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Purpose

This paper reports on the deliberations of the Joint Subcommittee
on Long-term Care Policy ("the Joint Subcommittee").

Background

2. The Joint Subcommittee was jointly appointed by the Panel on
Welfare Services (WS Panel™) and Panel on Health Services ("HS Panel")
in November 2012 to study the long-term care ("LTC") policy and
services (including home-based, community based and residential care
services for the elderly, people with disabilities and the chronically ill),
discuss the policy concerned with the Administration and make timely
recommendations.

3. The terms of reference and membership of the Joint Subcommittee
are set out in Appendices | and Il respectively. The approval of the
House Committee ("HC") was obtained on 15 November 2013 for the
Joint Subcommittee to continue its work until 31 July 2014.

4, Under the chairmanship of Dr Hon Fernando CHEUNG Chiu-hung,
the Joint Subcommittee held a total of 18 meetings. The Joint
Subcommittee also received views from 176 deputations on various
issues of concerns at 14 of these meetings. A list of the deputations
which have given views to the Joint Subcommittee is in Appendix I11.
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Deliberations of Joint Subcommittee

Policy and planning

5. According to the Administration, its LTC policy for the elderly is
underpinned by the following three principles: (a) promoting “ageing in
place as the core, institutional care as back-up™; (b) promoting a
continuum of care in subsidized residential care services (*"RCS"); and (c)
offering assistance to most needy elderly citizens.

6. As regards LTC policy for persons with disabilities, the
Administration's policy objectives are —

(@) providing appropriate residential care and necessary training
and support services for those persons with disabilities who
cannot live independently and those who cannot be
adequately cared for by their families, with a view to
improving their quality of life and helping them develop
independent living skills; and

(b) making available training and support to persons with
disabilities in response to their needs, assisting them in
developing their potential, enabling them to continue to live
independently at home and preparing them for full
integration into the community; and strengthening the carers'
caring capacity and relieving their stress so as to provide a
better quality of life for persons with disabilities and
themselves.

7. Members consider that the existing provision of LTC services is
fragmented with unnecessary categorization under “elderly" and "persons
with disabilities”, which is against the international trend of no distinct
age limit. The Administration is urged to conduct a comprehensive
review of its LTC policy with a view to offering services according to the
needs of recipients, instead of their age. Given that the Chief Executive,
as announced in his 2014 Policy Address, has tasked the Elderly
Commission to prepare the Elderly Services Programme Plan within two
years, members consider that the Elderly Services Programme Plan
should be prepared in tandem with the Rehabilitation Programme Plan, so
that the Administration can map out holistically the direction of LTC
policy according to the needs of recipients.

8. Members are gravely concerned about the inadequate provision of
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RCS and community care services ("CCS") for the elderly and persons
with disabilities. Members consider that the inadequacy arises from the
lack of good planning to address the huge demand. They call on the
Administration to have long-term planning, in terms of manpower and
training, as well as funding for provision of RCS and CCS, with scientific
data and analyses from the information collected under the Standardized
Care Needs Assessment for Elderly Services ("SCNAMES") and the
central referral system for rehabilitation services, with a view to making a
projection of LTC needs of the elderly and persons with disabilities in the
next 10 to 20 years. The Administration is also requested to provide
members with relevant data and information, and allow academics and
the welfare sector to have access to such data and information.

Residential care services

Provision of RCS places

9. Members note with grave concern that the inadequate provision of
subsidized places in residential care homes for the elderly ("RCHEs") and
for persons with disabilities ("RCHDs") has resulted in a long waiting
time (e.g. nearly nine years for hostels for severely mentally handicapped
persons and over 2.5 years for nursing home places) for admission to
these residential care homes. The Joint Subcommittee strongly urges
the Administration to set target admission time for both RCHEs and
RCHDs. In this connection, members call on the Administration to
expeditiously increase the number of subsidized places in RCHEs and
RCHDs. The Administration is also requested to reserve lower floors of
the building blocks in its public housing projects for provision of RCHEs.

10. The Administration has advised that the waiting time for subsidized
RCHEs is affected by a number of factors such as the special preference
of applicants in terms of the location, diet and religious background of the
elderly homes, whether the applicant has requested joining family
members and/or relatives in a particular home, and the turn-over rate of
individual homes, etc. In the Administration's view, it is very difficult to
set target time for admission to RCHEs. In the case of RCHDs, the
waiting time also hinges on a number of factors such as the location
preference of applicants and the turn-over rate of individual homes, etc.
It is difficult to estimate the extent to which the waiting time will be
shortened by the provision of additional places. Regarding the supply of
RCHE places in public housing estates, the Administration has advised
that the inclusion of RCHE places in public housing estates would be
subject to the overall planning and development of individual districts.
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The Social Welfare Department ("SWD") has been closely liaising with
the Housing Department and the Planning Department for the
development plan of welfare facilities in new development projects.
According to the Administration, a foremost criterion should be
accessibility for provision of elderly care service facilities.

Quality and monitoring of private RCHEs and RCHDs

11.  According to the Administration, SWD introduced an Enhanced
Bought Place Scheme ("EBPS") in 1998 to upgrade the service quality of
private RCHESs by enhancing staffing ratio and per capita space standards.
In addition to statutory requirements under the Residential Care Homes
(Elderly Persons) Ordinance ("RCHE Ordinance™) (Cap. 459), private
RCHEs participating in EBPS are required to fulfill requirements in
respect of management as stipulated in the Service Quality Standards and
Criteria drawn up by SWD, which cover aspects such as service quality,
protection of the rights of service users, retention and provision of service
information, as well as human resources and financial management in the
operation of RCHEs.

12.  Members point out that a huge portion of income of private RCHEs
Is from the meagre Comprehensive Social Security Assistance ("CSSA")
payments received by their residents. Most private RCHESs therefore
lack funding to improve their services. = Members call on the
Administration to provide an additional allowance, on top of the standard
CSSA payments, for needy elderly persons residing in private RCHES, so
as to subsidize their expenditure on accommodation fee. More support
should also be provided for private RCHES to upgrade their services. In
this connection, the Administration is requested to increase the number of
purchased places in private RCHEs, explore ways to attract people to
work in private RCHEs, develop service yardsticks and encourage private
RCHEs to participate in accreditation programmes.

13. Regarding monitoring of private RCHEs, the Administration has
advised that, to ensure that RCHEs comply with the licensing
requirements, the Licensing Office of Residential Care Homes for the
Elderly ("LORCHE") of SWD inspects RCHESs pursuant to section 18 of
the RCHE Ordinance. The inspections are very comprehensive,
covering aspects such as drug management, personal care services,
infection control, handling of accidents, environmental hygiene, meals
and staffing. At present, LORCHE conducts on average seven surprise
inspections of each private RCHE per year, and will adjust the frequency
of inspection based on the risk level of individual RCHEs. RCHEs are
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required by LORCHE to rectify irregularities detected during inspections.
Advisory or warning letters will be issued to non-compliant RCHEs, and
prosecution actions will be taken if needed. Operational experience
shows that most RCHEs are receptive to LORCHE's advice and will
rectify irregularities promptly.

14.  Notwithstanding the Administration's monitoring work, members
consider that the quality of service provided by private RCHEs is far from
satisfactory and their services fail to live up to public expectation.
Members urge the Administration to review the RCHE Ordinance as well
as revise and raise the service standards of private RCHEs to live up to
public expectation. They also stress the need for the Administration to
step up its monitoring measures against elderly abuse cases,
non-compliance of staffing requirements and other irregularities in
private residential care homes. The Administration should also address
the problem of non-admission of elderly persons with human
immunodeficiency virus ("HIV") to RCHEs, so as to ensure that elderly
persons receive the same level of care without unlawful discrimination.

15. Members consider that the quality of service provided by private
RCHDs is unacceptable. Members point out that since the
implementation of the Residential Care Homes (Persons with Disabilities)
Ordinance ("RCHD Ordinance™) (Cap. 613) in 2011, only a small number
of private RCHDs have been issued with licences, while the others have
been issued with certificates of exemption to allow reasonable time for
the operators concerned to carry out improvement works for meeting the
licensing requirements and standards. Members take the view that, like
private RCHEs, the monitoring measures for private RCHDs should also
be stepped up by strengthening enforcement against irregularities
(including abuse of people with disabilities), reviewing the relevant
legislation and upgrading the service qualities to live up to public
expectation.

Community care services

CCS for the elderly

16. In the light of the international trend that most elderly people wish
to live independently in a familiar community rather than living in an
institution, the Administration is urged to strengthen the provision of
home care and community care services to facilitate the elderly to age in
place.
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17.  According to the Administration, it has all along been promoting
"ageing in place" as the core of its elderly care services. It has taken
forward the recommendations of the Elderly Commission to enhance
CCS for the elderly and rolled out new initiatives such as the Pilot
Scheme on CCS Voucher for the Elderly ("CCS Voucher Scheme") to
provide more service options.

Pilot Scheme on CCS Voucher for the Elderly

18.  The Joint Subcommittee has examined the CCS Voucher Scheme
before its implementation in September 2013. According to the
Administration, in the first phase of the CCS \Woucher Scheme, a
maximum of 1 200 vouchers will be issued to elderly applicants in eight
selected districts who are moderately impaired. The services provided
under the CCS Voucher Scheme will remain subsidized. A sliding scale
of co-payment will be put in place with five levels of government subsidy,
so that the less the user can afford, the more the Government will pay.
SWD will conduct means test to assess the household income of the
voucher holder to determine his/her level of co-payment. The asset
value of the voucher holder and his/her household is, however, not
subject to such means test. There will be a total of 62 eligible
recognized service providers ("RSPs") to be operated by 29
non-governmental organizations ("NGOs") and two social enterprises
("SEs").

19. Members and deputations consider that the service capacity of
NGOs and SEs to operate as RSPs is questionable, given that the
resources of these NGOs and SEs, such as manpower and space, have
been stretched to the limit by providing services for existing service users.
Members and deputations consider that the introduction of the CCS
Voucher Scheme will adversely affect the provision of subsidized CCS
and RCS places for those elderly people who are on the Central Waiting
List ("CWL") for such places, as the Scheme will draw manpower
resource from subsidized CCS and RCS.

20.  Members note that each elderly person on CWL is being taken care
of by a responsible worker ("RW") regarding his/her LTC services
application.  Eligible elderly persons are invited to join the CCS
Voucher Scheme via their RWs. Members are concerned about the
impartiality of RWs in helping these elderly persons to select CCS given
the employment relationship between RWs and RSPs. Members suggest
that independent social workers, rather than RWs employed by NGOs and
SEs, should be assigned to draw up care plans for these elderly persons.



Integrated Home Care Services for the Elderly

21.  According to the Administration, its subsidized CCS for the elderly
include home-based services and centre-based services. The subsidized
home-based services include the Integrated Home Care Services
(Ordinary Cases) ("IHCS(OCs)"), IHCS (Frail Cases) ("IHCS(FCs)") and
Enhanced Home and Community Care Services ("EHCCS"). W.ith
effect from 1 April 2003, the Administration has re-engineered and
enhanced home and community based services for elderly persons and
their families by upgrading the 138 subvented Home Help Teams to 60
agency and district-based IHCS Teams to provide a continuum of care
and support services to frail and non-frail elderly persons living at home.

22. Members share deputations' concerns that NGOs running IHCS
face operational difficulties in terms of budget control and manpower
management. The demand for IHCS(OCs) is huge because of its low
threshold and the need of the elderly for basic home-based support such
as personal care, meal delivery and escort services. To address the
problem of service mismatch and duplication, the Administration should
reintegrate the existing services under IHCS(OCs), IHCS(FCs) and
EHCCS with a view to alleviating the heavy workload of the service
teams for IHCS(OCs). In this connection, members call on the
Administration to provide a concrete timetable for a comprehensive
review of IHCS (including its service content, operating costs, and
coordination among service providers). Different stakeholders, in
particular service users, should be invited to give views on the way
forward.

CCS for persons with disabilities

23.  According to the Administration, a day activity centre ("DAC")
provides training in daily living skills and simple work skills for persons
aged 15 and above with severe intellectual disabilities who are unable to
benefit from vocational training or sheltered workshop service. They
are trained to become more independent in their daily life, thereby
facilitating their integration into the community. As at December 2012,
there were more than 3 700 persons with disabilities on the waiting lists
for the training places in DACs and sheltered workshops. The
Administration is committed to increasing the day training places by
collaborating with various government departments to identify suitable
premises and facilitating NGOs to redevelop their existing premises/sites.
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24.  Members share deputations’ concern about the long waiting time
(six to seven years) for training places in DACs and sheltered workshops.
They consider it important for the Administration to set specific targets to
reduce such waiting time.

25.  Members note that the Pilot Scheme on Home Care Service for
Persons with Severe Disabilities (“the HCS Scheme™) has provided a
package of home-based personal care, rehabilitation training and nursing
care services for persons with severe disabilities who are living in four
districts and on the waiting list for subvented residential care service.

26. Having regard to the HCS Scheme's requirement of SWD's referral
for use of services, members call on the Administration to enhance the
flexibility in the provision of services, solicit the views of service users
and conduct a review of the HCS Scheme. According to the
Administration, the HCS Scheme was regularized in March 2014, and has
extended to cover persons with severe disabilities in all districts,
irrespective of whether they are on the waiting list.

Care services for people with dementia

27. Members share deputations' concerns about the inadequate
provision of care services for people with dementia. The specific issues
that they are concerned about include the lack of dedicated services for
persons with dementia under the age of 60 or for elderly persons with
dementia in subsidized day care centres/units for the elderly (DEs/DCUs)
and RCHEs, the lack of early identification or early intervention, long
waiting time for service provision and collaboration between the medical
and welfare sectors.

28.  According to the Administration, SWD has substantially increased
the resources for enhancing the services for elderly persons with dementia
in DEs/DCUs; in tandem, elderly service units can apply for the
Dementia Supplement ("DS") to enhance care support and services for
demented persons. The waiting time for referral for services by the
psychiatric departments of the Hospital Authority ("HA") is about 40
weeks to one year; and for urgent cases, the patients will be referred to
Memory Clinics. Noting the importance of early identification, HA
recognizes the need to shorten the waiting time and will enhance
follow-up therapy for patients suffering from dementia. SWD will
continue to collaborate with the Department of Health, HA and
universities to develop training programmes for demented persons, their
carers, and service practitioners.



29. Notwithstanding the Administration's explanation, members
consider the existing assessment and referral mechanism lagging much
behind in respect of early identification of dementia symptoms and
provision of proper medical intervention. They call on the Food and
Health Bureau ("FHB")/HA and Labour and Welfare Bureau ("LWB") to
enhance their collaboration regarding the planning of services,
assessment, and service referrals for persons with dementia. A
long-term policy on dementia should be developed with a view to
addressing the special needs of persons with dementia. Given that
SCNAMES mainly tests the physical functioning of elderly persons, it
should be enhanced so that the mental and cognitive conditions of
persons with dementia can also be assessed. The waiting time for
training and community care services for persons with dementia should
be shortened. Dedicated service units and DEs/DCUs should be set up.
In addition, an allowance should be offered to carers of patients with
dementia regardless of the patients' age.

Support services for carers

Respite service

30. According to the Administration, carers play a vital role in taking
care of elderly persons who age at home. Apart from offering carer
training, counselling and referral services to support carers, the
Administration is providing respite services for the elderly with a view to
offering temporary relief to the carers when needs arise. As regards
support for carers of persons with disabilities, one of the strategic
development directions set out in the Hong Kong Rehabilitation
Programme Plan is to empower persons with disabilities and their carers
to become valuable social capital. Towards this direction, the
Administration provides a series of support service for carers of persons
with disabilities, including respite services, with a view to relieving their
stress in taking care of their family members with disabilities.

31. Members and deputations call on the Administration to set up a
computerized central platform providing latest updates on the availability
of respite places for elderly persons and persons with disabilities in
different districts. The Administration should look into the lack of
places for urgent institutionalization of elderly persons and persons with
disabilities, especially for persons with severe disabilities.

32. To address the acute shortage of respite service for persons with
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disabilities, members request the Education Bureau ("EDB") to utilize
casually vacant places in special schools to meet the demand for
short-term and/or urgent respite service for children with disabilities.
According to EDB, if casually vacant boarding places are available,
individual special schools have been trying their very best to provide
residential respite service on a voluntary basis for their own students to
meet their temporary or contingency needs. With their very limited
physical capacity and manpower, special schools cannot operate a
systematic, structured and open mechanism to provide residential respite
service for outsiders, which is by nature a social service and not the core
business of special schools. The majority of special schools have
already had great difficulties in providing residential respite services for
their own students. Hence, they have great reservation in providing
residential respite service for outsiders as a matter of policy. Special
schools are not able to cope with the caring needs of those outsiders
whose medical/psychological/emotional conditions and unique support
needs are unknown to them. Special schools would have great difficulty
in the appropriate deployment of manpower and specialist staff to meet
such needs, not to mention that some special schools have already been
facing difficulties in recruiting sufficient paramedical staff to meet their
operational needs. Special schools also have great concerns about the
potential responsibility for mistreatment and the potential discontent and
anxiety of the parents of the existing boarders of the schools over the
impact on the safety of their children. EDB considers it inappropriate
for special schools to provide residential respite services for students with
disabilities on a regular basis and as a matter of policy.

33.  With the cessation of funding from the Lotteries Fund ("LF") for
the provision of residential respite places for children with disabilities
aged below 15, members call on the Administration to offer recurrent
funding for the continuation of the service and in particular to increase
the number of places for children with severe disabilities. Noting that
the utilization rate of residential respite places in EBPS RCHEs is very
low, members consider that stronger incentives should be offered to
encourage private RCHEs to provide residential respite places.

Allowance for carers

34.  The Joint Subcommittee has discussed, at its meeting in May 2013,
the Administration's initial thinking on the introduction of a pilot scheme
under the Community Care Fund ("CCF") on a carer allowance, which
seeks to help families in need to further assist their elderly members to
age at home. Members and deputations consider that the pilot scheme
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should be extended to carers of persons with disabilities or with chronic
illness. The granting of carer allowance should not preempt the
continuous provision of CCS for the elderly. Members and deputations
also call on the Administration to work out a timetable for launch of the
pilot scheme and conduct public consultation to collect views of different
stakeholders.

35.  The Administration has advised that the pilot scheme is scheduled
to be launched in the second quarter of 2014 for two years. For the
elderly persons who are being taken care of by carers under the pilot
scheme, they may apply or continue to apply for subsidized CCS.
Service providers of subsidized CCS will make professional assessment
on the service mix applicable to such elderly persons, taking into account
the care-giving provided by the carers and having regard to the
circumstances of individual cases. The Administration will consider the
way forward on the provision of allowance for carers of persons with
disabilities or with chronic illness, having regard to the experience gained
from the pilot scheme.

Aqgeing of persons with intellectual disabilities

36. Members and deputations call on the Administration to examine
the service needs of aged persons with intellectual disabilities.
Members and deputations are concerned about the lack of RCHDs and
DACs for persons with intellectual disabilities and the shortage of
manpower, in particular psychiatric doctors and front-line care staff.
The Administration is requested to restore the psychiatric outreach
services provided before 2003 for persons with intellectual disabilities in
moderate and mild levels.

37.  According to the Administration, the Working Group on Ageing of
Persons with Intellectual Disabilities, which is formed under the
Rehabilitation Advisory Committee ("RAC") of LWB, has set up a Task
Force on Rehabilitation Services to study in depth related issues and
develop concrete proposals. The Task Force will conduct a survey on
service users of rehabilitation services to obtain relevant data of aged
persons with intellectual disabilities and their functional capacity etc.,
with a view to developing concrete proposals for service enhancement
and a long and medium-term plan. The Task Force will also work with
NGOs concerned to explore the development direction of providing day
services for persons with intellectual disabilities having regard to the
ageing trend of service users and, where appropriate, consider the
feasibility of launching pilot projects with funding support from LF,
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Places for short-term residential and day respite service will be increased
and home-based support services will continue to be strengthened to
address various needs of persons with intellectual disabilities. Due to
manpower shortage, currently psychiatric outreach services are mainly
provided for persons with severe intellectual disabilities. To enhance
the psychiatric service for persons with intellectual disabilities, HA has
assigned designated timeslots for psychiatric specialist out-patient
services for persons with intellectual disabilities in the clusters of New
Territories West, Kowloon West and Hong Kong West, and plans to
extend such services to other clusters in 2014.

38.  Notwithstanding the Administration's explanation, members call on
the Administration to consider increasing funding to attract more
psychiatric doctors from overseas to provide psychiatric outreach services
in Hong Kong, so that it could cope with the manpower shortage of
psychiatric doctors specialized in services for persons with intellectual
disabilities. The Administration is also requested to extend the scope of
the Pilot Project on Dental Services for Persons with Intellectual
Disability to cover those with severe intellectual disabilities; and provide
psychiatric outreach services for persons with intellectual disabilities in
RCHDs.

Mental health case management

39. Members and deputations are concerned about the mechanism for
referral between the Personalized Care Programme ("PCP") and the
Integrated Community Centres for Mental Wellness ("ICCMWs"), role
and caseload of case managers, as well as the problem of manpower
shortage.

40. The Administration has advised that under the existing mechanism,
case conference is an important platform for gathering inputs from
different disciplines, including healthcare professionals and medical
social workers. Patients will be referred by case managers of PCP to
ICCMWs for follow-up according to the assessment conducted at case
conferences; and there are referrals by ICCMWs to PCP as well. The
Administration has developed guidelines on the referral procedures and
will review the related guidelines as well as the operation of case
conference for improvement as appropriate. The caseload of social
workers servicing ICCMWSs ranges from 36 to 43 cases, depending on
complexity of the cases. As committed in the 2014 Policy Address, the
Administration will strengthen the manpower of ICCMWs to dovetail
with the service extension of the Case Management Programme. The
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Administration acknowledges the manpower shortage of case managers.
The recruitment exercise of an additional 60 case managers for the
Programme will be completed by 2015-2016. The Administration has
been collaborating with tertiary institutions on training programmes to
increase the manpower supply of psychiatric nurses and other
paramedical staff, and strengthen their professional skills. In the longer
term, the Review Committee on Mental Health will review the existing
mental health policy and map out future policy direction including
manpower planning.

41. Members call on HA, LWB and SWD to jointly initiate a review of
the Case Management Programme. They also urge the Administration to
improve the manpower supply of case managers, social workers and
paramedical staff to meet future service needs. It should also review the
case manager-to-patient ratio to strengthen support for people with severe
mental illness, promote public awareness and understanding of mental
health, and identify permanent sites for ICCMWs in all districts for the
provision of full-fledged service as soon as possible. Noting that the
Service Manual on Mental Health Case Management is being prepared by
the Administration, members call on the Administration to collect views
of different stakeholders and the public on the Manual and take them into
account in finalizing the Manual by the end of 2014.

Guardianship system for mentally incapacitated persons

42.  According to the Administration, the Guardianship Board ("GB") is
an independent statutory body which performs the functions provided and
exercises the powers conferred under Part 1VB of the Mental Health
Ordinance (Cap. 136). It aims to protect mentally incapacitated adults
and promote their welfare and interests through making of guardianship
orders. GB may appoint a private guardian (a family member or a friend)
or the public guardian (Director of Social Welfare) and grant the
following powers to him/her —

(i)  torequire the person concerned to reside at a specific place;

(i)  to bring the person concerned to a specific place and use
reasonable force for the purpose;

(iii)  to require the person concerned to attend at a place and time
for medical or dental treatment, special treatment,
occupation, education or training;

(iv) to consent to medical or dental treatment if the person
concerned is incapable of understanding the general nature
and effect of the treatment;
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(v)  to require access to the person concerned to be given to any
registered medical practitioner, approved social worker or
other person specified in the guardianship order; and

(vi) to hold, receive or pay a specified monthly sum for the
maintenance or other benefit of the person concerned
(currently the maximum amount is $13,000 per month).

43. Considering that the above guardian's powers are too limited,
members and deputations call on the Administration and GB to review
such powers. Specifically, they consider that the amount of money (i.e.
$13,000 per month) a guardian is empowered to manage is too small.
The Administration is requested to explore whether the guardian's
financial power can be expanded to cover management of property and
other financial affairs of a mentally incapacitated person, with a view to
better protecting his/her rights.

44.  Members share deputations' concern about the use of guardianship
orders, which are applied for by doctors of public hospitals, to discharge
patients who are in a vegetative state. The Administration is urged to
review the eligibility of doctors for making guardianship application, with
a view to safeguarding the best interest of mentally incapacitated person
in relation to receiving medical treatment. SWD is requested to
strengthen its support for mentally incapacitated person through a case
management system to provide advice on the procedures of making
guardianship applications and coordinate different parties (doctors,
medical social workers, and mentally incapacitated persons’ family
members) for matters concerning medial treatments.

45.  Members and deputations take the view that, in the longer term, the
Administration and GB should appoint an independent public trustee (or
public advocate) to protect the interest of mentally incapacitated persons.
The Administration is also requested to replace the existing model of
"substitute decision making" (where decisions are made on behalf of a
mentally incapacitated person by someone else) by "supported decision
making" (where a mentally incapacitated person is provided with
whatever support is required in order to exercise his or her legal capacity
to the greatest extent possible).

Financial assistance on medications and medical/rehabilitation appliances

46. According to the Administration's healthcare policy, no one is
prevented from receiving adequate medical treatment due to a lack of
means. The Samaritan Fund ("SF") administered by HA aims to provide



-15 -

financial assistance for HA patients, who meet the specified clinical
criteria and pass the means test, to meet expenses on self-financed drugs
or privately purchased medical items. Such drugs or medical items are
needed in the course of medical treatment but are not covered by the
standard fees and charges in public hospitals and clinics. Under the SF
mechanism, financial assistance will be granted if the estimated cost of
the drug is above the patients’ maximum annual contribution payable, the
calculation of which is based on the applicant's annual disposable
financial resources, i.e. the sum of the patient's annual household
disposable income and disposable capital. With the relaxation of the
financial assessment criteria since 1 September 2012, a deductible
allowance is also provided when calculating the value of disposable
capital of the patient's household. The tiers of patients' contribution
ratio for drug expenses are also simplified from the past 12 bandings to
the present seven bandings.

47.  Members share deputations' view that in order to take forward its
aforesaid healthcare policy, the Administration should further relax the
financial assessment criteria for SF to benefit more needy patients and
allow patients living with their family members to apply for assistance
from SF on an individual basis.

48. Members note that SF provides needy patients with partial or full
subsidy for drugs which are proven to be of significant benefits but
extremely expensive for HA to provide as part of its subsidized service
under the Drug Formulary. The drug list in the Drug Formulary is
regularly reviewed by the HA Drug Advisory Committee and the HA
Drug Management Committee. The former will systematically appraise
new drugs every three months while the latter will conduct periodic
reviews on existing drugs in the Formulary. The committees will give
regard to the principles of efficacy, safety and cost-effectiveness when
reviewing individual drugs. Members and deputations call on the
Administration to invite representatives of patient groups to sit on
relevant drug committees of HA to enhance operational transparency of
drug formulary management.

49.  According to the Administration, the Disability Allowance ("DA")
under the Social Security Allowance Scheme, which is non-means-tested,
helps persons with severe disabilities to meet their special needs.
Recipients of Normal DA receive a monthly allowance of $1,510.
Persons meeting the eligibility criteria for Normal DA and assessed by
doctors to be in need of constant attendance from others in their daily life
and not receiving care in government or residential institutions subsidized



-16 -

by the Government (including subsidised places in subvented / contract
homes and residential care homes under various bought place schemes),
or all public hospitals and institutions under HA, or boarding in special
schools under EDB can receive Higher DA at a rate of $3,020 a month.
Members consider that there should be different levels of subsidies under
DA for the purchase of drugs and medical equipment/appliances. The
amount of DA received by a person with disabilities should be in
accordance with his/her degree of disabilities.

Hospice care services

50. Members note that FHB, LWB, HA, SWD and other relevant
parties are providing, through a multi-disciplinary approach, various
hospice care services in medical and welfare settings. Members share
deputations' view that the provision of the existing hospice care services
Is fragmented due to the lack of a hospice care policy. Having regard to
the wide spectrum of policy issues involved, members call on the
Administration to set up, under the purview of the Chief Secretary for
Administration, an inter-departmental committee dedicated to formulate a
comprehensive hospice care policy and coordinate the work of different
bureaux/departments to improve hospice care services. Specifically, the
Administration is requested to allocate more resources to enhance and
broaden its existing hospice care services to cover palliative care
(including home visits), RCS and CCS for the elderly, bereavement care,
life and death education, monitoring of funeral and columbaria services
as well as guardianship orders for mentally incapacitated persons.
Members are also concerned about legal issues relating to decision
making by medical personnel on attempting resuscitation for terminally
il patients on ambulance and provision of funeral and burial services for
mentally incapacitated persons after the death of their parents.

51. The Administration has advised that comprehensive hospice care
services involve a wide range of policy issues. These issues fall within
the spheres of responsibilities of various bureaux and their departments.
The Chief Secretary for Administration has asked the relevant bureaux
and departments to continue with their work and to explore enhancing
and broadening the services as appropriate. She will convene meetings
to resolve any cross-bureau issues if deemed necessary.

52.  As regards resuscitation for terminally ill patients on ambulance,
the Administration has advised that at this stage, the Fire Service
Department ("FSD") does not plan to instruct ambulance personnel to
follow the HA's Do-Not-Attempt Cardiopulmonary Resuscitation
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("DNACPR") Guidelines in making decision on resuscitation or other
emergency aids for terminally ill patients in the course of discharging its
statutory duties. According to legal advice obtained by the
Administration, there appears to be a conflict between the implementation
of DNACPR, which is a form of Advance Directive ("AD"), and the
statutory obligations of the FSD officers under section 7(d) of the Fire
Services Ordinance (Cap. 95) which mandates initiation of life-sustaining
measures. Under section 7(d) of Cap. 95, FSD has the statutory duty to
assist any person who appears to need prompt or immediate medical
attention by resuscitating or sustaining his life. The primary objective of
an AD is however for advance refusal of life-sustaining treatments to
minimize stress or indignity when the patient faces a serious irreversible
illness. It is a medical decision to be determined by medical
professional as to whether or not giving life-sustaining treatment to the
patient will reduce his suffering and distress, or what alternative
on-the-spot treatment can be given to the patient. It may therefore be
necessary to ascertain the validity of the AD/DNACPR Form with HA, to
seek necessary medical advice on alternative treatment before the FSD
members can decide whether CPR or other treatment can be withheld for
a particular patient. Such confirmation may not be feasible in an
emergency situation where the FSD members have to make such
on-the-spot confirmation within a very short time in the absence of an
efficient, effective and reliable communication system/mechanism.
Unless the above can be dealt with, it will not be feasible for FSD to
implementation such DNACPR Guidelines at present.

53. According to the Administration, a number of RCHEs have been
practicing various forms of end-of-life care programmes on their own
initiatives.  Drawing on these experiences, the Administration has
secured additional resources to provide end-of-life care services for
elderly residents and support to their carers in five new contract RCHESs
which will commence service from 2015-2016 to 2016-2017. Members
consider that the Administration should take into account the experiences
of these new contract RCHEs in mapping out the future provision of
hospice care services in RCHEs.

54.  Noting that HA has over 360 palliative care beds as at end-March
2014, members call on HA to evaluate whether there are adequate
palliative care beds with reference to international benchmarks as well as
the number of patients with chronic and terminal illness who have passed
away in hospital.
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Recommendations

55.

should -

The Joint Subcommittee recommends that the Administration

Policy and planning

RCS

(a)

(b)

(©)

(d)

(€)

(f)

conduct a comprehensive review of the Administration's
LTC policy with a view to offering services according to the
needs of recipients, instead of their age. In this connection,
in preparing the Elderly Services Programme Plan, the
Administration  should prepare the Rehabilitation
Programme Plan in tandem, so that it can map out
holistically the direction of LTC policy according to the
needs of recipients (paragraph 7 refers);

have long-term planning, in terms of manpower and training,
as well as funding for RCS and CCS, with scientific data and
analyses from the information collected under SCNAMES
and the central referral system for rehabilitation services,
with a view to making a projection of LTC needs of the
elderly and persons with disabilities in the next 10 to 20
years (paragraph 8 refers);

set target waiting time for subsidized places in RCHEs and
RCHDs (paragraph 9 refers);

expeditiously increase the number of subsidized RCS places
(including purchased places in private RCHES) (paragraphs
9 and 12 refer);

provide an additional allowance, on top of the standard
CSSA payments, for needy elderly persons residing in
private RCHEs, so as to subsidize their expenditure on
accommodation fee (paragraph 12 refers);

explore ways to attract people to work in private RCHES
(paragraph 12 refers);



@)

(h)

()

(k)

()

(m)
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develop service yardsticks and encourage private RCHESs to
participate in accreditation programmes (paragraph 12
refers);

step up its monitoring measures against abuse of the elderly
and people with disabilities, non-compliance of staffing
requirements and other irregularities in private residential
care homes (paragraphs 14 and 15 refer);

address the problem of non-admission of elderly persons
with HIV to RCHEs, so as to ensure that elderly persons
receive the same level of care without unlawful
discrimination (paragraph 14 refers);

review the RCHE Ordinance and RCHD Ordinance with a
view to upgrading the quality and stepping up the
monitoring of private RCHEs and private RCHDs
(paragraphs 14 and 15 refer);

strengthen the provision of home care and community care
services to facilitate the elderly to age in place (paragraph 16
refers);

assign independent social workers to draw up care plans for
voucher holders of the CCS Voucher Scheme to ensure
impartiality (paragraph 20 refers);

in respect of Integrated Home Care Services for the Elderly
(paragraph 22 refers) —

(i) reintegrate the existing services under IHCS(OCs),
IHCS(FCs) and EHCCS with a view to alleviating the
heavy workload of the service teams for IHCS(OCs);
and

(if) provide a concrete timetable for a comprehensive
review of IHCS (including its service content, operating
costs, and coordination among service providers), and
invite different stakeholders, in particular service users,
to give views on the way forward,
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set specific targets to reduce the waiting time for the training
places in DACs and sheltered workshops (paragraph 24
refers);

Care services for people with dementia

(0)

(p)

()

()

(8)

enhance the collaboration between FHB/HA and LWB
regarding the planning of services, assessment, and service
referrals for persons with dementia (paragraph 29 refers);

develop a long-term policy on dementia with a view to
addressing the special needs of persons with dementia
(paragraph 29 refers);

enhance SCNAMES to provide for assessment of mental and
cognitive conditions of persons with dementia (paragraph 29
refers);

shorten the waiting time for training and community care
services for persons with dementia (paragraph 29 refers);

set up dedicated service units and DEs/DCUs for people
with dementia (paragraph 29 refers);

Respite service

(t)

(u)

v)

set up a computerized central platform providing latest
updates on the availability of respite places for elderly
persons and persons with disabilities in different districts
(paragraph 31 refers);

offer recurrent funding for the continuation of provision of
residential respite places for children with disabilities aged
below 15 and increase the number of such places for
children with severe disabilities (paragraph 33 refers);

offer stronger incentives to encourage private RCHEs to
provide residential respite places (paragraph 33 refers);

Allowance for carers

(w)

extend the pilot scheme on carer allowance for the elderly to
carers of persons with disabilities, chronic patients and
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people with dementia (paragraphs 29 and 34 refer);

provide subsidized CCS for the elderly persons even though
allowance has been granted to their carers (paragraph 34
refers);

Aqgeing of persons with intellectual disabilities

(y)

(2)

restore the psychiatric outreach services provided before
2003 for persons with intellectual disabilities in moderate
and mild levels, provide psychiatric outreach services for
persons with intellectual disabilities in RCHDs, and consider
increasing funding to attract more psychiatric doctors from
overseas to provide psychiatric outreach services in Hong
Kong (paragraphs 36 and 38 refer);

extend the scope of the Pilot Project on Dental Services for
Persons with Intellectual Disability to cover those with
severe intellectual disabilities (paragraph 38 refers);

Mental health case management

(aa)

(bb)

(cc)

(dd)

Initiate a joint review by HA, LWB and SWD on the Case
Management Programme (paragraph 41 refers);

improve the manpower supply of case managers, social
workers and paramedical staff to meet future service needs
(paragraph 41 refers);

review the case manager-to-patient ratio to strengthen
support for people with severe mental illness, promote
public awareness and understanding of mental health, and
identify permanent sites for ICCMWs in all districts for the
provision of full-fledged service as soon as possible
(paragraph 41 refers);

collect views of different stakeholders and the public on the
Service Manual on Mental Health Case Management and
take them into account in finalizing the Manual by the end of
2014 (paragraph 41 refers);
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Guardianship system for mentally incapacitated persons

(ee)

(ff)

(99)

(hh)

explore whether the guardian's financial power can be
expanded to cover management of property and other
financial affairs of a mentally incapacitated person
(paragraph 43 refers);

review the eligibility of doctors for making guardianship
application, with a view to safeguarding the best interest of
mentally incapacitated person in relation to receiving
medical treatment (paragraph 44 refers);

strengthen the Administration's support for mentally
incapacitated person through a case management system to
provide advice on the procedures of making guardianship
applications and coordinate different parties (doctors,
medical social workers, and mentally incapacitated persons'
family members) for matters concerning medial treatments
(paragraph 44 refers);

appoint an independent public trustee (or public advocate) to
protect the interest of mentally incapacitated persons, and
replace the existing model of “substitute decision making"
by "supported decision making" (paragraph 45 refers);

Financial assistance on medications and medical/rehabilitation appliances

(i)

()

(kk)

further relax the financial assessment criteria for SF to
benefit more needy patients and allow patients living with
their family members to apply for assistance from SF on an
individual basis (paragraph 47 refers);

invite representatives of patient groups to sit on relevant
drug committees of HA to enhance operational transparency
of drug formulary management (paragraph 48 refers);

draw up different levels of subsidies under DA for the
purchase of drugs and medical equipment/appliances. The
amount of DA received by a person with disabilities should
be in accordance with his/her degree of disabilities
(paragraph 49 refers);
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Hospice care services

(I) set up, under the purview of the Chief Secretary for
Administration, an inter-departmental committee dedicated
to formulate a comprehensive hospice care policy and
coordinate the work of different bureaux/departments to
improve hospice care services (paragraph 50 refers);

(mm) allocate more resources to enhance and broaden the
Administration's existing hospice care services to cover
palliative care (including home visits), RCS and CCS for the
elderly, bereavement care, life and death education,
monitoring of funeral and columbaria services as well as
guardianship orders for mentally incapacitated persons
(paragraph 50 refers); and

(nn) request HA to evaluate whether there are adequate palliative
care beds with reference to international benchmarks as well
as the number of patients with chronic and terminal illness
who have passed away in hospital (paragraph 54 refers).

56. In view of the wide public concern on LTC policy and services, the
Joint Subcommittee further recommends that the support of the WS Panel
and HS Panel as well as agreement of HC be sought for the priority
allocation of a debate slot to the Chairman of the Joint Subcommittee
under rule 14A(h) of the House Rules, so as to enable him to move a
motion to take note of the Joint Subcommittee report at the Council
meeting of 29 October 2014.

Advice sought

57. Members are invited to note the work of the Joint Subcommittee
and endorse its recommendations.

Council Business Division 2
Legislative Council Secretariat
30 July 2014
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Aids Concern

Alliance for Residential Care
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Amity Mutual-Support Society
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Hong Kong Cancer Fund Cancer Link Support Centre — Tin Shui Wali
Hong Kong Chinese Women's Club

Hong Kong Evangelical Church Social Service Centre

Hong Kong Evergreen Association of the Elderly

Hong Kong Family Welfare Society

Hong Kong Federation of Handicapped Youth

Hong Kong Federation of Women's Centres

Hong Kong Human Rights Monitor

Hong Kong Joint Council for People with Disabilities / The Hong
Kong Council of Social Service

H.K. Neuro-Musular Disease Association Limited

Hong Kong Occupational Therapy Association

Hong Kong Parkinson's Disease Association

Hong Kong Physiotherapists' Union

Hong Kong Pioneers Mutual Support Association Ltd

Hong Kong Private Hostel and Rehabilitation Association

Hong Kong Private Nursing Home Owners Association

Hong Kong Psychogeriatric Association

Hong Kong Red Cross Princess Alexandra School

Hong Kong S.K.H. Lady MacLehose Centre

Hong Kong Society for Rehabilitation (Centre on Research and
Advocacy)

Hong Kong Society of Palliative Medicine

Hong Kong Spinocerebellar Ataxia Association

HK Stoma Association

Hong Kong Women Workers' Assoication

Jockey Club Centre for Positive Ageing

Labour and Welfare Group of Democratic Party

Labour Party

Liberal Party

New People's Party

Po Leung Kuk

Policy Research Group of The Elderly Services Association of Hong
Kong

Production Team of Documentary "Independent Living of Disable
Community"

Rehabilitation Alliance Hong Kong

Richmond Fellowship of Hong Kong

Senior Citizen Home Safety Association

Sham Shui Po Carer Concern Group
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SKH Holy Carpenter Church District Elderly Community Centre
SME Global Alliance Limited Elderly Affairs Committee

Society for Community Organization

Society for the Promotion of Hospice Care

St. James' Settlement
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St. James' Settlement Family Club of Rehabilitation Services

The Against Elderly Abuse of Hong Kong

The Association of Parents of the Severely Mentally Handicapped
The Democratic Party

The Elderly Care Alliance

The Elderly Services Association of Hong Kong

The Federation of Hong Kong and Kowloon Labour Unions

The Forthright Caucus

The Hong Kong College of Psychiatrists

The Hong Kong Council of Social Service

The Hong Kong Down Syndrome Association

The Hong Kong Federation of Trade Unions — Social Affairs
Committee

The Hong Kong Joint Council of Parents of the Mentally
Handicapped

The Hong Kong Society for Rehabilitation Centre on Research and
Advocacy

The Hong Kong Society for the Blind Morning Glory DAC cum Hostel
The Lion Rock Institute

The Parents' Association of Pre-School Handicapped Children

The Salvation Army

The Salvation Army Carer Association

The Salvation Army Yau Tsim Integrated Service for Senior Citizens
Tin Shui Wai Community Development Network

Tung Wah Group of Hospitals

Tung Wah Group of Hospitals Lok Kwak District Support Centre
Union of Hong Kong Rehabilitation Agencies Workshop Instructor
University of Hong Kong Sau Po Centre on Ageing
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163. Ms LEUNG Fung-ping

164. Ms LI Lai-han

165. Ms LO Yuen-ching

166. Ms LUI Pui-yee
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168. Ms NG Yan-yee
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170. Ms Pauline TANG
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172. Mr TSANG Kai
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1. Association of Hong Kong Nursing Staff

2. Dementia Joint Professional Conference

Social Affairs Committee of the Federation of Hong Kong and
Kowloon Labour Unions
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