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Scope 

ÅAbout Hua Mei Mobile Clinic 

ÅHMMC EoL Care Programme Pilot 

ÅPilot Patient Profile  

ÅProgramme Evaluation 

 



The Purpose of HMMC 

ÅTsao Foundation was established in 1993, HMMC was the first 
programme 

ÅThe Founder Mdm Tsao Ng Yu Shun wanted to support the 
older persons 
ïTo live in their own homes (Aging in Place) 

ïTo be among families and friends (Intergenerational Solidarity) 

ïTo have access to primary health care (Universal Access ) 

ïTo be a master of one’s own destiny 

ïTo age with Grace and Dignity 

ÅSince 2003, 10 years after its founding, the focus shifted from 
frail care to promote Successful Aging, which is wellness 
beyond mere health as one ages.  

 



“Un-wellness” 

(Mental) 
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Diseases and 
Impairment 
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Physical  
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BPSD 
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‘Ageism’ and other 
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Unmet Needs 
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Care  
“Consumerism” 

Escalating  
Cost of Care 



Team-managed Home-based Primary Care  

Å This is the model of care delivered by Hua Mei Mobile Clinic.  
Å The key activities that allow this Clinic to meet our objectives are: 
ï Interdisciplinary Health Team under one-roof, frequent IDG meeting 
ïPrimary care approach 
ïCommunity-oriented Geriatric and Gerontology training  
ïSpecial attention to Transitional and Palliative Care 
ï24H coverage  
ïComprehensive assessment and care planning using InterRAI Home 

Care, HMMC Initial Assessment and Care Plan Protocols 
ïEmphasis on Care management, providing multi-dimensional trans-

disciplinary intervention. 
ïUse of IT 



Parameters 

ÅFrail elders with difficulty accessing medical care due 
to an interplay of physical and cognitive disability, 
social, financial, psychological and environmental 
barriers 
ÅLiving in Bukit Merah, Telok Blangah, Queenstown, 

Holland, Outram, Tiong Bahru, Delta Avenue and 
part of the CBD areas. 



Care Plan Goals Categories (Dec 2008) 

Care Plan Goals No. of Pts % 
Maintenance 53 54 

Rehabilitation 12 12 

Palliative Care 19 19 

Stabilise Medical Condition 5 5 

Psychogeriatric Care 6 6 

Crises Management  2 2 

Stabilise Care Arrangement 1 1 

Total 98 



Needs 

Å Mdm M, aged 83, was admitted to HMMC in May 2007.  Her poor health began 
in 1999 and gradually declined from being wheelchair-bound to bedbound and 
finally total loss of her cognitive functions.  

1. Multiple chronic medical conditions: 
ï Parkinson’s Disease 
ï Vascular dementia with BPSD 
ï Rheumatoid arthritis 
ï Anaemia associated with general poor condition and malnutrition 
ï Cataract in both eyes 
ï Pressure ulcer of lower back  
ï Protein calorie malnutrition.   

2. Physical Dependence 
• Bed-bound and requires total care including tube feeding 
• High risk of complications due to immobility: bed sores; pneumonia; constipation; 

UTI; contractures; DVT; recurrent hospitalizations 

3. Caregiver Stress 
4. Financial Strain 



Interventions 
End-stage 
Parkinson’s D 

Dementia 

Risk of 
Pneumonia 

Dysphagia 

BPSD 

Immobility 

Caregiver Stress 

Poor feeding 

Multiple strokes 

NG Tube 

Financial 
Strain 

Recurrent 
Hospitalizations 

Risk of Constipation, 
UTI, Contractures, 
bedsores, DVT 

Caregivers are 
retired living on 
savings 

Malnutrition 

Advanced Care Planning 

Nursing Care Training,  
Hospital Bed and  

reclinable wheelchair 

Access to 24H Hotline  
during crises 

Medications 

Financial Support e.g.  
IDAPE,  

Free diapers and feeds 

Solace and Counseling 



Outcome 

Å Mdm M has now become stable medically. No hospitalizations for over a year now.  
Å Her children are coping well and maintaining her comfortably at home.  
Å For the children, the lifeline provided by HMMC for enquiry, guidance and home 

medical assistance has helped them to handle medical dilemmas better. It has also 
consequently alleviated their stress and anxiety. 

Å Daughter has also experienced much satisfaction as a caregiver. She attends HMMC 
caregiver workshops to be better trained.  She is also willing to speak up and share 
her stories through contributing to the AWWA’s handbook for caregivers and through 
the newspapers as an inspiration to others with similar challenges.  



Hua Mei Mobile Clinic  

End of Life Care Programme 



Components 

1.Palliative Care Considerations for All Patients 

2.Prognostication  

3.Patients Near the End of Life 

4.Caregivers’ Support  

5.Spiritual Support 

6.Documentation, Safeguards and Communication  

7.Evaluation 

 



Palliative Care Considerations for All Patients 

ÅAll patients under HMMC receive Palliative 
Care appropriate to their state of health/ 
illness. 

ÅThe 2 main palliative care determinants are: 

ïAdvanced Care Planning (ACP) 

ïTeam-managed Home-based Primary Care 



Advance Care Planning 

ÅTarget 
ïAll patients with decision making ability not severely 

affected  by depression 
ïFamily members who are assumed Health Proxy for 

patients who are incapable 

ÅTiming of ACP 
ïWhen there is sufficient rapport with the clinic staff. In 

general, this occurs between the 1st and the 12th month 
after the admission,  OR 
ïAnytime when the patient is ready e.g. recurrent 

hospitalization, drastic deterioration in functional status.  
ïACP will be reviewed from time to time when there is 

deterioration in health or functional status.  



Å Components of ACP 
ïThe ACP will be conducted guided by “Hua Mei Clinical Services Guide 
on Advanced Directives Discussion” 
ÅEstablishment of Mental Capacity of patient concerned 
ÅDeciding on Proxy Decision Makers 
ÅCommunication on Concerns, Disease Prognosis and Treatment Options 
ÅGoals 
ÅAdvance Directives 
ÅMedical Directives and the POLST 
ÅCare Setting Directives 
ÅSocial Directives 
ÅPsycho-spiritual Directives 
ÅContingency Plans 

Å The POLST will be printed on Referrals to the Hospitals or other 
Institutions for care 
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Prognostication and Intake 

ÅPatients ‘admitted’ to the End of Life Care 
Programme based on a prognosis of 6 
months. 

ÅPrognostication is based on the Local 
Coverage Determinations (LCD), used by the 
Medicare fiscal intermediary in the US 

ÅKarnofsky Performance Scale for fine tuning 
of the prognosis.  

 

 



Structure of LCD Criteria 

ÅCriteria for Eligibility for Hospice Care 

Part I - General Decline in Clinical Status 

Or 

Part II – “Non-Disease Specific Baseline” guidelines 
and “Disease Specific” guidelines 



ïPart I: Worsening of clinical status, symptoms 
and signs, Labs, KPS or PPS Value, FAST for 
Dementia, pressure ulcers, resource 
utilization 
ïPart II: KPS or PPS less than 70%; dependence 

on 2 ADLs or more, having co-morbidities 
such as COPD, CCF, DM, IHD, debilitating and 
chronic neurologic diseases, CRF etc. 

 PLUS Disease Specific Guidelines for 
ÅALS, Cancer, Coma, Dementia, Heart Disease, HIV, Liver 

Disease, Pulmonary Disease, ARF, CRF, Stroke 
 



KARNOFSKY PERFORMANCE STATUS SCALE 
DEFINITIONS RATING (%) CRITERIA 

100 Normal no complaints; no evidence of disease.

90 Able to carry on normal activity; minor signs or symptoms of disease.

80 Normal activity with effort; some signs or symptoms of disease.

70 Cares for self; unable to carry on normal activity or to do active work.

60 Requires occasional assistance, but is able to care for most of his personal needs.

50 Requires considerable assistance and frequent medical care.

40 Disabled; requires special care and assistance.

30 Severely disabled; hospital admission is indicated although death not imminent.

20 Very sick; hospital admission necessary; active supportive treatment necessary.

10 Moribund; fatal processes progressing rapidly.

0 Dead

Able to carry on normal 

activity and to work; no 

special care needed.

Unable to work; able to live 

at home and care for most 

personal needs; varying 

Unable to care for self; 

requires equivalent of 

institutional or hospital 

care; disease may be 

progressing rapidly.



Care for Patients Near the End of Life 

ÅMain Components  

ïPrognosis Stratification using KPS  

ïAfter Hours Support 

ïFOC for critically ill patients 



Table 4.1 Clinical Stratification for Resource Allocation and Care Activities Planning 
Stages in 
the End of 
Life 

Prognostic 
Criteria 

General guidelines on 
frequency of Home Visits 
(Other visits should be 
guided by clinical indications) 
 

Phone 
calls by 
staff 

Charges Care Activities 

Drs N MSW Programme 
Manager/ 
Coordinator 
 

Doctors Nurses Social Workers 

óStable 6ô  
 
S6 

6 months, 
LCD 
Guidelines 
Satisfied 

3 mthly 2 mthly 3 mthly - Normal Coordinate 
community 
resources: 

referrals/ delivery 
of medications, 
aids and 
appliances/  
volunteers/ 
financial aids 
 
Prepare Patient 
Medical Record 
at Home file 
 
Data 
management for 

CQI and 
Research of 
Programme 

General 
information 
about prognosis 
and treatment 
options 
 
ACP if not yet 

done 
 
Review ACP 

  
Treat reversible 
pathology as per 

ACP 
 
Direct 
management of 

distressing 
symptoms 

 
 
Update the 
Patient Medical 
Record at Home 

 

Detect likely 
change in 

prognostic status 
and highlight to 
the team 
 
General 
caregiver 
education and 

training on 
symptom 
management 
 
Reinforce 
contingency 
plans 

 
Update the 
Patient Medical 
Record at Home  

 

Facilitate ACP if 

not yet done. 
 
Assess degree of 
grief, risk of 
complication and 
preparedness 

 
Bereavement 
preparation and 

other support 
 
Inform of after-
hours support 

 
Refer for 
counseling of 

patients or 
caregivers  if 
indicated 
 
Introduce the 
Patient Medical 
Record at Home  

 

óUnstableô  
 
U 

KPS 30% 2 mthly Fortnig
htly 

Mthly - Normal As above Update caregivers 
on prognosis and 
treatment 
options 

 
Review ACP  

 
Manage 
reversible 
conditions in 

accordance to the 
ACP 
 

As above As above 

 



After Hours Support 

Å All patients can access the Clinic’s Emergency 
Contact for after-hours support.  

ÅThe Emergency mobile phone line manned by 
doctors from HMMC 

 



Caregivers’ Support  

ÅFor ALL patients admitted into HMMC: 

ï24H support 

ïCaregivers’ involvement in Advance Care Planning 

ïTraining and Education  

ïScreening and monitoring for Caregiver Distress  

ïCoordination of Community Resources for the 
care of the very frail at home 

ïCounselling and Coaching by trained counsellors 
when indicated 

ïSpiritual Support  



ÅFor patient under the End of Life Care 
Programme 

ïCounsellors’ Assessment at Admission 

ïScreening for Complicated Grief 

ïBereavement Support 



Spiritual Support 

ÅStaff training in Eden Alternative® 
methodology on person-centred care.  

ÅSpiritual Growth is promoted through 

ïRoutine Counsellor’s Assessment 

ÅBased on ‘HOPE’ format (AAFP) 

ÅSupported by Life Reviews 

ïReferral to informal and formal end-of-life pastoral 
care services. 

 



Documentation, Safeguards and 
Professional Communication 

Å Advance Care Planning 
ï“Hua Mei Clinical Services Guide on Advanced Directives Discussion” 

ÅThis is to be filled out after the first ACP is conducted. 

ïProgress Notes 
ÅACP discussions subsequent to the first ACP should be indicated in the  

ïMedical Orders for Life Sustaining Treatment on IngoT EMR 
ÅThese are ǇƘȅǎƛŎƛŀƴǎΩ ƻǊŘŜǊǎ based on the patient’s Living Will indicated in the 

ACP discussions.  
ÅThis will be printed automatically on all referral letter printed off the IngoT 

EMR System 

ïAdvance Medical Directive 
ïLasting Power of Attorney OPG Form 1 (Mental Capacity Act 2010) 

Å Diagnoses and Care Plan 
ïPatient Medical Record at Home File 
ï IngoT EMR 

 



Advisory Panel 

The following practitioners and senior physicians and 
were invited as Advisors for the End of Life Care 
Programme: 
ÅAssociate Professor Cynthia Goh, Centre Director, Lien 

Centre for Palliative Care, Duke-NUS Graduate Medical 
School 

ÅAssociate Professor Pang Weng Sun, Chairman Medical 
Board and Geriatrician, Khoo Teck Puat Hospital 

ÅProfessor David Matchar, Program Director for Health 
Services and Systems Research 

ÅDr Mary Ann Tsao, President, Tsao Foundation 

ÅMs Peh Kim Choo, Senior Counselor, Tsao Foundation 

 



Evaluation: Process Indicators 

1. Life Reviews conducted by trained 
Counsellors. 

2. Documented Advance Care Plan  

3. Care Plans reviewed 6 monthly  

4. Pain Score (Visuo-analog Scale or PAINAD) 
assessed at every medical or nursing visits. 

5. Response Time to patient’s calls for 
assistance 

 



Outcome Indicators 

1. Deaths occurring at the place of their preference, as spelt out in 
the updated ACP. 

2. Pain Scores are less than 3 (Visuo-analog Scale or PAINAD). 
3. Reduction in Caregiver Strain Index 
4. /ŀǊŜƎƛǾŜǊǎΩ feedback indicating that the Death that has recently 

occurred is a peaceful one 
5. On 6 months follow-up, the proportion of care partners 

subjectively report that the family is coping well.  
6. Acute Hospital Admission Rate 
7. LOS 
8. A&E Attendance Rate 
9. SOC Attendance Rate 



Capacity and Occupancy  
(June 2011) 

ÅTotal number of active clients = 91 

ï12 on End of Life Care Programme  

 

80 ‘Beds’ for 
Usual Patients 
79 ‘Occupied’ 

20 ‘Beds’ for Patients 
near End of Life 
12 ‘Occupied’ 



Pilot Period 1 Oct 10 – 31 May11 

ÅCaseload 
ïNumber admitted 21,  
ÅNumber referred 22 
ï17 Internal 

ï4 JGH 

ï1 NUH 

ï1 Public 

Å1 declined service. 

ïNo. of Non-death Discharges  = 1 

ïDeaths = 9 

ïNumber on Muster List = 11 

 



Patient Profile  
n=21 

ÅMean Age: 88 

ÅAge range: 68 – 98 

 

Gender  Ethnicity Subsidy rate 



Diagnoses Distribution 
n=21 



Functional Status 
n=21 



Resource Utilization since starting the Pilot (n=21) 

Service Utilization Remarks 

Length of Stay in 
EoL Care 
Programme 

Range 1 day – 243 days Admission started 1 Oct 10 
 

Mean 180 days 

Acute Hospital 
Admissions 

Total 12 admissions 

Mean 1.16 per patient-year [12÷(21x180)]x365 

Length of Stay in 
Acute Hospital 

Total 124 days 

Mean 10.3 days 124÷12 

A&E Attendances Total 8 attendances 

Mean 0.8 per patient-year [8÷(21x180)]x365 

SOC Attendances Total 11 attendances 

Mean 1 per patient-year [11÷(21x180)]x365 



Symptoms in the Last Week before Passing  
(n=9) 



Causes of Death 
(n=9) 

Cause of Death Number of Patients 

Pneumonia 3 

UTI 1 

AMI 1 

CVA 1 

Pulmonary Embolism 1 

Dementia 1 

ARF 1 



Place of Death 



Feedback 
Phone survey among the Main Caregivers of Patients who have passed on from the Programme 

ÅQuestions 

Q1. Do you feel supported by the team during this 
period? 

Q2. Are there any other areas that we could have 
supported you better? 

Q3. Do you feel that the patient had a good death? 

Q4. Is there anything else that you would like to 
share with me? 



Q3. Do you feel that the patient had a good death? 

P1 Yes. Dr X has done advance care planning with the patient twice, and it 
helped the family a lot in the decision-making process. It was well-planned. 

P2 Yes. Feels patient has had a good life and was quite active. Wishes met. Last 
few days were peaceful.  

P3 Yes. Very peaceful. 

P4 Yes, patient passed away peacefully. Patient has already lived till old age, 
even though there was suffering at the end, it was only to be expected. 

P5 Not sure, unable to say. 

P6 Yes. It was a beautiful end. Patient has lived to a ripe age. 

P7 Yes. Patient was peaceful, was not struggling and not in any distress. She was 
glad that the doctor came in very fast and everything was settled very quickly 
within the night. 

P8 Yes, very peaceful. The patient did not suffer, and did not go through much 
hardship. For the family, it was manageable too as the total duration when the 
patient was very ill was 'ok' (around a year). 

*1 patient’s main caregiver requested the Clinic to not call her anymore.  



Thank You 

Special thanks to HMMC Team and Mr Quek Jing Sheng in preparing the data 


