balbori, Ethan M. Basch, Janice 1. Firn,
Judith A, FPaice, Jeffrey M. Peppercors, Tanyanika Phillips, Ellen L. Stovall, 7 Camilla Ziansnerman, and

Thomuas | Smith




Early palliative Care in cancer

New Quality Assurance Program for Cancer Care 2017
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REVIEW

EDUCATIONAL OBJECTIVE: Readers will consider frailty as a factor when helping patients make decisions
about end-of-life care

KATALIN KOLLER, MD, FRCPC KENNETH ROCKWOOD, MD, FRCPC, FRCP

Assistant Professor, Division of Geriatric Professor of Medicine, Division of Geriatric Medicine
Medicing, Dalhousie University, Halifax, and Division of Neurology, Kathryn Allen Weldon Professor
Nova Scotia, Canada of Alzheimer Research, Dalhousie University, Halifax,

Nova Scotia, Canada

Frailty in older adults:
Implications for end-of-life care

Age and Ageing 2016; 45: 863-873 © The Author 201 6. Published by Oxford University Press on behalf of the British Geriatrics Society.
doi: 10.1093/ageing/afw |24 This is an Open Access article distrbuted under the terms of the Creative Commons Attnbution
Published electronically | September 2016 License (http//creativecommons.org/licenses/by/4.0/), which permits unrestricted reuse, distribution,

and reproduction in any medium, provided the original work is properly cited.

Developing a model of short-term integrated
palliative and supportive care for frail older
people in community settings: perspectives of
older people, carers and other key stakeholders
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A public-health framework for Healthy Ageing:
opportunities for public-health action across the life course

High and stable capacity Declining capacity Significant loss of capacity

-—

: Functional
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|
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) Prevent chronic conditions
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: Long-term care: Ensure

a dignified late life

Promote capacity-enhancing behaviours .
Remove barriers to

participation, compensate for loss of capacity
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End of Life care in long term care institution

Advanced care planning
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Room for dying patient in long
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New Technology in Community Palliative Care

Remote monitor of vital sign of the patient (BP, HR,
blood oxygen, heart/breathing sound)

< hospice
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Palliative home care monitoring
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Instruction for foreign health helper by using their own language
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Web based translator
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Empowerment for patient and family
in the community

HEE‘]IEh . Ottawa Charta(1986)
romo A
Palliative (51:;5:& » Healthy public policy

- Supportive environment
- Community action

- Improve personal skill

=N : - Reorienting health services
Allan Kellehear
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@ Allan - From K. i K A. Kelleh (2016)
Compassionate Communities: Case studies from Britain and Europe. Abingdon, Rottledge, 2016, pp 80-82.

THE COMPASSIONATE CITY

cumpa_SSiﬂnatE - A CHARTER of ACTIONS -

~ - Compassionate Cities are communities that recognize that all natural cycles of

I I E 5. sickness and health, birth and death, and love and loss occur everyday within the

orbits of its institutions and regular activities. A compassionate city is a

community that recognizes that care for one another at times of crisis and loss is

not simply a task solely for health and social services but is everyone's
responsibility.

Compassionate Cities are communities that publicly encourage, facilitate,
supports and celebrates care for one another during life’s most testing moments
and experiences, especially those pertaining to life-threatening and life-limiting
illness, chronic disability, frail ageing and dementia, grief and bereavement, and
the trials and burdens of long term care. Though local government strives to
maintain and strengthen quality services for the most fragile and vulnerable in
our midst, those persons are not the limits of our éxperience of fragility and
vulnerability. Serious personal crises of illness, dying, death and loss may visit
any us, at any time during the normal course our lives. A compassionate city isa
community that squarely recognizes and addresses this social fact.

Through auspices of the Mayor’s office a compassionate city will - by public
marketing and advertising, by use of the cities network and influences, by dint of
collaboration and co-operation, in partnership with social media and its own
offices — develop and support the following 12 social changes to the cities key
institutions and activities.

* Our schools will have annually reviewed policies or guidance documents
for dying, death, loss and care

® Our workplaces will have annually reviewed policies or guidance
documents for dying, death, loss and care

® Our trade unions will have annually reviewed policies or guidance
documents for dying, death, loss and care

® Our churches and temples will have at least one dedicated group for end
of life care support

® Our city’s hospices and nursing homes will have a community
development program involving local area citizens in end of life care
activities and programs

Allan Kellebyear

= QOur city’s major museums and art galleries will hold annual exhibitions
on the experiences of ageing, dying, death, loss or care

B RERS |



20 Pilot spots for compassionate communities since March 2018

Dabei Buddhist Center - Sprirtual Café Compassionate Community

i : EHTREXKTREFHRD &
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Palliative care—the new essentials model

Palliative care - the new essentials

Compassionate
Communities ——
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Palliative care education in medical school

m [ecture

m Site visit

® Clinical rotation: days to weeks
® Home visit

| ...



Postgraduate Physician (PGY) training
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Specialist Palliative Care

Launched in 2013 by Professional societies
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Intro to Hospices & Medicine

Terminal Disease Control & Comfort Care
on Patient with Catastrophic Illness

Ethics & Laws of Hospices

Psycho-Social & Spiritual Care on
Terminal Patient & Families

Hospices Documentation & Reference

‘ Communication Issue

Bereavement Consultation on Terminal
Patient & Families
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Case discussion by Videoconference in Taiwan

m Since 1997, using telephone line (ISDN)

O Expensive, high technology required, limited to 10
location ( dial into MCU)

® Change to Web based program since 2008

O Less expensive, free to access, quality related to band
width, participants up to 50 or more, can connect around
the world...

O Every two weeks , up to 60 or more locations joint the
discussion

O More than 400 participant each time:

m Participants stay in their own unit, include physician, nurse,
social worker...

BERERS



Integrated Holistic Hospice and Palliative Care Training
Program and Guideline development (2017-2019)

Pediatric

and Ederly

Palliative
Care

Long-Term
Training Program Care
Development 1
Networking Platforms
Pilot study

Multi-Media Materials

Social Care

Effectiveness Evaluation

20 civil organizations
involved for local
service

Spiritual Psychological
Care Care
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MHS |
England

Safe, caompassionate care for frail
older people using an integrated
care pathway:

Our vision

High-quality
care for all

Positive patient
experience

What do we mean
by quality?

Clinically
effective

Enhancing quality of life Ensuring people have a
for people with positive experience of
What are / long-term conditions treatment and care

our goals? Sl , Treating
V' premature Helping people people in a safe
mortality to recover from environment and
episodes of ill health protecting them
or following injury from avoidable harm

What will my My care and treatment | will get the best possible | will feel safe but
care IOOk will be organised around care and ’Freatmgnt if things do go wrong
and feel me as a person. when ,llm in hospital people are open and
: | will feel | will feel and I'm supported I will always honest with me.
like? supported to in control of to recover be treated with The feedback
keep healthy and managing my own when | dignity, compassion | provide will be
spot any problems condition(s). leave. and respect. acted upon.

at an early stage.
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White Paper for Hospice Palliative Care in Taiwan
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God grant me the serenity

To accept the things I cannot change,

The courage to change the things I can,

And the wisdom to know the difference.

Reinhold Niebuhr
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