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Introductions f& 7

o Our experience and background
BIMEREEF

o Here to teach and to learn
R, RRUEFY

o We are offering United States perspective and
approach, not the an way to do things.
RUEENRRSHE, BATEME—N7E

Definition of Palliative Care

| GERITHEN

“Palliative Care is an approach that improves quality of life for patients
and their families facing the problems associated with life-limiting illness.
This is accomplished through the prevention and relief of suffering by
means of early identification and comprehensive assessment and
treatment of pain and other physical, psychosocial, and spiritual
problems.”

“FERT R—MNERIGEME SERFBNEERERANEFERENS
ko TEBIRARR, IFEMATABRECER, 42 DEMRMY
[E1RR, FEAFE RIS, "

World Health Organization, 2015
A DEAR, 2015

Elements of Palliative Care

FEBTTHER
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o Palliative Care can operate alongside therapies that aim to prolong life
and treat the iliness aggressively such as chemotherapy, radiation
therapy and others
FERTRU S HERREKE SMIRARRAATTILT . BTrSES
BT

o Itis appropriate for people of any age i& F F{EMLE#S B N B

o Itcan be initiated at any stage of the illness — from early diagnosis until
death ATIAFEARRIEHIZMAEMIN ERFF IR - NEHISHTE I

o ltis a patient-centered approach to care. 2 EEA Kb BFER

o Advocates relief from pain and other distressing symptoms
ERERREEREER

World Health Organization, 2015

Elements of Palliative Care

| GEATHEER

Integrates psychological and spiritual aspects of patient care

AT B LR R M R E AR

o Offers a support system to help patients and families cope
HBERERBRUFFRG AN BN E R

o Uses a team approach to address patient/family needs
ZERENNSERBREERBNEE

o Enhances quality of life

RAEERE

a]

World Health Organization, 2015

Definition of Hospice Care

| PHRESMEN

“Hospice provides support and care for persons in the last phases of
an incurable disease so that they may live as fully and as comfortably
as possible. Hospice recognizes that the dying process is a part of the
normal process of living and focuses on enhancing the quality of
remaining life. Hospice affirms life and neither hastens nor postpones
death.”

THRRSAMLBETALARRFBRPHEARM I SBMm, et
NRFAREFEMBEAEEMZFRRE. THRREBATIERAESN
EEBY, FRESHERSEHESRENENETRE. THRRS
ENES, TMRFIERET.

National Hospice and Palliative Care Organization, 2015




Elements of Hospice Care

| THRBENEER
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o Usually for patients with life expectancy of 6 months or less.

BRSMROTAEFHER6ONARUT

Team-oriented approach to alleviate pain and symptoms.

PSR A ERAR, REGERITHIREE. HH

Provide emotional and spiritual support to families and caregivers

RARBMERHZHE

Bereavement and grief counseling services available 12 RG4S 53X

o Care provided in the home, freestanding hospice centers, hospitals, nursing
homes or other long-term care facilities BR& it SATIARBERE, JHIH

Foul, Bk PERBET KRB

o Covered under Medicare, Medicaid, private insurance plans and managed

re organizations with some variation based on setting and age #Ek#8E

TRIEHR]. BTt RAEFRIERECEBRETNGMES

The Interdisciplinary Team
SFRHEIRA

o Most social workers practicing in palliative and end-of-life care work in

a team environment with doctors, nurses, chaplains and other health

care professionals X &85y NRLFEIATT RIGL XM S TEEMRES

EE. Pt HRABRREMETEWARE—IEHARNREE

Teams need structure and organization in order to function effectively

BB E—EMARARN R ER S EHHIIEE

Teams have goals and a mission FIA B EHNBFERRS

Teams have a culture — a way in which problems are presented and

dealt with, conflicts handled, power is distributed: team dynamics

BN — IR ARG . REARURNNDIENER: U317

o Team members have different roles, which sometimes overlap, and
different areas of expertise and varying comfort working in a team
FNRAEFENAERFEMENEK, ERHRES

o

o

o

Advantages of an Interdisciplinary Team

FREIAR RS

i
-

Patients/Family 28#/3

o Integrated care & #IBRH
o Brings a wider range of services to the patient
ABETHKCEE ZHRES
o Facilitates more expert treatment planning {2 &£ W HETT A R

Team Members FIBARK SR

o Distribute the responsibilities of care which may mediate impact,
including emotional, for individual practitioners
SERWMHFE, RO NEMBRRNES, SFEELNED
o Maximize resources EiE& AL
o Promote innovation and quality care H#EE)f 5 &% {27+ BRI R &
o May be more efficient EHXHX

THE SOCIAL WORK ROLE
ON THE
INTERDISCIPLINARY TEAM
SERBEINFHS TIENAE

Social Work Role
HIEBEFRANFTHAE
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Work collaboratively within the team £ B & 5 E fih 5% 5 11 [E] TAE
Shared advocacy for patient’s needs and rights
BSHINEENTR NG

Bring psychosocial information into team discussions (e.g.: complex
family and social situations, financial, cultural aspects that influence
receptivity and access to care, factors impacting adherence)
RS OB (Flin: #ImBEEZRMZ AR E
HRFBGHERNRERMRINE . BFOIEF)

Contribute to team learning, efficiency and effectiveness
HBENFIBAE A RIS

Demonstrate and articulate the social work role and competencies
as they relate to competencies of other team members

HENFIAE Rt TIEMAEANR RN A G5

Actively participate in treatment decisions and care planning
S5INLAT A RRBBIR

Social Work Role
HIEEZRENGR AR

o Take arole in leadership — doesn’t only have to be the MD!
BHERASENAE - ANASET—EEEREE

o Facilitate team collaboration
1R i3t I A tHE

o Help team members face patient’s death and deal with loss
FHENFIARR B X B E BT TR KX

o Knowledge of patient's cultural perspectives
T RBERFNURA

o Participate in discussions of ethical decision-making
B 5RRKFEE XA RIRIEE AT




What Do We Do? A1+ 24.?
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o Bio-psychosocial-spiritual assessments
&8t -0 RMETE

o Participate in team and family discussions around treatment

decisions, evolving illness and shifting goals of care

SMEAINRREXTATRE, KRt R LT R BT

Facilitate range of discussions which inform advance care

planning

ﬂﬂl&i‘FFTﬁALHEJ'ﬁvl"ZIJ Bt

Counseling and psychoso<:|al support for patients and families
adapting to culture and coping styles (In the U.S. there is a high
value placed on discussion of feelings)

AEERARBRM '—‘JEIT{&FXT*E'WEL_FE’Jﬁ%&ﬁzru
B (EXERBENTIHENTIR)

[a]

[a]

What Else Do We Do?

FABERT AT 42
|l

o Research and provide community resources W5z Fig2 {4t X &R
o Intervene with patients and family to optimize comfort and quality
of life (legacy work, life review and other creative interventions)
B $%‘&E%<J§rk1ttmmmﬁﬁf“&$/§}ﬁg (BTEN, £
WEBEEEEEERIN

Enhance patients connections to minimize feelings of
abandonment #ENBEKTZ R S5 AA0ERE, BRI
Advocacy focused on identifying patient and family values,
wishes and goals to guide their plans of care 185: MZEiR3Ixf
BRI LS ERERENNER. BES584%
Psychosocial education focused on multidimensional aspects of
iIIness loss and adaptation

HLUEHE: MERRK. ERMOBENNS THE

[u]

[u]

[a]

What Else Do We Do?
HANVEAT LA A7

|

o Assessment, anticipatory guidance and focused
interventions to support patient, family, and children to
participate in their shared and individual responses to
dying process and death
BT, SHIR ST, hEEE. RER
JLEREE ST MIER AR AR R K

o Interventions which focus on loss, current and future
aspects of grief and bereavement
METRE, RGESERNERSRRAFEHFR

o Research ##3

o Leadership Activities 45 115&5h

PELC SW Interventions
PELC?iI N

o Assessment: bio-psycho-social-spiritual
Wy EELEHS-RY
o Engagement: therapeutic alliance; establishing trust
85 REWRT; BMUBE
o Interventions: ¥
o Ego-supportive counseling: individuals, couples, families, groups
BRXEES: TA, XF, RE, BF
o Cognitive Behavioral techniques
AT AT
o Family systems work; family meetings
KERGTHE; RESW
o Pain and symptom management

PR RAERIER

PELC SW Interventions

PELCi T/t A
-

|l

o Interventions: ff A\
o Bereavement counseling
REGES
Goals of care discussions
B BfReie
Identify, assess and participate in resolving ethical dilemmas
R WEHSERACEES
o Advocacy and entitlements
BSTER
Share in team support and team maintenance
=il Sz £
Evidence-informed interventions

fEEFR

Education for the PELC Social Worker
FERTHETIEENHE

o Most US social workers have master’s degrees (MSW) and some are

trained at the bachelor’s level (BSW).

EEABIHLTEEREMLIREN, BE-LARRARNEN

In the field of palliative and end-of-life-care, a master’s degree is typical

EFEATT RIGEX TGS, RAEMTHEURRAREY

o Lack of training in palliative and end-of-life care in MSW education, most
learn on the job and from colleagues in other disciplines.
HeTEMEHE P X THERT RIGLXTERINEN, XTI
EIEPMEEGEELREEIN

o Post-master’s certificate programs in social work and palliative care are
available and growing
ﬁwﬁﬁﬁé/SF%iAlﬂEﬁﬁ:tﬁ%mH’n%&, T B AN 0

o Some increase in MSW coursework related to palliative and end-of-life
care due to increased interest; much only focused on death and grief
ETAUHEKAINE, 4 TR FAORIE A RFERT MIGL S FHIA
BHEM; 1E§7Rz1'ﬂ‘l§:FﬁEt 5%

o




Zelda Foster Studies Program

Zelda Foster I B
-

Mission

==
~B8

To develop and mentor the next generation of palliative
and end-of-life care social work leaders in clinical
practice, administration, research, policy,
and education

EHIIRSEFERT RIGEXT
IlBPRSESS. BB, W%, BERRBE WK
T—Rito TiER
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Three Program Components

=MMBERE
-

MSW Fellows

Post-Masters
Certificate

Leadership
Fellows

* Focused learning
and career-building
for
students/beginning
social workers

+ Enhanced field
placements

« Educational and
case seminars

* Mentorship and
career guidance

* Funding for
conferences and
professional
development

+ Enhancement of

* Advanced

PELC comp
(knowledge, skills,
and attitudes) for
social workers early
in their career

* One-year intensive
educational program

« Courses promote
integration of theory
and practice

« Capacity-building
through development
of over 150 experts in
palliative social work

pr
development and
mentorship for mid-
career emerging
leaders

« Seminars in
advanced topics in
PELC practice,
research, knowledge
dissemination and
leadership

« One year of intensive
mentorship

« Capstone projects

Three Program Components

Current Problems for Social Workers

wa Bt TR Eilmad el

o Professional isolation: often the only palliative care or
hospice social worker

= o
=/MBEAR
|
MSW &l 7515/ =) .
el ke THRE
- FEFLFARHT - AT ERWLEH o WA R E LA
HFEI BB B HXPELCHIBES] BT ST BT
. MRIGERSES) (KR, BOREE) BTN E RIS
o BRI RO - —EZREREIME « HXPELCS. #x.
& - RIBCSTHME AR MG
- SRR potoniey FHMEE G2
FEMSSEUIE | | pnemmarsor | | pr (ooine)
RELLR ZPELCSME R, Iﬁé apstone
R

FW sz BERRGFEETRIRE XM THEE

o Lack of clinical supervision by a social worker
BRZRAZRMTHIRRES

o Lack of social work leadership (decline in hospital social
work departments)
REHLTIESMH (Eftit=TIERIIMZIR)

o Lack of role clarity as case managers and others shared
historic social work functions; role diffusion within team

AN REEERHEAGHSTIERGE, RZAEIARE

WHAT ABOUT SOCIAL
WORKERS IN CHINA?

FrE R4 T X anfar ?

How do you define your role?
miETEX R AEE?
Whatis similar and different?
HIEEARESR?

What can we learn from each other?
BAMR I Z BRI LA S 42

And How Did We Get Here

EMBHESE
|l

Inthe U.S. EEE

1994 - Project on Death in America “ET-7#E£E" HIH

o 1999 - funded needs survey which led to selection of 42 “Social

Work Leaders” who submitted projects focused on practice,

education, policy and research

1999 - ZENFTKIAWE, 51Fikih42® “HTHRA” , RELK. B

B BERSMRIAT

Collaborated in funding Social Work Summits in 2002 and 2005

4B F2002F120054F S1E BB TR

o Engaged social work organizations and palliative care and end-of-life
groups to support social work and set priorities and action plans
514 THAMPELCAG X IFHL T, RUMTERFRITHAR

o 2005 Summit - included international participants from Canada,
England and Singapore
2005484 — BIERAMEX. REMFMENERSSE

o Each followed by publications &—BUEENERA R A 1 A4

o




But We Were Not in Isolation

BEMNHATRIMIZEY
|

o Concurrent Projects in the U.S. & beyond
B LENER L RHEENTE

National Consensus Project EZRitiAmE

Center for the Advancement of Palliative Care

WA RRL

World Health Assembly Resolution passed in 2014

R DERRF 20145 BT RIL

Institute of Medicine report on Dying in America

ZEERBEREFARAXT “RTEZE" HEHHRS

= Advocates for medical and social services
BSEFRIELRS

o National Quality Forum Preferred Practices
ERREIInh Rk

o Joint Commission certifications Bt & & R IAERRIED

o And more HE

6/21/2017

Within the Profession

FASEER
-]

o Standards and competencies evolved in the U.S., Canada and
Europe iR ERAENEREEE. MEARRMIELR
o Post MSW fellowships, while only a few, provide paid training
opportunities
mt (B BB, ERFLHNBREFRMAEIINS
Certification established with support of national social work
(NASW) and hospice organizations (NHPCO) ZE 2 E#t Tthe. &
SR RIBEXTREMRINIHT, RILERIES
Specialty training programs continuing to develop, some internet,
some interdisciplinary 41L& REFAIFIITE, —LLRELIFINT
B, —L£EBFRZNIHNE
o Email communication network connecting over 700 social workers
in U.S. and beyond
FERAEML : ERLEETIEFIT00REBHT

o

o

Symbols of Specialization

FA RIS
|

o Enhance recognition across disciplines

RABEEWHIAR

o Social Work Hospice & Palliative Care Network
HWRIATT RIRE XML TIENS

o Journal of Social Work in End of Life and Palliative Care
WA RllesE kit 2 THER AT

o Oxford Textbook of Palliative Social Work
FRREHRIATHETERN S

o Current work focused on creating competency examination
BRITEER: BMENHEEER

Where Are We Now

BHarks e ?
)

o Evidence base continues to affirm clinical and cost
effectiveness of palliative care
SEIEA AR YR EHE AR 38 SR TT RO R TT U R A 3 3
Increasing demand has fostered interest in defining primary
and specialist practice
FREEKIOERMA T AR LR L R LR TIE RSB
o Leads social work to the beginning
51§t £ TIERIVAXKIR
o The core values, skills and theories which inform the profession
of social work have always cohered with palliative care principles
HeTHEZVZONER. KITFEILSHEETT EMNE—%
o When “working to the top of our license”

4 “ERRAARAIALER R ENRR”

o

How Does This Relate to Your Social Work Place and Practice

XA S REAE S TARMAM R SEBR AR R ?

How do you imagine the path to grow and
enrich your presence and impact as primary clinicians and as

specialists?
3T &RARA B SEAMRMERIGK TEENEFERRFEN,
REFIRE?

What obstacles — internal and external- might you encounter on the
path to enhancing care of patients and families and quietly and
purposively integrating some of what is learned over these 3 days ?
MRARHBRMBEEX = RAFF RN AT LR, RAMBERERA
HERBRE, RAESBEIGAMER (RERFINE) ?




