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Summary of study findings and

implications for practice




Why Study ACP Completion in PWAD (OAH)

* Advanced dementia — loss of decisional capacity

* ACP/AMD uptake is low in Hong Kong

 Little is known about how ACP gets completed

 Studying “successful cases” reveals facilitators & turning points

Focus: Surrogates of PWAD who completed
ACPvia EOL care programme




Study Design & Context

* Qualitative study with 23 surrogate decision-makers
» Setting: CGAT-led EOL care programme (hospital-RCHE interface)

* Participants: mostly adult children (common local pattern)

* Method: semi-structured interviews, thematic analysis




Theme { & 2: Trigger & Timing

Theme I: Pragmatic Arrangement
[. ACPinitiated by healthcare team

2. EOL programme offered practical benefits
o direct ward admission
* avoidance of futile A% E care

-

Theme 2: Timing of ACP

3. Increased receptiveness to ACP I. Earlier ACP preferred to:

* prevent unnecessary treatment
* involve patient where possible

n ’ 2. Late ACP = shock, regret, missed
goodbyes




Theme 3: Meaning of Suffering

{. CPR perceived as violent for frail elders

2. Goal shifted from survival — comfort

3. Strong tension between:
* relieving suffering
* filial piety & social judgement

4. Prior bad dying experiences shaped decisions



Theme 4 & 5: Emotional Stress & Family Support

. Shock, guilt, anxiety, helplessness
2. Difficulty with LST decisions

(e.g. tube feeding) Theme 5: Family Support

3. ACP more emotionally difficult , - ,
, . Joint family discussions reduced
than funeral planning :
, conflict
4. Reflection on own ACP common : :
2. Stepwise, repeated conversations
helped acceptance

3. Individualised approach essential



Theme 6 & 7: Barriers & Decision-Making
o

£57 v

Theme 6: ACP Barriers Theme 7: Decision-Making

{. ACP unfamiliar to public I. Consensus easier with prior patient

2. Cultural taboo & avoidance wishes

3. Lack of skills to discuss with family 2. F c.wmily c?nf lict is common when
4. Competing caregiving priorities hierarchical roles or cultural norms

. . are challenged
5. Lacking awareness that ACP is 3. Sole decision-makers bore heavy

revocable. emotional burden




Process Model: From Trigger to Outcome

. Trigger:Healthcare-initiated ACP + EOL programme

2. Internal Struggle: Acceptance, grief, filial tension /
3. Addressing Factors: Family consensus, communication

4. Decision-Making: Negotiation, conflict resolution

5. Outcome: Value-concordant EOL care

« Process is non-linear, with possible stagnation



Implications for Practice

I. Healthcare team as key facilitator
* timing, education, emotional support

2. ACP must go beyond DNACPR & documents
3. Early public education on dementia trajectory

4. Capacity-building training:
* serious illness conversations

 cultural sensitivity
* family conflict management

ACP completion depends on process quality, not forms



Trigger
Healthcare team

initiates ACP
EOL care programme&

pragmatic
arrangements

Surrogate Processing

Internal struggle & emotional stress
Meaning of suffering & filial

considerations

Family discussion & addressing barriers

ACP Decision-Making Process by Surrogates of PWAD

Decision & Outcome

Surrogate decisiomaking
(DNACPR /LST)
Value-concordant,
comfortfocused EOL care
Preparedness, relief &
family adaptation

ACPis an iterative, non- linear process; progression and stagnation may occur depending on emotional, family and contextual factors.




