Report
on
Phase |l Pilot Study on
Standar dized Needs Assessment Tool
for Admission to Residential Servicesfor People

with Disabilities

Sub-Group on Pilot Study
Task Group on Universal Care Need Assessment Tool
October 2004



Contents

List of Tables
Acknowledgements

CHAPTER 1 Background

Introduction
Objectives of Phasell Pilot Study
Overview of the Report

CHAPTER 2 Method

Development Sample of Phase Il Pilot Study
Assessorsin Phasell Pilot Study

Recruitment Procedures and Training Workshop
Ethical Considerations

Coallection of Reliability Data

Collection of Informant Feedback

Coallection of Validity Data

Data Analysis

CHAPTER 3 Results
Inter-rater Reliability
Informant Feedback
Validity Study
CHAPTER 4 Conclusion
Technical Aspects of Assessment Tool
Practicality of Assessment Tool Revisited

Conclusion

Reference

N O oo o1 o~ W oW

13
18

20
21
22

23



Annexes
Annex A
Annex B
Annex C
Annex D
Annex E

Annex F

Annex G

Revised Assessment Tool

Revised Assessor Manual

Schedule of Training Workshop

Practice M odule of Training Workshop
Informant Feedback Questionnaire

(Target Person Version)

Informant Feedback Questionnaire
(Family/Primary Carer Version)

Guidefor Members of the Professional Group

24
31
55
57
62

66



List of Tables

Tablel

Table 2

Table 3

Table4

Table5

Table 6

Table7

Table 8

Table9

Table 10

Table 11

Table 12

Table 13

Table 14

Table 15

Table 16

Table 17

Table 18

AP A

Agedistribution

Disability

Inter-rater reliability: percentage agreement and correlation
coefficientsfor itemsin nursing care need

Inter-rater reliability: percentage agreement and correlation
coefficientsfor itemsin functional impairment

Inter-rater reliability: percentage agreement and correlation
coefficientsfor itemsin challenging behavior

Inter-rater reliability: percentage agreement and correlation
coefficientsfor itemsin family coping

Inter-rater reliability: percentage agreement and correlation
coefficientsfor itemsin assessment summary and conclusion

Opinion of informants (family/primary carers) on duration of the
assessment

Opinion of informants (family/primary carers) on level of
under standing about the pur pose of the assessment

Opinion of informants (family/primary carers) on level of
under standing about the content of the assessment

Opinion of informants (family/primary carers) on subjective
per ception of friendliness of assessors

Opinion of informants (family/primary carers) on subjective
experience of pressure during the assessment process

Opinion of informants (family/primary carers) on subjective
experience of embarrassment during the assessment process
Opinion of informants (target persons) on duration of the
assessment

Opinion of informants (target persons) on level of understanding
about the purpose of the assessment

Opinion of informants (target persons) on level of understanding
about the content of the assessment

Opinion of informants (target persons) on subjective perception of
friendliness of assessors

Opinion of informants (target persons) on subjective experience
of pressure during the assessment process



Table 19 Opinion of informants (target persons) on subjective experience of
embarrassment during the assessment process



Acknowledgements

This pilot study could not have been completed without the generous
participation of every individual target person and their family/primary carers.
We thank all assessors for their professional contribution, and their affiliated
work settings for providing necessary assistance. We are grateful to all
trainers who shared their professional time and expertise during the training
workshop for assessors. Our hearty thanks also go to al members of the
professiona group for sharing their rich experiences and insights.



Report on Phase |1 Pilot Study on Standardized Needs Assessment Tool

CHAPTER 1 Background

s e T

I ntroduction

1.1 The Task Group on Universal Care Need Assessment Tool, which was set up in
September 2002 under the Steering Group on Admission Procedures for Residential
Care Homes for People with Disabilities, was formed to develop a standardized needs
assessment tool for persons with mental/physical handicap applying for residential
rehabilitation services. A draft assessment tool (tentatively and previously named asthe
Universal Care Need Assessment Tool) and assessor manual was developed in
September 2003 after coordinated and concerted efforts of parents of persons with
mental handicap and rehabilitation professionals from various disciplines.

1.2 This standardized needs assessment tool is devised to identify the residential care
need of persons with mental/physical handicap applying for residential rehabilitation
services, and to match them to appropriate services including appropriate types of
residential homes. This structured multidimensional assessment instrument is designed
to focus on key domains (ie nursing care need, functional impairment, challenging
behavior, family coping) and indicators that have particular bearings on service
streaming.

1.3 The Sub-group on Pilot Study® under the auspices of the Task Group was formed in
June 2003 to plan for and coordinate the pilot study on the draft assessment tool. After
endorsement of the proposal on the pilot study by the Steering Group, Phase | of the
study formally commenced in October 2003. The empirical data collected during this
phase contributed to improving the practicality and utility of the draft assessment tool as
well asits administration procedures, and to enhancing the user-friendliness of the draft
assessor manual. Details and findings of Phase | pilot study, which were fully discussed
in the Task Group, are aready described in Report on Phase | Pilot Study on Universal
Care Need Assessment Tool (January 2004).

! Members of the Sub-group on Pilot Study included Ms Jeanette CHAN (Caritas-Hong Kong), Mrs Margaret LEE
(Tung Wah Group of Hospitals), Mr LO Kam Wah (Hong Kong Red Cross), Mr Davis KWAN (from February
2004) (Research and Statistics Section, Social Welfare Department), Mr Vincent WU (Central Para-medical
Support Service, Social Welfare Department), Ms Grace S K CHAN (till February 2004), Mr David NG and Ms
Vivian TAM (from March 2004) (Rehahilitation and Medical Social Services Branch, Social Welfare Department).
Mr William CHEUNG (Clinical Psychological Service Branch, Social Welfare Department) served as Convenor
of the Sub-group.
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1.4 Based on recommendations of the report on Phase | pilot study, the Steering Group
in March 2004 adopted the draft assessment tool and assessor manual as the provisional
blueprint of the assessment protocol of the standardized needs assessment tool for
persons with mental/physical handicap applying for residential rehabilitation services.
Refinement was then made to re-calibrate the draft assessment tool (such as
re-wording/re-phrasing of terms/items, modification of presentation layout and scoring
systems) and the assessor manual (such as clarification and elaboration of meaning of
termg/items, addition of illustrative examples and pictures/photos) in accordance with
the suggestions put forward in the report and by the Task Group.

Objectives of Phase |l Pilot Study

1.5 Phase Il of the pilot study, which mainly focused on the technical aspects of the
resulting revised version of the assessment tool, commenced in March 2004. The
specific objectives of Phase |1 pilot study are to collect empirical data:

() to examine the inter-rater reliability of the revised version of the standardized needs
assessment tool;

(b) to examine the validity of the revised version of the standardized needs assessment
tool; and

(c) to obtain the views of informants about the comprehensibility of the standardized
needs assessment and their subjective experience during the assessment process.

Overview of the Report

1.6 Thisreport was prepared by the Convenor of the Sub-group on Pilot Study, and it
presents the data collected and the suggestions agreed by all members of the Sub-group.
Chapter 2 briefly outlines the methods and procedures used in obtaining the results of
Phase Il pilot study. Chapter 3 summarizes the results from various facets of the study.
Finally, conclusion based on the results reported is made in Chapter 4.
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CHAPTER 2 Method

s e T

Development Sample of Phase |l Pilot Study

2.1 The selection of target persons in the pilot or development sample followed the
principle that they are as similar to the eventual target population of the standardized
needs assessment tool as possible (eg in terms of range and level of disabilities).

2.2 A total of 80 target persons (and their family/primary carers) already waitlisted for
residential servicewereinvited to participate in Phase |l pilot study. Their proportionin
the sample was commensurate with the actual number of referrals for various types of
residential homesin the central waiting list asat January 2004. Of the 80 target persons,
28 (35%) were referred from integrated/ family services centres, 24 (30%) werereferred
from special schools, 14 (17.5%) were referred from adult rehabilitation units, and 14
(17.5%) were referred from medical social services units. Of the 80 target persons, 3
(3.7%) were on the waiting list for Supported Hostel (SHOS), 18 (22.5%) were on the
waiting list for Hostel for Moderately Mentally Handicapped Persons (HMMH), 47
(58.8%) were on the waiting list for Hostel for Severely Mentally Handicapped Persons
(HSMH), 3 (3.7%) were on the waiting list for Hostel for Severely Physicaly
Handicapped Persons (HSPH), and 9 (11.3%) were on the waiting list for Care and
Attention Home for Severely Disabled Persons (C&A/SD).

Assessorsin Phasell Pilot Study

2.3 A total of 40 assessors were recruited from existing referrers who are registered
social workers at the rank of Social Work Assistant or above. Of the 40 assessors, 20
(50%) are from Socia Welfare Department and 20 (50%) are from NGOs and the
Hospital Authority. 14 (35%) are working in integrated/ family services centres, 12
(30%) are working in special schools, 7 (17.5%) areworking in adult rehabilitation units,
and 7 (17.5%) are working in medical social services units. It was designed that the
proportion of assessors from each setting invited to participate in the pilot study was
commensurate with the actual number of referrals in the central waiting list received
from each of these settings as at January 2004.
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Recruitment Proceduresand Training Workshop

2.4 Target persons and their family/primary carers constituting the pilot sample were
recruited through the assessors or their colleagues working in the same unit. Verbal
consent to participate in the pilot study was obtained from the concerned persons before
their information was sent to the Sub-group. Invitation letters spelling out the purpose
of this phase of the pilot study, as well as the assessment focus, arrangement and
procedures involved were then individually mailed to the target persons (and their
family/primary carers) in April 2004. Written consent was sought from them, and they
were reassured that the results of these field trial assessments would be treated
confidentially and anonymously. Moreover, they were notified that their assessment
outcomes would not affect their original status on the central waiting list in any way.
Relevant identifying information about the concerned assessors was aso included in
each invitation letter so that the target persons and their family/primary carers could
verify the identification of the assessorsif needed.

2.5 Recruitment of assessors was relatively smooth at this phase of the pilot study, and
40 assessorswere recruited. Each assessor who agreed to participate in this phase of the
study was individually informed of the details of the study in late March 2004. The
revised assessment tool (Annex A) and assessor manual (Annex B) used in this study
were sent to them, and other required materials (eg assessment forms, consent forms,
return envelopes) were aso included. The present revised version of the assessment
tool consists of seven sections, namely, (a) personal information, (b) information on
disability and health conditions, (c) nursing care need, (d) functional impairment, ()
challenging behavior, (f) family coping, and (g) assessment summary and conclusion.
The purpose and procedures of each assessment area, operational definitions of terms,
scoring systems of various domains, illustrative examples and relevant pictures/photos
can be found in the revised assessor manual. All assessorswere requested to familiarize
themselves with the assessment tool and the instructions of the assessor manual, and
they were given the detalls (eg topics to be covered, trainers) of the one-day training
workshop (Annex C) arranged for them.

2.6 All assessors attended the one-day training workshop scheduled on 2 April 2004.
Members of the Task Group and Steering Group with professional expertise in various
domains of the revised assessment tool were invited as trainers of this workshop. The
training workshop aimed at facilitating all assessors to better understand the
areas/domains included in the assessment tool, as well as assisting them to apply the
instrument and administration procedures. I1n accordance with the recommendations of
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the report on Phase | pilot study, updates on community support services, case
discussion and a practice session with role-playing exercises which can enable the
assessors to rehearse their assessment skills (including applying the scoring systems of
various sections), were included in this training workshop. The practice module and
details of the exercises can be seenin Annex D. Theinvolvement of the assessorsin this
phase of the pilot study was aso reiterated at the end of the workshop in order to
ascertain that the assessors were clear about the data gathering process.

Ethical Considerations

2.7 Informed consent was obtained from all participants of the pilot study. Besides,
anonymity of the assessors, target persons and their family/primary carers was
preserved through the use of a coding system. Each assessor and each target person
could only beidentified by their allocated codes.

Collection of Reliability Data

2.8 Each assessor was requested to conduct four assessment sessions at field trial sites
after the training workshop within a period of about four to six weeks. The
administration process of the assessment tool during field trials closely resembled the
conditions of eventual use, and the procedures were detailed in the assessor manual. As
mentioned above, the application of the assessment tool was elaborated by trainers and
rehearsed among assessors during the training workshop so that all assessors could
administer the instrument in the same way. Of the four assessment sessions, the first
assessment session was meant to be areal-case practice session. Except for the practice
case, all cases on which the assessors conducted the standardized needs assessment were
not their known cases.

2.9 Each assessor paired up with another assessor (ie the partner assessor), resulting in
20 pairs of assessors, and both assessors of each pair were present to rate the responses
of the same case at each assessment session. The pairing of assessorswas pre-arranged,
and assessors were provided with the particulars (eg contact numbers) of her/his partner
assessor in thetraining workshop. 1n each session, one assessor served as an interviewer
while another served as a silent second assessor, and the assessors switched roles in
alternate assessment sessions to minimize interviewer bias. The assessor who played
the interviewer role was responsible to initially contact the target person and her/his
family/primary carers to arrange the assessment session, and to obtain written consent
from the concerned parties. After each assessment session, both assessorswere required
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to separately fill in the assessment form as soon as practicable and return the completed
form to the Sub-group, therefore leading to independent assessment results. Discussion
asto how tofill in the form or exchange of information between the assessors during the
session was not allowed except for the real-case practice session. All completed
assessment forms were returned by June 2004.

Collection of Informant Feedback

2.10 In addition to conducting the standardized needs assessment, feedback from the
informants (both the target persons and/or their family/primary carers) on the
assessment process was also collected after each assessment session through verbal
administration of ashort structured questionnaire. The assessor who took the silent role
in the preceding assessment session administered this feedback questionnaire in the
absence of the other assessor (ie the interviewer of the session) so that the informants
could express their views on the assessment process more readily.

2.11 Two similar versions of this feedback questionnaire (Annex E and Annex F) were
prepared, one for target persons and the other for family/primary carers. In this
feedback questionnaire, apart from some basic items on background information of the
informant and the assessment situation, one set of questions was designed to tap the
opinion of the informant on the duration of the assessment and on her/his level of
understanding about the purpose and content of the assessment. Another set of
guestions generated responses about the subjective experience of the informant related
to her/his level of comfort during the assessment process. Two open-ended guestions
were included to gather suggestions pertaining to areas for improvement on the content
of the assessment tool and the assessment process. Each questionnaire had a code and
personal particulars were not put down to assure anonymity. Moreover, care was taken
when designing the questionnaire to ensure that it was easily comprehensible, especially
for the version administered to target persons, and clear instructions on completion were
given. Both versions of the questionnaire had been pre-tested among a group of people
with mental handicap and their family/primary carers, and circulated to members of the
Task Group, before being put to use. All completed feedback questionnaires were
returned by June 2004.

Collection of Validity Data

2.12 Eleven cases from the reliability study were selected for independent and in-depth
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case analyses by a group of six professional experts’ of various disciplines (including

clinical psychologist, nurse, occupational therapist, psychiatrist, social workers) in the
rehabilitation field formed under this pilot study in August 2004. The members of this
professiona group, aso commonly known as expert group, are experienced

practitioners in the field but were not directly involved in devel oping the standardized

needs assessment tool. A detailed guide (Annex G), endorsed by the Task Group, with

information on (@) terms of reference and composition of the professional group, (b)

selection of cases, (c) meetings of the professional group, and (d) general principlesin

service matching, was provided to the members of the professional group after they

consented to participatein thispart of the pilot study. Case profiles of the selected cases,

without identifying names, were also sent to the members. Each case profileincluded (a)
relevant clinical information based on the case summary prepared by the concerned case
social worker, and (b) available professional reports (eg clinical psychologist report) of

the case. However, the professional group was blinded to the standardized needs
assessment results of these cases. The group met in September 2004 and assessed the
cases on their need for residential rehabilitation services, and recommended for each

case a suitable rehabilitation service from existing provision. The main considerations
and decisions made on each case were recorded in the form of minutes of meeting which

were confirmed by members of the professional group afterwards.

Data Analysis

2.13 Reliability data gathered from simultaneous rating based on pilot administrations
of the instrument, together with views of informants gathered from informant feedback
guestionnaires, were collected and initially collated in June 2004. Validity databased on
independent and in-depth analyses of selected cases by the professional group were
collated in September 2004. All analyses and conclusion made were discussed by
members of the Sub-group in September 2004.

2.14 Statistical analyses for the reliability data and informant feedback were carried out
using the Statistical Analysis System (SAS) software (SAS Institute Inc), a statistical
and information system that performs sophisticated data management and statistical
analysis. For the inter-rater reliability analysis, percentage of overall agreement was
caculated, and Spearman rank-order correlation coefficient was used to assess
agreement between assessors on binary (eg aggressive behavior present yes or no, item

2 Members of the professional group included Mr Alfred CHAN (Clinical Psychology Unit 2, Social Welfare
Department), Ms Connie CHAN (Tung Wah Group of Hospitals), Mr Aldous KWAN (Fu Hong Society), Dr W M
KWOK (Kwai Chung Hospital, Hospital Authority), Ms NG Chui Ling (Hong Chi Association) and Mr TONG
Siu Hon David (Caritas-Hong Kong).
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A1l in section challenging behavior) and ordinal data (eg five levels of skin problem,
item 1 in section nursing care need), whereas interval data (eg total score of sub-section
A activities of daily living that demand intensive assistance in section functional
impairment) agreement was measured by Pearson product-moment correlation
coefficient. Confidence intervals (95%) were also computed for the reliability
coefficients. Although it isreckoned that Cohen's kappaiswidely used as an inter-rater
reliability coefficient in the literature, concerns among researchers about its
interpretability have been raised (eg Cicchetti & Feinstein, 1990°%), and hence kappa
statistic was not used in the present study. For other analyses, descriptive statistics were
used to describe the data collected from the informant feedback questionnaires.
In-depth analyses of selected cases by the professional group were used for the purpose
of exploring validity of the assessment tool, and results derived from the assessment tool
were compared to the considerations and independent decisions of the professional

group.

® Cicchetti and Feinstein (1990) give examplesin their paper where inter-rater reliability coefficients produced by
the kappa statistic are surprisingly low when the datatend to indicate a significant agreement level between raters.

8
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CHAPTER 3 Resaults

s e T

Inter-rater Reliability

3.1 A tota of 60 target persons (and their family/primary carers) at multiple field tria
sites were included in the inter-rater reliability analysisin this pilot study. The target
persons consisted of 19 female and 41 male, and their demographic characteristics are
shown in Tables 1 and 2. For each case, two trained assessors independently assessed
the target person in the same session, adhering to the agreed method. Data derived from
the 20 real-case practice sessions were excluded for obvious reason.

Table 1. Agedistribution (n=60)

Age Number Per cent
15-24 ‘ 26 43.3%
25-34 16 26.7%
35- 44 ‘ 15 25%
45-54 3 5%
Note. The percentages may not total 100 percent because of rounding.

Table 2: Disability (n=60)

Disability Number Per cent
Mild degree of mental handicap ‘ 8 13.3%
Moderate degree of mental handicap 33 55%
Severe degree of mental handicap ‘ 10 16.7%
Profound degree of mental handicap 1 1.7%
No mental handicap 3 5%
Not specified 5 8.3%

Note. The percentages may not total 100 percent because of rounding.

3.2 Inter-rater reliability, which is one measure to evaluate the reliability or consistency
of an assessment instrument, compares the degree of agreement between independent
evaluations by two or more data-generating sources (ie assessors or raters) across a
group of participants. For the present analysis, percentage of overall agreement was
obtained and Spearman or Pearson correlation coefficient was individually calculated
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for each item (including sub-section total score) under the sections of nursing care need,
functional impairment, challenging behavior, family coping (except sub-section Al for
obvious reason), and assessment summary and conclusion (except item E3 which is
open-ended) of the present standardized needs assessment tool. Reliability isexpressed
asadecimal value between 0 and 1, with higher valuesimplying greater reliability. By
convention, correlation coefficientsof .35 to .49 can be interpreted empirically asweak,
thoseof .50 to .79 as moderate and those of .80 or greater asstrong.

3.3 Table 3 showstheinter-rater agreement on different itemsin the section nursing care
need. Agreement of the items ranges from 93.33% to 100%, with a mean of 97.59%.
The reliability coefficients of this section range from .761 to 1, indicating moderate to
strong correlation. The values of the correlation coefficientsin this section are generally
high with all but one (item 2) reaching .80 or above.

Table 3: Inter-rater reliability: percentage agreement and correlation coefficients for
itemsin nursing care need (n=60)

Item number % overall agreement Correlation 95% confidence interval
1 96.67 .907 .848-.944
2 96.67 761 .628-.850
3 95 2
4 100 1
5 ‘ 96.67 .955 .925-.973
6 100 2
7 ‘ 100 -2
8 100 1

Section score ‘ 93.33 .884° .813-.930

Note.
a Asno pair of assessors marked the same score other than “ zero” simultaneously, the correlation coefficient cannot be compiled.
b Pearson correlation coefficient, while al other correlations are Spearman correlation coefficients.

3.4 As seen in Table 4, agreement of the items between assessors in the section
functional impairment ranges from 86.67% to 100%, with a mean of 92.92%. The
inter-rater reliability for all items is excellent, since all values of the correlation
coefficientsarewell above .80. Thisindicatesthat thereisexcellent agreement between
the assessors.

3.5 Table 5 presents the extent of agreement between assessors on different itemsin the
section challenging behavior. Agreement of the items ranges from 91.67% to 100%,

10
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with amean of 96.25%. Thereliability coefficients of this section range from .796 to 1,
indicating moderate to strong correlation. The values of the correlation coefficientsin
this section are generally high with al but one (item B3) reaching .80 or above.

Table 4: Inter-rater reliability: percentage agreement and correlation coefficients for
itemsin functional impairment (n=60)

Item number % overall agreement Correlation 95% confidence interval
Al 93.33 .976 .959-.985
A2 91.67 .948 .914-.969
A3 100 1 -
Total score of sub-section A 86.67 .989% .981-.993
Bl 95 973 .955-.984
B2 91.66 .868 .788-.919
B3 98.33 .955 .926-.973
Total score of sub-section B 86.67 o784 .957-.985

Note.
a Pearson correlation coefficient, while all other correlations are Spearman correlation coefficients.

Table 5: Inter-rater reliability: percentage agreement and correlation coefficients for
itemsin challenging behavior (n=60)

Item number % overall agreement Correlation 95% confidence interval
Al ‘ 96.67 915 .861-.948
A2 100 2 -
B1 ‘ 100 1 -
B2 100 2 -
B3 ‘ 95 796 .680-.874
C1 96.67 902 .840-.940
c2 96.67 .856 .769-.912
D 96.67 927 .880-.956
E 93.33 818 .711-.887
Total scoreof A1, B1, C1 95 .971° .951-.982
and D
Tota score of A2, B2, B3 91.67 .868° .788-.919
and C2
Total score of E 93.33 .818° .711-.887

Note.
a Asno pair of assessors marked the same score other than “ zero” simultaneously, the correlation coefficient cannot be compiled.
b Pearson correlation coefficient, while al other correlations are Spearman correlation coefficients.

11
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3.6 Agreement between assessorsin the section family coping ranges from 75% to 100%,
with a mean of 95.22% (Table 6). The reliability coefficients range from .665 to 1,
implying moderate to strong correlation. Assessor agreement in this section is very
good as shown in the values of the correlation coefficients, with all but one (item A2d)
coefficient reaching .80 or above.

3.7 Aslisted in Table 7, agreement of the items in the section assessment summary and
conclusion ranges from 75% to 95%, with a mean of the 88.57%. The reliability
coefficients range from .562 to 1, implying moderate to strong correlation. 55% of the
coefficientsareintherange .50 to .79 and 45% exceed .80. The values of the correlation
coefficientsin this section vary from fair to high. Itisnoted that generally thefirst item
of each sub-section (ie A1, Bland C1), which involvestransfer of a score from previous
sections, achieves a better correlation value relative to the remaining items of that
sub-section.

Table 6: Inter-rater reliability: percentage agreement and correlation coefficients for
itemsin family coping (n=60)

Item number % overall agreement Correlation? 95% confidence interval

A2a ‘ 100 1°

A2b 95 .891° 771-1
A2c ‘ 98.33 1°

A2d 90 665" 417-.913
A2e ‘ 96.67 .838° 619-1
A2f 96.67 1°

A2g ‘ 80 -

A2h 75 £

B1 98.33 1°

B2 100 1°

B3 100 £

C1 98.33 -

C2 100 -

C3 100 1

C4 100 1

Note.

a All correlations are Spearman correlation coefficients.

b Inapplicable cases are excluded when calculating the correlation coefficient.

¢ Asno pair of assessors marked the same score other than “zero” simultaneously, the correlation coefficient cannot be compiled.

12
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Table 7: Inter-rater reliability: percentage agreement and correlation coefficients for
itemsin assessment summary and conclusion (n=60)

Item number % overall agreement Correlation? 95% confidence interval
Al ‘ 95 .803° .690-.878
A2 95 1°
A3 ‘ 93.33 633° .096-1°
B1 93.33 .950° .917-.970
B2 ‘ 90 783" 497-1
B3 85 741° .503-.979
Cc1l ‘ 93.33 967" .945-.980
c2 95 .808° .620-.995
C3 88.33 562° .264-.859
D1 91.67 d
D2 78.33 .608° .378-.837
D3 75 633° .409-.858
El 86.67 -d
E2 80 -d

Note.

a All correlations are Spearman correlation coefficients.

b Inapplicable cases are excluded when calculating the correlation coefficient.

¢ The confidence interval is wide since only six pairs of observations are included in the calculation. The majority of assessors marked
“inapplicable”.

d Correlation coefficient cannot be compiled for nominal data.

I nformant Feedback

3.8 Responses of theinformantsto the assessment situations have already been observed
and initially explored in Phase | of the pilot study, and this area is presently re-visited
with alarger sample and from the perspectives of the informants (both the target persons
and their family/primary carers) themselves.

Feedback from Informants (Family/Primary Carers)

3.9 A total of 79 usable informant feedback questionnaires (family/primary carer
version) were returned. Of the 79 questionnaires, 73 (92.41%) were completed by
parents of the target persons, 4 (5.06%) by siblings, and 2 (2.53%) by relatives. 48
(60.76%) of these assessments took place at the natural homes of the target persons, 18
(22.78%) at schools, or day/residential rehabilitation units, 11 (13.92%) at other places,
and 2 (2.53%) did not specify. Pre-requisites for the feedback to be used in this study
include (a) the informant (ie parent, sibling or relatives of the target person) has actively

13
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participated in the standardized needs assessment process and (b) ghe is willing to
respond to this questionnaire. The ensuing sections highlight the major results gathered
from these questionnaires.

3.10 As shown in Table 8, al informants (ie parents, siblings or relatives of the target
persons) indicated that the duration of each assessment (ie normally completable within
60 minutes) is appropriate. About 86% of them reported that they generally understood
the purpose of the assessment (Table 9), and all of them expressed that on the whole they
could comprehend the content of the assessment (Table 10).

Table 8: Opinion of informants (family/primary carers) on duration of the assessment
(n=79)

Duration of the assessment Number Percent
Too long 0 0%
Appropriate 79 100%
Too short 0 0%

Note. The percentages may not total 100 percent because of rounding.

Table 9: Opinion of informants (family/primary carers) on level of understanding about
the purpose of the assessment (n=78)

Level of understanding Number Percent
Understand 55 70.51%
Average understanding 12 15.38%
Not understand 11 14.10%

Note. The percentages may not total 100 percent because of rounding.

Table 10: Opinion of informants (family/primary carers) on level of under standing about
the content of the assessment (n=79)

Level of understanding Number Per cent
Understand 74 93.67%
Average understanding 5 6.33%
Not understand 0 0%

Note. The percentages may not total 100 percent because of rounding.

3.11 The mgjority of theinformants (ie parents, siblings or relatives of the target persons)

14
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perceived that the assessors conveyed afriendly attitude during the standardized needs
assessment (Table 11). Moreover, nearly all of them indicated that they participated in
the assessment process comfortably and did not experience negative feelings such as
pressure or embarrassment (Tables 12 and 13).

Table 11: Opinion of informants (family/primary carers) on subjective perception of
friendliness of assessors (N=79)

Level of friendliness Number Percent
Friendly 77 97.47%
Average friendliness 2 2.53%
Not friendly 0 0%

Note. The percentages may not total 100 percent because of rounding.

Table 12: Opinion of informants (family/primary carers) on subjective experience of
pressure during the assessment process (n=78)

Subj ective experience of pressure Number Percent
Yes 1 1.28%
No 77 98.72%

Note. The percentages may not total 100 percent because of rounding.

Table 13: Opinion of informants (family/primary carers) on subjective experience of
embarrassment during the assessment process (n=78)

Subj ective experience of embarrassment Number Percent
Yes ‘ 1 1.28%
No 77 98.72%

Note. The percentages may not total 100 percent because of rounding.

3.12 Only nine comments were received as responses to the open-ended question
pertaining to areas for improvement on the content of the assessment tool and the
assessment process. Comments by the informants (ie parents, siblings or relatives of the
target persons) include: the content is not in-depth enough; the items are too detailed;
difficulties encountered in caring of autistic persons can be included; outdoor mobility
should be assessed; differentiation of various levels of emotional disturbance in family
coping can be made; conflicts between family/primary carer and other family members
can be included. Other general comments gathered include: more community support
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services and resources are needed; priority service should be provided to those in need,;
more coverage of the pressure and concerns of parents in the content of assessment tool
can be made; preceding time periods used in the assessment should be six to nine
months instead of three.

Feedback from Informants (Target Persons)

3.13A total of 19 usable informant feedback questionnaires (target person version) were
returned. Of the 19 target persons, 4 (21.05%) have mild level of mental handicap, 6

(31.58%) have moderate level, 2 (10.53%) have severe level, 1 (5.26%) has profound

level, 3 (15.79%) have no mental handicap, and 3 (15.79%) did not specify. 12 (63.16%)
of these assessments took place at the natural homes of the target persons, 3 (15.79%) at

schools, or day/residential rehabilitation units, and 4 (21.05%) at other places.

Pre-requisites for the feedback to be used in this study include (a) the informant (ie
target person) has actively participated in the standardized needs assessment process
and (b) s/heiswilling to respond to this questionnaire. The ensuing sections present the
major results gathered from these questionnaires.

3.14 Asshown in Table 14, all informants (ie target persons) expressed that the duration
of each assessment (ie normally completable within 60 minutes) is appropriate. Only
about 53% of them indicated that they generally understood the purpose of the
assessment (Table 15), and about 74% of them conveyed that on the whole they could
comprehend the content of the assessment (Table 16).

Table 14: Opinion of informants (tar get persons) on duration of the assessment (n=18)

Duration of the assessment Number Percent
Too long ‘ 0 0%
Appropriate 18 100%
Too short 0 0%

Note. The percentages may not total 100 percent because of rounding.

Table 15: Opinion of informants (target persons) on level of understanding about the
pur pose of the assessment (n=19)

Level of understanding Number Percent
Understand 6 31.58%
Average understanding 4 21.05%
Not understand 9 47.37%

Note. The percentages may not total 100 percent because of rounding.
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Table 16: Opinion of informants (target persons) on level of understanding about the
content of the assessment (n=19)

L evel of understanding Number Per cent
Understand 10 52.63%
Average understanding 4 21.05%
Not understand 5 26.32%

Note. The percentages may not total 100 percent because of rounding.

3.15 The majority of the informants (ie target persons) perceived that the assessors
conveyed a friendly attitude during the standardized needs assessment (Table 17).
Moreover, nearly all of them indicated that they participated in the assessment process
comfortably and did not experience negative feelings such as pressure or embarrassment
(Tables 18 and 19).

Table 17: Opinion of informants (tar get persons) on subjective perception of friendliness
of assessors (N=18)

Level of friendliness Number Per cent
Friendly 17 94.44%
Average friendliness 1 5.56%
Not friendly 0 0%

Note. The percentages may not total 100 percent because of rounding.

Table 18: Opinion of informants (target persons) on subjective experience of pressure
during the assessment process (n=18)

Subj ective experience of pressure Number Percent
Yes 2 11.11%
No 16 88.89%

Note. The percentages may not total 100 percent because of rounding.

Table 19: Opinion of informants (target persons) on subjective experience of
embarrassment during the assessment process (n=18)

Subj ective experience of embarrassment Number Percent
Yes ‘ 0 0%
No 18 100%

Note. The percentages may not total 100 percent because of rounding.
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Validity Study

3.16 Validity refers to the extent to which the assessment instrument actually assesses
what it isdesigned to assess. Since the standardized needs assessment tool isthefirst of
its kind in the local setting and no other contemporary instrument with such specific
assessment objective is available, there is some difficulty identifying the “gold
standard” to which the applied usefulness of it can be compared. However, evidencein
support of the validity of the assessment tool can, to some extent, be gathered through
examining whether the assessment content is relevant and appropriate to its designed
purpose based on in-depth analysis by experts/experienced practitioners who are
knowledgeable about the subject area, and whether independent judgment of such
experts is comparabl e to the results derived from the present assessment instrument.

3.17 In assessing the need for residential rehabilitation services of the 11 selected cases,
the professional group had the following main considerations: (a) physical health
conditions of the target persons (eg incontinence, being bed-ridden); (b) level of
dependencein activities of daily living (eg feeding) of the target persons; (c) mobility of
the target persons; (d) work ability of the target persons; (e) behavioral problems or
inappropriate behaviors of the target persons (eg self-harm, aggression, running away
from home, inappropriate sexual behavior); (f) age of the family/primary carers; (g)
physical health conditions of the family/primary carers; (h) psychological health
conditions (eg anxiety disorder) of the family/primary carers; (i) family support; (j)
relationship between the target persons and other family members; and (k) safety issues
at home. From thisanalysis, it becomes apparent that these expert considerations arein
line with the content of the specific itemsincluded under various domains of the present
standardized needs assessment tool, suggesting its assessment content is appropriate to
its purpose of identifying the residential care need of persons with mental/physical
handicap.

3.18 Of the 11 cases analyzed by the professional group, there is clear concordance
between the recommendation of the group and the main evaluation result derived from
the standardized needs assessment tool (ie whether there is a need for residential
rehabilitation services) for six of them. Of the five cases without concordance, one case
was in fact considered by the group as “borderline” (ie difficult to decide whether there
iIs a need for residential rehabilitation services), while the professional group
recommendation of another one case was conditional on further information on the
health condition of the family/primary carer. For the remaining three cases, the
professiona group recommended day rehabilitation/community support services while
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the results derived from the assessment tool indicated residential rehabilitation services.
Further analyses of them revealed that for these three cases, the standardized needs
assessment identified and highlighted issues such as severe behavioral problems of the
target person, emotional disturbance of the family/primary carer, family coping
problems and conflicting family relationship, all of which appeared less pronounced or
were even absent in the caseinformation. It isprobable that the recommendations of the
professiona group for these three cases might be different if such important aspects had
been included in the analyses, bearing in mind that these aspects are also the main
considerations used by the professional group in determining the residential care need of
persons with mental/physical handicap.
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CHAPTER 4 Conclusion

s e T

4.1 In this Phase |1 pilot study, the revised assessment protocol has been piloted on 80
target persons (and their family/primary carers) waitlisted on rehabilitation residential
services, with the assistance of 40 assessors recruited from existing referrers.  An
independent professional group with six experts/experienced practitioners of various
disciplines as members was also formed to provide in-depth analyses of 11 selected
cases. The main objectives are to collect inter-rater reliability and validity data of the
assessment tool, and to gather feedback from the informants about the assessment. In
order to maximize the applicability of the results of this study, it has been designed that
the characteristics of the development sample (eg range and level of disabilities) and the
participating assessors (eg variety of work settings) are similar to that of the target
population and assessors in eventual implementation of the standardized needs
assessment tool for persons with mental/physical handicap applying for rehabilitation
services. Inthis chapter, conclusion based on results of this pilot study is made.

Technical Aspects of Assessment Tool

4.2 The inter-rater reliability coefficient is an important statistical tool that
practitioners/researchers regularly use to control the quality of their data collection
instrument or method. Examination of the reliability data gathered in the present study
shows that agreement between assessors for most items (including sub-section total
scores) under the sections of nursing care need, functional impairment, challenging
behavior and family coping of the present standardized needs assessment tool, is
generally high and very satisfactory. The section assessment summary and conclusion
also has moderate to high agreement and is satisfactory. Even for the four level ordinal
response measure of sub-section A of functional impairment, it is found there are very
high rates of agreement suggesting that the assessors were really evaluating the target
personsin the same way, thus reaching ahigh degree of consistency. Theitemsincluded
in the present standardized needs assessment tool on the whole show good levels of
stability. In other words, high levels of inter-rater agreement suggest that the instrument
iIswell operationalized, and the assessors have been appropriately trained to apply the
criteriainthe sameway. In sum, the present reliability study provides evidence that
evaluations of the residential care need of persons with mental/physical handicap
applying for residential rehabilitation services can be made with high repeatability
through appropriate application of the standar dized needs assessment tool.
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4.3 Furthermore, detailed reading of the reliability data also yields useful information
for further refinement of the assessment tool. For instance, it is noted re-phrasing is
logically required for item 2 in nursing care need, as atwo point response overlapswith
a three point response and this may lead to irregularity. The choice of the category
“inapplicable” as aresponse for sub-sections A2 and B in family coping is superfluous.
Operational elaboration of item A2d in the same section may be helpful. The items 2
and 3 of sub-sections A to D under section assessment summary and conclusion can be
improved to achieve even better agreement.

4.4 The extensive development process of the standardized needs assessment tool in the
past years has been grounded in numerous discussion/focus groups and wide
consultation involving a large number of rehabilitation professionals from various
disciplines as well as parents of persons with mental handicap. Different perspectives
were taken into account and comments were incorporated into the evolved version of the
tool. It has been suggested that such rigorous, specific and critical scrutiny of the
content and structure of the assessment instrument by so many experts and experienced
practitioners in the rehabilitation field already contributed to establishing acceptable
consensual validity for the assessment tool. Validity data generated in the present
study, based on independent and in-depth expert analysis of selected cases, further
lend credence to the claim that the standardized needs assessment tool is a valid
instrument, which effectively identifies relevant, appropriate and useful
areas/domains that constitute the residential care need of persons with
mental/physical handicap applying for residential rehabilitation services.

Practicality of Assessment Tool Revisited

4.5 The direct feedback from informants, including both the target persons and
their family/primary carers, further re-affirms the practically and utility of the
present standardized needs assessment tool. The duration of the assessment is
deemed appropriate, and nearly al informants, both target persons and their
family/primary carers alike, expressed that they participated in the assessment process
comfortably. The purpose and content of the assessment are also comprehensible to the
majority of informants who are family/primary carers, athough a few may have
difficulty distinguishing between the purpose of the assessment situation (which is part
of apilot study to test out the instrument) and the purpose of the assessment tool (which
is to identify the residential care need of persons with mental/physical handicap
applying for residentia rehabilitation services). The latter will not occur in clinical
application of the assessment tool in daily service practice. Besides, it is only
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understandable that some target persons, especially those with more severe degree of
mental handicap, are less likely to fully comprehend the purpose and content of the
assessment. It is expected that most often the standardized needs assessment tool be
administered to an informant who is afamily/primary carer.

Conclusion

4.6 Theresults of Phase Il of the pilot study offer preliminary evidence that the present
standardized needs assessment tool, as an instrument which identifies relevant areas
useful in determining the residential care need of personswith mental/physical handicap
applying for residential rehabilitation services, has a degree of validity and good
reliability. Thetool providesamore objective, structured and consistent means through
which socia workers rendering service across different settings, given they have
appropriate training on the application of the instrument, can assess areas of particular
relevance to evaluating the residential need of this group of clients they serve. The
assessment tool is on the whole easy to comprehend from the perspectives of the
informants and they can participate in the assessment process comfortably, and this
echoes the main finding in previous phase of the study that the assessment protocol is
practicable and suitable for day-to-day service application. Finally, it must be cautioned
that therelatively small scale of the present study (eg small sample size, lack of multiple
methods) imposes limits on the generalisability of the results.
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Annexes

Annex C Schedule of Training Workshop

One-day Training Wor kshop
Pilot Study (Phasell) on
Standar dized Assessment Tool

For Residential Servicesfor Personswith Mental/Physical Handicap

Date:
Time:
Venue:

M oderator:

0845 - 0900

0900 - 0925

0925 - 1015

1015 - 1055

1055 - 1110

1110- 1210

1210 - 1240

1240 - 1400

1400 - 1420

2 April 2004 (Friday)

8:45am. to 5:15 p.m.

Room 206, Lady Trench Training Centre

44 Oi Kwan Road, Wan Chai

Mr William CHEUNG, Social Welfare Department

Registration

Development of the draft Assessment Tool and General Assessment Principles
Mr David NG, Social Welfare Department

Domain on Nursing Care Need

Ms Tracy WONG, Haven of Hope Christian Service

Domain on Family Coping

Mr David NG, Social Welfare Department

Tea Break

Domain on Functional Impairment

Mr lvan SU, The Spastics Association of Hong Kong

Mr Vincent WU, Social Welfare Department

Domain on Challenging Behavior

Mr William CHEUNG, Social Welfare Department

Lunch Break

Community Support Services for Persons with Mental/Physical Handicap

Mr Charles LEUNG, Social Welfare Department
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1420 - 1450 Assessment Summary and Service Recommendations
Mr David NG, Social Welfare Department

1450 - 1505 Practice Sessions -- Introduction
Miss Grace SO, Social Welfare Department

1505 - 1520 TeaBreak

1520 - 1700 Practice Sessions -- Exercises
Miss Grace SO, Social Welfare Department

1700- 1715 Phasell PFilot Study and Conclusion

Mr William CHEUNG, Social Welfare Department

* Please bring with you the Assessor Manual and the Assessment Tool when you attend the training
wor kshop.
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Annex D Practice Module of Training Workshop

Practice M odule of Training Wor kshop:
Phase |l Pilot Study on Standar dized Needs Assessment Tool
for Admission to Residential Servicesfor People
with Disabilities

Commencement

1 Session starts at about 1450. Miss Grace SO gives introductory remarks
as to the overall objectives and arrangement (eg divides all assessors into three
small groups; each assessor must pair up with her/his partner assessor) of the
practice session, and underscores the importance of ascertaining accuracy and
objectivity of assessment results.

Responsibilities of Facilitators

2 After tea break, the three groups of assessors go to Rooms 206, 209 and
406 as arranged. Each location is manned by at least two facilitators. The
facilitators in each location are responsible to (a) brief the group of assessorsin
that room on how each practice exercise is to be conducted before each
exercise, (b) distribute the relevant training materials, (c) answer queries about
the exercises, and (d) ascertain that the assessors complete each exercise on
time. The facilitators may aso make observations about the difficulties
experienced by the assessors when doing the exercises.

List of Facilitators
3 Thefacilitators are as follows;

Room Leading Facilitator Assistant Facilitator
206 William CHEUNG Vivian TAM
209 Grace SO LO Kam Wah/ David NG
406 Vincent WU Jeanette CHAN
Time Schedule

4 The completion time for all three exercises is about 50 minutes.
Assuming the assessors start the practice exercises at 1520 as scheduled, the
exercises are completed by about 1610. The facilitators should ensure that all
assessors in the room return to Room 206 at about 1615.
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Feedback Session

5 The feedback session is conducted in Room 206 from 1615 till 1700, with
Miss Grace SO and Mr William CHEUNG as moderator and assistant
moderator respectively. The assessors are facilitated to share their experience
and difficulties when they do the practice exercises, and all trainers present can
make clarification and further elaboration (eg definitions of terms) on the
Assessment Tool and the Assessor Manual based on feedback of the assessors.
The moderator also crosschecks the answers to Exercises Two and Three with
the assessors, with aview to elaborating the scoring systems of the Tool as well
as stimulating the assessors to further reflect on the administration procedures
and content of the assessment protocol.

Exercise One

Objectives

» To assist assessors to get familiar with the items of various domains of the
instrument.

» To sensitize assessors to the definitions of the terms used (especialy
specific terms of a technical nature) in the instrument as well as the
instructions given in the assessor manual.

» To facilitate assessors to administer the instrument in a way that is best
understood by the informants (eg rephrase of items/terms in a colloquial

way).

Format
Each assessor pairs up with her/his partner assessor in a dyad.

Time Required
Approximately 20 minutes.

Materials
» A copy of the Assessment Tool and the Assessor Manual for each assessor.

» Blank paper and pens/pencils for the assessors.

Process
1 Facilitator assists the assessors to pair up and announces the start of the
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exercise.

One assessor is asked to play the role of an interviewer, and to administer
al items of the domains Nursing Care Need (section IIlI) and Family
Coping (section VI) to her/his partner assessor who plays the informant
role.

There is no need for the informant assessor to give any response, and the
Interviewer assessor should focus on administering the items of the domains
verbally and following the instructions for the concerned domains detailed
In the Assessor Manual.

The interviewer assessor (a) pays attention to the important aspects of the
items administered (eg duration of preceding time periods), (b) tries to
administer the items in a colloquial way easily understood by prospective
informants, and (c) tries to rephrase items/terms that appear difficult or
technical.

The informant assessor jots down significant observations or difficulties
experienced during the process (eg difficulties in rephrasing).

Next the assessors switch roles. This time the interviewer assessor
administers all items of the domains Functional Impairment (section V)
and Challenging Behavior (section V) to her/his partner assessor who plays
theinformant role. Process 3to 5 isrepeated.

Facilitator may sit beside the dyads in turns to make observations, and jot
down difficulties experienced by the assessors.

Exercise Two

Objectives

>

>

To assist assessors to apply the scoring systems of various domains of the
instrument.

To sensitize assessors to the differentiation of scoring rules of these
scoring systems.

Format
Each assessor pairs up with her/his partner assessor in a dyad.

Time Required
Approximately 20 minutes.
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Materials

>

YV V V

A copy of Annex |: Clinical Stuations for each pair of assessors.

A copy of Annex II: Blank Assessment Form for each pair of assessors.
A copy of the Assessor Manual for each pair of assessors.

Pens/pencils for the assessors.

Process

1

Facilitator distributes one copy of Annex I: Clinical Stuations and Annex Il:
Blank Assessment Form to each pair.

Facilitator asks each dyad to discuss between themselves the score for each
of the clinical situations described.

After discussion, the score for each of the clinical situations is put down on
the Blank Assessment Form. Assessors may make reference to the
Assessor Manual as and when needed, and pay particular attention to the
definitions of terms and scoring rules of the scoring systems.

Assessors may jot down difficulties they experience during the process on
the Blank Assessment Form.

Exercise Three

Objectives

>

To assist assessors to get acquainted with transferring the scores of
individual domains onto Assessment Summary and Conclusion (section
V1) of the instrument.

» To facilitate assessors to use the Service Streaming Flow Charts (appendix
) of the Assessor Manual.
Format

Each assessor completes this exercise individually.

Time Required
Approximately 10 minutes.

Materials

>
>

A copy of Annex I11: Case Examples for each assessor.
A copy of the Assessor Manual for each assessor.
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» Peng/pencilsfor the assessors.

Process

1 Facilitator distributes one copy of Annex Ill: Case Examples to each
assessor.

2 Facilitator asks each assessor to go through the cases individually and fill in
the composite scores of each domain and the blank Assessment Summary
and Conclusion for each of the cases.

3 Assessors are reminded to make reference to the scoring systems of various
domains and the Service Streaming Flow Charts (appendix 1) of the
Assessor Manual as and when needed.

4 Assessors may jot down difficulties they experience during the process.

Practice Module devel oped by
William CHEUNG, Grace SO and Vincent WU
March 2004
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Annex E  Informant Feedback Questionnaire (Target Person Version)
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Annex F Informant Feedback Questionnaire (Family/Primary Carer \ersion)
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Annex G Guide for Members of the Professional Group

Guidefor Members of the Professional Group:
Phasell Pilot Study on Standar dized Assessment Tool
for Residential Servicesfor Personswith Mental/Physical Handicap

Background

1. In view of the growing demand for residential places albeit a significant
increase in provision in the past ten years, the Social Welfare Department (SWD) set
up a multi-disciplinary Steering Group on Admission Procedures for Residential Care
Homes for People with Disabilities in 2001 to steer a review on admission criteria and
admission process of residential homes for people with disabilities (PWD). As a first
step, a survey was conducted. It was found that 24% of the parents of the waitlistees
for residential service indicated that they did not require residential placement within
the next five years. On the other hand, the median age of the waitlistees was only 28,
with 30% of total waitlistees aged 15 to 20. The median age of their parents was
only 52. This indicates that the general waitlistees are rather young in age. In view
of the survey findings, the Steering Group decided to form a Task Group comprising
parents and various professionals to devise a standardized assessment tool (the Tool)
to ascertain the urgency of each application and match the service need.

2. The Tool developed by the Task Group was revised upon various consultation
sessions with parents groups, special school social workers, operators of rehabilitation
units, Rehabilitation Advisory Committee and the LegCo Panel on Welfare Services.
A two-phase pilot study started in September 2003 is being conducted by a Sub-Group
on Pilot Study (the Sub-Group) to further refine the Tool and the Assessor Manual and
to establish the reliability and validity of the Tool. Reliability data will be collected
through inter-rater reliability study of 60 cases, while validity data will be collected by
comparing the assessment results of the Tool to the independent judgment made by a
Professional Group to be set up by the Sub-Group.

Terms of Reference of the Professional Group

3. The terms of reference of the Professional Group can be found in Annex 1.
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Composition of the Professional Group

4. The Professional Group is composed of six members coming from the
following disciplines and sectors:

(a) 1 registered nurse from a NGO rehabilitation unit;

(b) 1 occupational therapist from a NGO rehabilitation unit;
(¢) 1 clinical psychologist from SWD;

(d) 1 psychiatrist from HA;

(e) 1 social worker from a special school; and

§)) 1 social worker from SWD/a NGO rehabilitation unit.

5. Representative(s) from SWD will also be present in the Professional Group
meetings as resource person(s) to provide background information if necessary.

Selection of casesfor study

6. The Sub-Group will select around 10 cases that participated in the inter-rater
reliability study of Phase II Pilot Study for in-depth examination by the Professional
Group. The selection will be made according to the assessment results and cases
with different service needs in both residential and community support services will
be selected, i.e. there will be cases assessed to be suitable for C&A/SD, HSPH,
HSMH, HMMH and SHOS service, and there will also be cases with corresponding
disability levels but assessed to be suitable for community support only. This would
ensure a broad representation of service needs given the limited number of cases to be
studied.

M eetings of the Professional Group

7. Upon selection of the cases, the Sub-Group will request the caseworkers
concerned to seek consent from the prospective participants (the consent form is at
Annex 2) and prepare for each case a case summary, the items of which are detailed in
Annex 3. The target persons and their families will be assured that the decisions
made by the Professional Group would not affect their existing application of
rehabilitation services. The caseworker will then send to the Sub-Group the case
summary together with a written consent signed by the target person or his/her family
member.
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8. The following materials will be provided by the Sub-Group to Members of the
Professional Group before its meetings:

(a)  Terms of reference of the Professional Group;
(b) A Guide for Members of the Professional Group; and
(c)  Case profiles of the selected cases based on the case summaries.

9. The Group will elect one of the Members to be the Chairperson. In the
meetings, Members will discuss the cases based on the case profiles provided and see
whether it is possible to decide on the type of rehabilitation service suitable for each
case. If necessary, interviews with or visits to these target persons and their families
may be arranged by the Sub-Group as far as practicable, and the caseworkers and
assessors concerned may also be invited to attend these interviews/visits.
Information on the rehabilitation services available is detailed in Annex 4 and
Annex 5 and the general principles in matching the case to the appropriate service
delineated below should be followed.

10. In case no consensual view can be reached on a particular case, the decision of
the simple majority will be followed. If a decision cannot be reached due to equal
votes on each side, the chairperson will have the casting vote.

11.  The discussion process and the decision made on each case will be recorded in
the form of minutes of meeting. The minutes of meeting will be circulated to all
Members before confirmation.

12.  The case information and minutes of meeting should be handled in a
confidential manner by the Professional Group. The Professional Group will be
dissolved after all the selected cases are discussed and decisions for the cases are
made in its meetings, and no follow-up work will be required.

Analyses on judgment made by the Professional Group
13.  The minutes of meeting and other related materials will be made available to

the Sub-Group for analyses. The results of these analyses will be included in the final
report on Phase II Pilot Study of the Sub-Group.
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General principlesin service matching

14. The policy objectives of rehabilitation service is to provide PWD with
necessary means which will enable them to live independently as full participating
members of the community. As such, residential services are provided for those who
cannot live independently and cannot be cared for adequately by their families. For
those PWD who can live in the community with family support, day training and/or
community support services, residential service is not recommended. For example, a
mentally handicapped person with behavioural problem should receive therapy from
clinical psychologist or treatment from psychiatrist, coupled with training programmes
in a day centre, instead of having him/her placed in a residential home to solve the
problem.

15.  With regard to the identification of suitable service for the PWD, it should be
noted that the case concerned should fall within the target group of the service, and the
service so identified can meet the special needs of the case concerned without
sacrificing the general welfare of the case. For example, if a moderately mentally
handicapped person with need for residential service and insulin injection is matched
to a Hostel for Severely Mentally Handicapped Persons (HSMH), the special need for
injection can be met with the Hostel’s nursing support, yet his general welfare is
sacrificed since his ability is well beyond that for a HSMH. Instead, the case may be
considered for a Hostel for Moderately Mentally Handicapped Persons (HMMH) with
a condition that support from Community Nursing Service or local clinic(s) may be
sought. A summary table on existing day training and community support services is
in Annex 4 and information on major rehabilitation services for mentally/physically
handicapped persons is detailed in Annex 5.

Sub-Group on Pilot Study
August 2004
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Annex 1

Terms of Reference
For Professional Group of
Pilot Study on Standardized Assessment Tool for Residential Servicesfor
Per sons with M ental/Physical Handicap

(a)  To assess the cases selected for review by the Professional Group on their
need for residential service; and

(b)  To recommend for each case a suitable rehabilitation service from existing
provision.

Sub-Group on Pilot Study
August 2004
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Annex 3
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3. (Presenting Problems)
4. (Health Condition)
5. (Mobility and Hand Function)
6. (Self Care Ability)
7. (Emotional and Behavioral Problems)
8. (Family Relationship)
9. (Family Financial Condition)
10. (Family Coping Ability)
11. (Services Received)
12. (Other Circumstances Worthy of Mentioning)
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Annex 5

Sheltered Wor kshop
Abbreviation: SW

Introduction

SWs provide persons with mental and/or physical disabilities a working environment
specially designed to accommodate the limitations arising from their disabilities, in which
they can be trained to engage in income-generating work process, learn to adjust to normal
work requirements, develop social skills and relationships and prepare for potential
advancement to supported/ open employment where possible. It is a welfare-oriented
service without an employer/employee relationship between the workshop operators and the
trainees.

Purpose and objectives

The objective of a SW is to provide vocational rehabilitation service through:
e  work opportunity in a planned environment;

e  opportunities for work adjustment and advancement with the ultimate objective of
enabling people with disabilities to move on to supported or open employment where
possible; and

e training to people with disabilities to develop and maintain social and economic
potential.

Natur e of service

The services provided by a SW include:
(a) provision of income-generating work process;
(b) provision of training on work habits and skills and on-going assessment on progress;

(c) provision of work-related referrals and referrals for other appropriate services where
required; and

(d) provision of activities to meet developmental and social needs.
Note

Most of the existing SWs are operating five days per week from 9 am. to 5 p.m. All the
trainees are encouraged and expected to attend the workshop on time daily.

Target group

The target group is people with disabilities aged 15 and above with a need for sheltered work.
Eligibility criteria

To be eligible for a SW place, an applicant should be:

e capable of basic self-care (disabled persons requiring personal care but with bowel and

bladder control could be admitted to sheltered workshops for persons with severe
physical handicap);
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e mentally and emotionally stable with no active infectious disease and severe disturbing

behaviour; and

e demonstrate to have work motivation/ ability through an assessment prior to admission.

Staffing

Notional staffing for standard SWs with 100, 120 and 140-160 places respectively are:

Capacity 100

either SSWA 1

WIII 1
or WII 1
SWA 1
Plus WIIII 5
ACO 1
CA 1
MD 1
WMII 3

Referral channel

Capacity 120

SSWA
WIII
SWA

WII
WIII
SWA

WI III
ACO
CA
MD
WM II

1
1
1

[ —

Capacity 140-160

SSWA
WIII
SWA

WII
WIII
SWA

WI III
ACO
CA
MD
WM II

1
1
1

1
1
1

s

4/5

Referrals can be made by school social workers, medical social workers, family caseworkers
and staff of rehabilitation service units to the Central Referral System for Rehabilitation

Services.

Enquiries

Rehabilitation and Medical Social Services Branch

Social Welfare Department
Tel. No.: 2892 5135
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Supported Employment

Abbreviation: SE
I ntroduction

SE provides support to people with disabilities in employment. It allows them to work in an
integrated open setting with necessary support service and to have access to the usual benefits
of having a job such as income at market rates and job security. It is a welfare-oriented
service without an employer/employee relationship between the service providers and the
service users.

Pur pose and objectives
The objectives of SE are:

e to serve as an avenue for upward mobility of people with disabilities in sheltered
workshops and a necessary step towards integration for those people with disabilities who
otherwise cannot take up open employment; and

e to prepare people with disabilities to work in an open and competitive setting
independently.

Nature of service
The services provided by SE include:
(a) arrangement of job placement such as job analysis and job matching;

(b) provision of support services including employment related skills training, on-the-job
coaching and supervision, job-related guidance and advice to the service users, their
family members and the job providers; and

(c) the programme will allow flexibility to go with the changing needs of the labour market
and economic structure to ensure that its supports to service users are matching with
reality.

Target group

e people with moderate disablement with working abilities lying between sheltered
workshop and open employment without support, i.e. the majority of people with
moderate grade mental handicap and those with mild grade mental handicap coupled with
other disabilities; and

e people with moderate disablement with good working abilities but who are unable to
adjust to the competitive open job market in the absence of support, i.e. those people with
severe physical, sensory, visceral or psychiatric disabilities.

Eligibility criteria
To be eligible for a SE place, an applicant should be:
e aged 15 and above;

e people with disabilities who are assessed to be capable of or likely capable of open
employment if provided with special support programme;
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e has adequate self-care and daily living skills; and

e has motivation to take up open employment.

Staffing

Notional staffing for a SE unit of 30 places is:

WIII 1
WIIT 2

Service operators are given the flexibility in employing any suitable staff for the service.

Referral channel

Referrals can be made by medical social workers, family caseworkers, staff of rehabilitation
units and school social workers to the Central Referral System for Rehabilitation Services.
Referrers or applicants can also approach the operating units for direct application for the
service

Enquiries

Rehabilitation and Medical Social Services Branch
Social Welfare Department
Tel. No.: 2892 5147
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I ntegrated Vocational Training Centre
Abbreviation: IVTC

I ntroduction

IVTCs aim to provide people with disabilities a series of seamless one-stop vocational
training and rehabilitation services including skills training and retraining, supported
employment, job attachment etc. There are two IVTCs, namely, Caritas Lok Mo IVTC
(previously known as Caritas Lok Mo Skills Centre) and Hong Chi Pinehill IVTC (previously
known as Hong Chi Pinehill Advanced Training Centre), and both are under the subvention of
the Social Welfare Department with effect from April 2003.

Nature of service

The services provided by an IVTC include:

(a) provision of training to develop vocational skills and work habits;
(b) arrangement of job analysis and job matching;

(c) provision of training on application of employment skills in real-work setting through
job attachment;

(d) provision of retraining service for retaining and refreshing vocational skills;

(e) provision of work-related referrals and referrals for other appropriate services where
required;

(f) provision of activities to meet developmental and social needs;

(g) provision of support services including specific employment related skills training,
on-the-job coaching and supervision, job-related guidance and advice to trainees, their
families and job providers; and

(h) provision of maintenance programmes of self-care skills;

(1) provision of opportunities and activities to develop self-care skills, daily living, social
and communication skills;

(j) provision of opportunities and activities to meet social and recreational needs; and

(k) provision of residential service (for Hong Chi Pinehill IVTC only).
Target group

The target group is people with disabilities aged 15 and above with a need of vocational
training and sheltered employment services.

Eligibility criteria

To be eligible for an IVTC place, an applicant should be:
e aged 15 and above;

e capable of self-care;

e mentally and emotionally stable with no active infectious disease and severe distributing
behavious;
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For Hong Chi Pinehill IVTC (residential service)

e enrolled to Hong Chi Pinehill Integrated Vocational Training Centre (day service); and
e physically and mentally suitable for group living.

Staffing:

Establishment for Caritas Lok Mo IVTC and Hong Chi Pinehill IVTC:

Caritas Lok Mo Hong Chi Pinehill
Skills Centre Advanced Training Centre
Senior lecturer 1 1
Assistant lecturer 1 1
Certificated master 4 4
WIII 7 6
WI III 7 9
SSWA 1 3
SWA 1 1
SWwW 0 2
WWwW 0 13
OTII 1 0
RN 1 1
ACO 1 1
CA 1 2
Artisan 1 1
WM II 4 5
P Att’d 0 1
Total 31 51

Referral channel

Referrals can be made by school social workers, medical social workers, family caseworkers
and staff of rehabilitation service units to the Central Referral System for Rehabilitation
Services, Social Welfare Department. Referrers or applicants can also approach the
operating units for direct application for supported employment.

Enquiries

Rehabilitation and Medical Social Services Branch
Social Welfare Department
Tel. No.: 2892 5135
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| ntegrated Vocational Rehabilitation Services Centre
Abbreviation: IVRSC
Introduction

IVRSC provides people with disabilities a series of integrated and seamless vocational
rehabilitation services in a training environment specially designed to accommodate the
limitations arising from their disabilities, in which they can engage in income-generating
work process, learn to adjust to normal work requirements, develop social skills and
relationship and prepare for potential advancement to open employment. The service aims
to enable people with disabilities to secure, retain and advance in suitable employment and
thereby to further their integration into society. It is a welfare-oriented service without an
employer - employee relationship between the service operator and trainees.

Natur e of service

The services provided by an IVRSC may include:

(a) Centre-based training

Centre-based sub-contract jobs in the form of simple processing, finishing and assembly
or sub-assembly work, desk-top publishing, and laundry service, etc.

(b) Non-centre-based training

Non-centre-based training in the form of outdoor contractual services such as
car-washing, office cleaning, delivery services, retailing, and leaflet distribution, etc.

(¢c) Job finding, matching, coaching and follow-through support

Common operational modes of SE such as individual approach, including individual
placement model and home-based employment model, group approach, including mobile
crew, enclaved model, benchwork model and simulated business

(d) On the Job Training

On the job training includes job attachment, job trial and post-placement service, etc.
Attachment allowance to trainees and wage subsidy to employer should be released in
line with the programme design of the present SWD-funded On the Job Training
Programme for People with Disabilities

(e) Retraining and other vocational training services

Activities such as retraining programmes to enable people with disabilities to secure,
retain and advance in open employment and integration into society

(f) Support services

Vocational assessment, counseling, casework support, post-discharge services, family
life education activities and other support and recreational activities to the trainees and
their families

Target group

The target group is people with disabilities aged 15 and above with a need of sheltered work
or in need of support to take up open employment.
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Eligibility criteria

To be eligible for an IVRSC place, an applicant should be:
e aged 15 and above;

e having work motivation;

e capable of self-care; and

e mentally and emotionally stable with no active infectious disease and severe distributing
behaviour.

Staffing

To be worked out by service operators in accordance with operational need. However,
registered social worker(s) must be included in the staffing establishment.

Referral channe

Referrals can be made by school social workers, medical social workers, family caseworkers
and staff of rehabilitation service units to the Central Referral System for Rehabilitation
Services.

Enquiries

Rehabilitation and Medical Social Services Branch
Social Welfare Department
Tel. No.: 2892 5135

81



Supported Hostel
Abbreviation: SHOS

I ntroduction

SHOS provides group home living for people with disabilities who can only live
semi-independently with a fair amount of assistance from hostel staff in daily activities.

Pur pose and objectives
The objectives of a SHOS are:
e to provide residential care and facilities for semi-independent living;

e to enhance residents' independent living skills and facilitate their integration into the
community; and

e to promote the quality of life of the residents and to maximize their potentials through the
provision of a supportive and stimulating environment.

Natur e of service
The services provided by a SHOS include:
(a) provision of accommodation, food and meals;

(b) provision of guidance/assistance to residents in performing some domestic tasks and
daily activities;

(c) provision of opportunities and activities to develop independent living, social,
communication and decision-making skills;

(d) provision of opportunities and activities to meet social and recreational needs; and

(e) provision of opportunities and activities to enable residents to maintain contact with the
families and community.

Target group

The target group is people with disabilities aged 15 and above, with a need for
accommodation for social reasons, who can manage semi-independent living.

Eligibility criteria

To be eligible for a SHOS place, an applicant should be:

e actively occupied in various forms of employment/day training;

e physically and mentally suitable for group living;

e physically healthy with no active infectious disease or drug/alcoholic abuse; and

e capable of semi-independent living i.e. mastery of self-care skills but may need a fair
amount of guidance/assistance in some domestic tasks like cooking or washing or in
community living activities like shopping.

Staffing:
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Notional staffing for a standard SHOS with 20 places is:

SWA 1
wWw 3
WA 1
Cook 1

Referral channel

Referrals can be made by medical social workers, school social workers, family caseworkers
and staff of rehabilitation service units to the Central Referral System for Rehabilitation
Services.

Enquiries

Rehabilitation and Medical Social Services Branch
Social Welfare Department
Tel. No.: 2892 5135
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Hostel for Moderately Mentally Handicapped Per sons

Abbreviation: HMMH
Introduction

HMMHs provide home living for persons with moderate mental handicap who are capable of
basic self-care but lack adequate daily living skills to live independently in the community.

Pur pose and objectives
The objectives of a HMMH are:
e  to provide residential care and facilities;

e to promote the quality of life of the residents and to maximize their potentials through
the provision of a caring and stimulating environment; and

e to maintain their health and capability and to provide care support to enable them to live
as independently as possible in the community.

Nature of service

The services provided by a HMMH include:

(a) provision of accommodation and meals;

(b) provision of maintenance programmes of self-care skills;

(c) provision of opportunities and activities to develop daily living, social and
communication skills;

(d) provision of opportunities and activities to meet social and recreational needs; and

(a) provision of opportunities and activities to enable residents to maintain contact with the
community and families.

Target group

The target group is moderately mentally handicapped persons aged 15 and above.
Eligibility criteria

To be eligible for a HMMH place, an applicant should be:

e actively occupied in or being arranged for admission to a day placement; and

e physically and mentally suitable for group living, such as physically healthy with no
active infectious diseases.

Staffing
Notional staffing for a standard HMMH with 50 places is:
SSWA 1 WM II 1
SWA 1 CA 1
ww 3 Cook 2
WA 6
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Referral channel

Referrals can be made by school social workers, medical social workers, family caseworkers
and staff of rehabilitation service units to the Central Referral System for Rehabilitation
Services.

Enquiries

Rehabilitation and Medical Social Services Branch
Social Welfare Department
Tel. No.: 2892 5135
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Day Activity Centre
Abbreviation: DAC
I ntroduction

DAC:s provide day care and training in daily living skills and simple work skills to mentally
handicapped persons who are unable to benefit from vocational training or sheltered

employment.

Purpose and objectives

The purpose of a DAC is to provide day activities to the trainees, to train them to become
more independent in their daily lives, and to prepare them for better integration into the

community or for transition to other forms of service or care where appropriate.
The objectives of a DAC are:

e to train the traniees to acquire skills in the areas of basic self-care, social and simple

work skills;

e to meet the physical, social and emotional needs of the traniees through the provision of

day care and meaningful activities;

e to enable the traniees to become more independent in their daily living and social

functioning so as to enable them to live as independently as possible; and

e to prepare the traniees for transition to other forms of service or care, including
progression to sheltered employment where feasible, or to alternative care when

increased care is necessary.

Nature of service
The services provided by a DAC include:

(a) assessment, on an initial and regular basis, to identify the degree of disability and

capability of individuals;

(b) development of individual plans and training programmes to address the needs of

individuals;

(c) training programmes, conducted on an individual or group basis in the areas of motor
skills, self-help skills, communication skills, domestic skills, community living skills,

simple work skills, social and interpersonal skills, leisure and recreation skills;
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(d) social and recreational activities, including participation in community events and

activities;

(e) caring activities, including:
e provision of nursing and personal care
e arranging of mid-day meals

e transporting or escorting of individuals to and from the centre, where a need exists
and depending on the resources available

(f) supportive services, such as physiotherapy, occupational therapy and clinical psychology,

through either the service operator or through the SWD central pool.

Centres may also provide additional services to the core services listed above, where
identified or assessed as appropriate by the service operator in meeting the needs of
individual the trainee.

Target group

The target group is severely mentally handicapped persons aged 15 and above.
Eligibility criteria

To be eligible for a DAC place, an applicant should be:

o mentally handicapped;

e not bed-ridden nor requiring infirmary care;

e without severe aggressive behaviour endangering self and others; and

¢ without infectious disease.

Staffing

Notional staffing for a standard DAC with 50 places is:

SSWA 1 CA 1
SWA 2 WA 5
wWWwW 5 MD 1
EN 1 (for single DAC only)

Referral channel
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Referrals can be made by school social workers, medical social workers, family caseworkers
and staff of rehabilitation service units to the Central Referral System for Rehabilitation

Services.
Enquiries

Rehabilitation and Medical Social Services Branch
Social Welfare Department
Tel. No.: 2892 5157
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Hostel for Severely Mentally Handicapped Persons
Abbreviation: HSMH
I ntroduction

HSMHs provide home living for persons with severe mental handicap who lack basic

self-care skills and require assistance in personal and nursing care.

Purpose and objectives
The objectives of a HSMH are:
e to provide residential care and facilities;

e to promote the quality of life of the residents and to maximize their potentials through
the provision of a caring and stimulating environment; and

e to maintain their health and to assist them in their varying personal care needs and daily

living activities.
Nature of service
The services provided by a HSMH include:
(a) provision of accommodation and meals;
(b) provision of nursing services including administration and supervision of medication;
(c) provision of personal assistance in basic self-care activities;

(d) provision of opportunities and activities to develop daily living, social and

communication skills; and

(e) provision of activities organized on a regular basis to meet the social and recreational

needs of the residents and to maintain contact with the community and families.
Target group
The target group is severely mentally handicapped persons aged 15 and above.
Eligibility criteria
To be eligible for a HSMH place, an applicant should be:

e actively occupied in or being arranged for admission to receive day service in a Day

Activity Centre;
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e physically and mentally suitable for group living; and
e without infectious disease.

Staffing

Notional staffing for a standard HSMH with 50 places is:

CSWA/SSWA 1 EN 3
SWA 3 WA 7
WwW 9 ACO 1
RN 1 Cook 2

WM II 2

Referral channel

Referrals can be made by school social workers, medical social workers, family caseworkers
and staff of rehabilitation service units to the Central Referral System for Rehabilitation

Services.
Enquiries

Rehabilitation and Medical Social Services Branch
Social Welfare Department
Tel. No: 2892 5157
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Hostel for Severely Physically Handicapped Persons
Abbreviation: HSPH
I ntroduction

HSPHs provide home living for persons with severe physical disabilities with or without
mental handicap who lack basic self-care skills and require assistance in personal and nursing

carc.

Purpose and objectives
The objectives of a HSPH are:
e to provide residential care and facilities ;

e to promote the quality of life of the residents and to maximise their potentials through the
provision of a caring and stimulating environment; and

e to maintain their health and capability and to assist them in their varying personal care
needs and daily living activities.

Nature of service

The services provided by a HSPH include:

(a) provision of accommodation and meals;

(b) provision of personal assistance in self-care activities;

(c) provision of nursing services including administration and supervision of medication;

(d) provision of opportunities and activities to develop daily living, social and

communication skills; and

(e) provision of activities organised on a regular basis to meet the social and recreational

needs of the residents and to maintain contact with the community and families.
Target group
The target group is severely physically handicapped persons aged 15 and above.
Eligibility criteria

To be eligible for a HSPH place, an applicant should be:
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e actively occupied in or being arranged for admission to a day placement usually in a

sheltered workshop;

¢ mentally and emotionally stable with no active infectious disease and severe disturbing

behaviour; and
e capable of bowel and bladder control.

Staffing

Notional staffing for a standard HSPH with 50 places is :

CSWA/SSWA 1 EN 3
SWA 1 CA 1
WwW 5% MD 1
PCW 12Y Cook 2
RN 1 WM II 7

Referral channd

Referrals can be made by school social workers, medical social workers, family caseworkers
and staff of rehabilitation service units to the Central Referral System for Rehabilitation

Services.
Enquiries

Rehabilitation and Medical Social Services Branch
Social Welfare Department
Tel. No.: 2892 5135
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Hostel for Severely Physically Handicapped Personswith Mental Handicap
Abbreviation: HSPH/MH
I ntroduction

HSPH/MHs provide home living for severely physically handicapped persons with mental
handicap who lack basic self-care skills and require more assistance in personal and nursing
care due to their multiple handicaps but are capable of receiving training in a day activity

centre.

Purpose and objectives
The objectives of a HSPH/MH are:
e to provide residential care and facilities ;

e to promote the quality of life of the residents and to maximise their potentials through the
provision of a caring and stimulating environment; and

e to meet their health care need and to assist them in their varying personal care needs and

daily living activities.
Nature of service
The services provided by a HSPH/MH include:
(a) provision of accommodation and meals;
(b) provision of personal assistance in self-care activities;
(c) provision of nursing services including administration and supervision of medication;

(d) provision of opportunities and activities to develop daily living, social and

communication skills and to maintain the motor functioning; and

(e) provision of activities organised on a regular basis to meet the social and recreational

needs of the residents and to maintain contact with the community and families.

Target group

The target group is severely physically handicapped persons with mental handicap aged 15

and above.
Eligibility criteria

To be eligible for a HSPH/MH place, an applicant should be:
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e actively occupied in or being arranged for admission to receive day service in a Day

Activity Centre;
e no active infectious disease; and

e no severe disturbing behaviour.

Staffing

Notional staffing for a standard HSPH/MH with 50 places is:

CSWA/SSWA 1 EN 3
SWA 1 CA 1
WW 5% MD 1
PCW 12%5 Cook 2
RN 1 WM II 7

Referral channel

Referrals can be made by school social workers, medical social workers, family caseworkers

and staff of rehabilitation service units to Central Referral System for Rehabilitation Services.
Enquiries

Rehabilitation and Medical Social Services Branch
Social Welfare Department
Tel. No.: 2892 5157
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Care & Attention Homefor Severely Disabled Persons
Abbreviation: C& A/SD
I ntroduction

C&A/SDs provide home living for persons with severe mental/physical disability who are
unlikely to benefit from regular day training placement. They are in need of nursing and

intensive personal care but do not yet require infirmary care.

Purpose and objectives
The objectives of a C&A/SD are:
e to provide residential care and facilities;

e to promote the quality of life of the residents through a caring and stimulating
environment; and

e to help them maintain their health and to assist them in routine personal care tasks and

daily living activities.
Nature of service
The services provided by a C&A/SD include:
(a) provision of accommodation and meals;

(b) provision of nursing care and intensive personal care including assistance with activities

of daily living;

(c) provision of therapeutic exercise and treatment to maintain or improve the functioning of

the residents;
(d) provision of maintenance programmes on basic living skills; and

(e) provision of regular activities to meet their social and recreational needs, and to enable

them to maintain contact with their families and the community.
Target group

The target group is severely mentally handicapped/severely physically handicapped persons
aged 15 and above.

Eligibility criteria
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To be eligible for a place in C&A/SD, an applicant should be:

e unfit for day training placement;

e in need of intensive personal care, such as assistance in dressing, toileting and meals; and
e not being bed-ridden or requiring substantial medical/nursing care.

Staffing

Notional staffing for a standard C&A/SD with 50 places is:

CSWA/SSWA 1 OTI 1
SWA 1 OTA 1
WW 2 WA 4
PCW 10 ACO 1
RN 1 MD 1
EN 6 Cook 2
PT1

Referral channel

Referrals can be made by school social workers, medical social workers, family caseworkers
and staff of rehabilitation service units to the Central Referral System for Rehabilitation

Services.
Enquiries

Rehabilitation and Medical Social Services Branch
Social Welfare Department
Tel. No.: 2892 5157
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