End-of-life Care
- A difficult conversation

An awareness of

1. End-of-life care issues — feeding.

2. End-of-life care conversation

3. Applied mediation skill to resolve conflicts.

Masterclass 15:
Interactive case discussion & Interactive discussion
Use of Applied Mediation Skills Role play
to resolve conflicts in End-of-life Care 75 minutes only
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Good Life All the Way to the End




WHEN THE TIME COMES,
MAKE IT A ‘GOOD DEATH’

Researchers are now lo
that th ¥
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Associated Press

Whatdoyouseewhenyou picture
an ideal death?

Are you surrounded by friends
and fai i
intima
at horr 3
you able to feed yourself ulrlmhl
vour death? Is therea spintual ele-
ment to your experience?

“We talk about personal medi
cine, but there should be person
alised death too," said Dr Dilip
Jeste, director of the Sam and Rose
Stein Institute for Research on
Ageingat the University of Califor-
nia, San Diego School of Medi-
cine. “Finding out what kind of
death a person would like to have
should not be a taboo topic.”

Tohelp openup the conversa-

tion in our death-phobic culture,
leste and his colleagues are work-
ing on a broad definition of a
“good death” that will help health

care workersand family members
ensure that a dying person’s final
moments are as comfortable and
meaningful as possible.

“You can make it a positive
experience for everybody,” Jeste
said. “Yes, it is a sad experience
but knowing it is inevitable, letus
seewhat we can do that will help.”

The group's first step was to
look at previously published stud-
ies that examined what consti
tutes a good death according to

Finding out what
kind of death a
person would
like should not
be a taboo topic

DR DILIP JESTE

peoplewho are dying, their family
members and health care work-
ers. The results were published
this week in the American Journal
of Geriatric Psychiatry.
s searched
through two research data-
bases — PubMed and PsycINFO -
but they were able to find only 36
articles in the last 20 years that
were relevant to their work.

Jeste said the lack of studies on
agood death was not surprising.

Hong
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religiosity and spirituality. Alsoon
the listwere life completion, treat
ment preferences, preference for
dying process, relationship with
health care provider, and “other”.
The authors reported that the
most important elements of a
good deathdiffered dependingon
whom you asked, but there was
agreement on some of them.
One hundred per cent of pa-
!n s and family members aswell
ver cent of health care work-
preference for the dying
process = defined as getting to
choose who is with you when
yvou die. as well as where and
when-was animportant element

Kong
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April 2016
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Chief Executive’s Speech
Hospital Authority Convention 2016 — 3-4 May 2016

In planning for a ‘good death’, we can create better lives for
ourselves and our loved ones by reducing uncertainty and fear.
HA’s mission to help people stay healthy is underpinned by a
belief in whole life well-being — from birth to death.
With the strong support of our dedicated staff, patients and the

broader Hong Kong community, we will help current and future
generations of people in Hong Kong enjoy rich, active and

fulfiling lives & when the time comes, to experience
a good death that is just the last of many
blessings in one’s life.

Farewell to the Arctic

The )
Economist

The Trump tax plan
Tech offices: sofas and surveillance

Who s Emmanuel Macron?

How life ends

Death is inevitable.
A bad death is not

How to have a better death

What matters

. these medicalised deaths
do not seem to be
what people want.

. too often patients receive
drastic treatment in spite of
their dying wishes - by default,
when doctors do
“‘everything possible”,
as they have been trained to,
without talking through
people’s preferences or
ensuring that the prognosis is
clearly understood.




The beginning and the end of
THE END

is a continuum

of conditions, care
& conversation.

When to let go, to allow
a serene (Z£f+) passing away?

A challenge, a dilemma for

- healthcare professionals
... always to do the best & more.

- Family members on the care of
their love one.

Average GP's workload — average 20
deaths/GP/year approx. proportions
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The final journey of life - DEATH,

is timely, not early, nor too late,

is serene, is a 5t blessing.
A good life to the very end.

End of Life Care

Many aspects:

- Physical (weakness, frailty)
- Mental
- Organ failure / symptoms

Feeding difficulty

End of Life Care

There is a time towards the later phase
of our care for a patient,
to reassess his/her situation
for a different mode of care
(end of life/palliative care).

NOT a case of stopping treatment.

A case of starting / escalating good
EOL (palliative) care

Feeding issues

Oral feeding Decision by who?

 Healthcare

Difficulty in :
professionals

swallowing /
inadequate intake * Patient/ relative

=> Tube feeding?
Other options?

» Dispute ?




Doctor pushing for tube feeding ...
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Family pushing for tube feeding ...
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Family members with different views...
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You would support

Younger son Elder son

Careful Tube
feeding feeding

How should the situation
be managed?

By the healthcare professionals
and the family?

An awareness of
the feeding options
for end of life care

=> Dr. Carolyn Kng




HA Convention 2018 Masterclass 15
Difficult End-of-Life Care and Conversation
- Interactive case discussion. Applying mediation skill to resolve conflict
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Careful Hand ( Comfort) Feeding for End-Of-Life Care
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1Leder SB, Gerontology 2009

& RH&E - Poor Prognosis
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Mitchell S, NEJM, 2009
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Frailty / Dementia Trajectory
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Death

Low
Onset could be deficits in P Time ~ quite variable -
ADL, speech, ambulation up to 6-8 years




82478 - Feeding Options
s HDfkeRE - ANTE8 KRS

Oral Feed Artificial Nutrition & Hydration (ANH)

e
B 2E RFARERR
Percutaneous endoscopic Parenteral
PE!
? (IR & (FER) ——
? Careful Hand Feeding .
?EPIEER R &
? Comfort feeding - N Ay e
Gl 4 e

HA Guidelines on life sustaining treatment in terminally ill , v2015

£7E A5 78ETE Careful Hand Feeding Option
- R ERIT

Careful hand feeding - Techniques

e

position

BT

Food consistency

TonEE o FHRYEEETHEK

Swallow reminder, multiple

Ny EER

Small bolus size

Li, 2002, Sherman 2003, DiBartolo 2006
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comfort-orientated (least invasive)

- (TEAEEHR

quantity not main focus

- EEHEENRY)  EEEERFHIIIR
taste favorite foods, touch
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risk of aspiration Palacek E, JAGS 2010, RCP 2010

FEREZE: JEORE S ERE Clinical Scenario : “Non- Oral Feed”
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Balance benefits & burdens of options

2 G N R A 2

What is best interests of the patient

3.7 NRIIHEASE ~ EIr 3G

Clarify expectations, build consensus

1. 871525 . & 4% Balance Benefits & Burdens
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Tube Feeding Comfort/Careful hand Feeding
HER B E HENTE
Goals Quantity of feed (reliable) “Quality” vs quantity (variable)
Jiik AT BYIRIRHIRE
Means L Natural taste food, touch
Artificial
FRNE | SRR EE e AR S R B B R FETER £
Concerns Restraint, agitation, pull out tube Aspiration, pneumonia, time consuming for carer
s ARSI E AR e Eb T AR
=8
Evidence No evidence tube feed is superior to hand feed . It does not

R 12

Prolong survival

o RERI AT 3

Prevent aspiration

© EAUEERY

Improve quality of life or function
AN Amy

Reduce hunger/thirst sensation

L2mortality in tube fed elderly 63% at 1 year, median survival 3 Tube does not prevent aspiration of oral secretions, food
7.5 months reflux from stomach, affect sphincter function

1 Mitchell S, Arch Int Med 1997 2Rabeneck L, J Gen Int Med 1996 (3) Finucane T, Lancet, 1996 (4) Callahan CM, JAGS 2000




2. B ER AHIREEFRZS ? What is best interests for patient ?

%B%%ﬁ%;ﬁ%ﬁkﬁﬁﬁ é&i;éﬁfﬁ % I2015 HA Guidelines on life sustaining treatment in terminally ill,v2015
bl %8%)\1%%&/}%%&@%% Section 8 : Artificial Nutrition & Hydration
- Kﬁ'ﬁ:‘lﬂﬁ,ﬁﬂgﬁiﬂ %@fﬁ{ﬁ)\ﬁ%é‘ﬂ’ﬂﬁ%ﬁﬁﬁ Appendix 4 : Ethical discussion on feeding in advanced dementia
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Patient’s wish Careful hand feed with aspiration risk
— AR AR - TRIBERE ) 9
Decision by mentally competent patient “informed consent’ consensus
- RPN TR RN - FTEIARSATVEE AR R AT
Valid advance directive all treatments have potential risk and benefit
- ELARYAEE, a0 ZA - RERERTY A - SO
Surrogate decision maker eg family measures to reduce risks, documentation
- BEMREN

Best interest

- EREEEIL A TR

Death is imminent/inevitable

3. Clarify expectations & build consensus with families/carers

&I
Teamwork

r b . %fg
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Considerations
%2 | Doctor | :
o T Nurse ZE-{-
=i 3

s ST | 7%
SPEHT | Dietician |

| Nursing P
Home staff |5

%ﬁ}ﬁu‘ﬁ%ﬂzﬁ Medical risk assessment ﬁk%ﬁﬁ&%{%*uﬁ
Ejﬂ-ﬁ%? j{,ﬂ;ﬁ? Reversible ? Terminal ? Patient’s wish & best interest
{%%%;ﬁ}\é Airway protection

’% % Nutrition

{%ﬁ&%ﬁa Values & wishes

Egﬁ‘%%}%ﬁ? Advance care plan

%E - ?Eé@{fﬁﬁﬂﬁ%,é@;ﬁmstress — resist tube, restraint /H\E':EE E 1‘% Goals of care

S

Clarify expectations

FHUBRBHIRTS + B

Skills & Time for careful hand feeding

EIN It

Family concerns
Bl Mg S

Hospital & residential home staff

Approach to Decision Making for Feeding Options

- T2 AR, BER

Holistic considerations

BRI NHISEER GRERT)

Communication & consensus (mediation skills)

- BAERTE

Feeding plan

Training ' !

EW . e
- s -
LS e bifehacks

Documentation
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To cure sometimes,
To relieve often,
To comfort always.

Ancnyrous phvsician, 10ih centuiry




End of life conversation

A difficult and challenging conversation
for Patient / Family
& Healthcare professionals.

We need a EOL conversation
to guide the EOL care for a
better death, Z2 A& “Z=&&~

End of life conversation
A Challenging & Difficult Communication

Enhance communication
with mediation skill

facilitate options
position - interest
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MEDIATION
SHE  coam

A structured process whereby
two or more parties to a dispute
attempt by themselves,
on a voluntary basis,
to reach an agreement on
the settlement of their dispute
with the assistance of a mediator.

Mediation Week in Hong Kong 2027 March 2014

#

HENARE 243 F208278

1 HOME DeofJ "a =8 £
» . .5 L =
y
Mediate First for a Win-Win Solution BIRF#85E - EFWM

Mediate First - Advance with the times JIMA% ME%E

Mediation Week 2016 - Hong Kong 7114
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MEDICAL PRACTICE

The practice of mediation to resolve clinical,
bioethical, and medical malpractice disputes
Danny WH Lee *, Paul BS Lai

ABSTRACT

Mediation is a voluntary process whereby a neutral
and impartial third party—the mediator—is present
to facilitate communication and negotiation
between the disputing parties so that amicable
settlements can be agreed. Being confidential and
non-adversarial in nature, the mediation process and
skills are particularly applicable in clinical practice
to facilitate challenging communications following
adverse events, to assist bioethical decision making
and to resolve disputes. Mediation is also a more
effective and efficient means of dispute resolution
in medical malpractice claims when compared with
civil litigation. Health-care mediation teams should
be set up at individual facilities to provide education
and consultation services to frontline staff and

patients. At a community level, the Government,
the mediation community, and the health-care
professionals  should join  forces to promote
mediation as a means to settle medical malpractice
claims outside of the courtroom.

Hong Kong Med J 2015;21:560-4
DOI: 10.12809/hkm]154615

"DWH Lee *, w0
PBS Lai, up. Fuxan (urgery)

! Private practice, Hong Kong
? Department of Surgery, The Chinese University of Hong Kong, Prince of
Wales Hospital, Shatin, Hong Kong

* Comresponding author: dannywhlee@gmail.com

Day to day
operation
/ simple dispute

Patient/
\

Healthcare professionals
with Patient / Family
with staff between colleagues
Front line staff & management

Lui SF / Yang N / CUHK JCSPH&PC

Complaint management

Difficult situation
Adverse event

~ Hcp Patlent /

/ elatlve

L

;\I‘ {I{I

Front line management:
Ward Manager, AC/CON

Department level:
Team head, / DOM / COS
Hospital Management Level:
PR / Senior Admin

Challenging Patient Communication

Communication with negotiation & applied mediation skill
Handling conflicts, complaints, care planning

Half day forum for Frontline staff

9 MEDIATION SKILLS

AR

1. Manage emotion

’F\\‘%kﬁfﬁ

. Clarify issues
TSR [CIRE

. Refocus issues

TR AR TR

. Understand Hfig
5. Explore ¥

Sl OB ER

Empathy [0
Anger management ERXEH
Active listening FERRAVETE
Deep questioning ZEEHVEAR
Reframe Ef&

Paraphrase &%
Summarize #&%%

Position / Interest 1735 I Fl|#s

OPTIONS H[#HZE




1. Manage emotion

& e

1. Empathy
[E]EL L

* The action of understanding, being aware of,
being sensitive to, and experiencing the
feelings, thoughts, and experience of another

* Feel how they feel,
Feel what they feel.

N:E:Ii
Lui SF / Yang N/ CUHK JCSPH&PC

1. Manage emotion

(iR

2. Emotion (Anger) Management

BT

/Ln

» Feelings are part of the conflict,

often not articulated but run deep

« Anger, hurt, resentment.

Lui SF/Yang N/ CUHK JCSPH&PC rpiim. WiSpwis

2. Clarify issues
7 H

2. Clarify issues
75 H

3. Listening (active)

TR TS

» The listener to feed back what they hear to the
speaker, by way of re-stating or
paraphrasing what they have heard in their
own words, to confirm what they have heard
and moreover, to confirm
the understanding of both parties. (Wikipedia)

* Interactive listening:
encourage to express their INC

Source: Norris Yang %

4. Questioning (deep)
ZELNEIE

« What?  What is the problem?

* Why? Why are we doing this?

* Who? Who should be involved?

* When? When should we do this?

* Where? Where should we do this?

* hoW? How are we going to do this?

* Why not? Why can we not do it that way?

* Work Smart

Source: Norris Yang %‘h




3. Refocus issues 3. Refocus issues

BT I R T BT I R T

5. Reframe 6. Paraphrase

=t SE

result in a phrase/ sentence that is more o
» Restate what speaker has said in your

* Mutual own words

* Neutral « Explain and clarifying the text,

* Normal communicate understanding to others
* Simple

e I,
Lui SF / Yang N/ CUHK JCSPH&PC i

Lui SF/Yang N/ CUHK JCSPH&PC rpiim. WiSpwis

3. Refocus issues

4. Understand
HH

7 Summarize 8. Interest behind the position 1735 / ¥|Z5

BT I R T

 What is “position” ? Interest, Needs, Concern (INC)

“I Want ............... Perception
« Act of intervention : pl

In order to make sure that | understand

you correctly, let me summarize you « What is “interest™? Needs Concerns
have just said ........ “Why | want......... ”
* Facilitating active listening :

Let's recap.......... Interests

Lui SF / Yang N / CUHK JCSPH&PC % Lui SF / Yang N / CUHK JCSPH&PC M




“Position” and “Interest”

“1 want...”

Disclosure of
positions / objectives

Underlying

Interest / reasons  Needs Concerns

Procedural / Interests \Psychological

Substantive

m*
Lui SF / Yang N / CUHK JCSPH&PC &

5. Explore options

PR HIBE T 5

9. Options /FXE

* General options - Interest base negotiation

* Interests behind the position
Options are to address the interests

« BATNA
Best Alternative To a Negotiated Agreement

« WATNA
Worst Alternative To a Negotiated Agreement)

=

o
Lui SF/Yang N/ CUHK JCSPH&PC o, Fampss

9 MEDIATION SKILLS
RRRELYT: SIREE 9 ER

. Manage emotion + Empathy [EJ3(»
iReaEH « Anger management {BRE

. Clarify issues - Active listening FERRHVIEEE

V== f1h - Deep questioning ZEEHVERRT
Reframe ZEi#

Paraphrase &
Summarize %845

Position / Interest 1735 / 25
OPTIONS m# HZ&E

. Refocus issues
HT R ERE

. Understand Hfi#
5. Explore ¥

=
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Moderators:

Dr. SF Lui, Dr. KS Tang

Dr. Carolyn KNG

Dr. Jacqueline Yuen
Dr. KM Chow

Mr. Charlie Yip

Mr. Yuen Siu Lam
Prof. Paul Lai

Session Chairperson

Mr. Charlie Yip

Board member, Hospital Authority
Vice Chairperson, Patient Voices.

Moderators

Dr. Tang Kam Shing

Co-Chairman HA Central Committee PR&E
HCE(DKCH/FYKH/MMRC

Dr. LUI Siu Fai

Adjunct Professor, Jockey Club Institute of Ageing &
Clinical Professional Consultant,

Jockey Club School of Public Health and Primary Care,
CUHK

Speakers* / Panel members*
Dr. LUI Siu Fai**

Mr. Norris Yang*#
Solicitor, Accredited Mediator,
Trainer for HA's course on Negotiation and apply Mediation.

Dr. Jacqueline Yuen*#
Clinical Lecturer, Department of Medicine & Therapeutics, CUHK

Dr. Carolyn KNG*#*

HKEC SD(P&CHC) / RTSKH Cons(IMS),
Head of Department (Geriatric)

Prof. Paul Lai*

Department of Surgery, CUHK

Mr. Charlie Yip*

Mr. Yuen Siu Lam*
Chairperson, Hong Kong Alliance of Patient Organization

Role play

Dr. Tang Kam Shing
HCE(DKCH/FYKH/MMRC

Dr. David Sun
HCE, NDH

Ms. Mok Yi Tan
DKCH WM(OTS)

Dr. Chow Kai Ming
NTEC CC(PR&E) /PWHMED COS(MED)

Dr. Lui Siu Fai
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