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1. EXECUTIVE SUMMARY  

1.1 Introduction 

In 2015, the Hong Kong Jockey Club Charitable Trust approved HK$131 million to launch the 3-

year Jockey Club End-of-Life Community Care Project (ñJCECCò), aimed at enhancing the end-

of-life care (EoLC) in Hong Kong to improve the quality of life of older people with terminal 

illness. The project involves multi-level of intervention through capacity building for the public, 

patients and family members, volunteers, health care and social care professionals, direct service 

delivery of care in viable community-based service models and rigorous evaluation of the 

outcomes and impacts of the capacity building and direct care. Complementing the existing service 

provisions by the government in a coordinated manner, it is hoped to provide quality 

comprehensive care for individuals touched by terminal illness. 

 

Each project component in the JCECC project targets on a specific type of service user (Figure 

1.1). The professional capacity building programmes in the project are setting-specific. The 

capacity building programme in the community, led by the University of Hong Kong, Faculty 

of Social Sciences, emphasises on changing attitude, enriching knowledge and enhancing skills 

for health and social care professionals working in the wider community settings. The Hong Kong 

Association of Gerontology (HKAG) endeavored to enhance RCHEôs capacity to provide EoLC 
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through a capacity building programme in RCHEs, while the Jockey Club Institute of Ageing 

of the Chinese University of Hong Kong implemented a capacity building programme in 

hospitals. The HKAG also targeted on improving quality of life of RCHEs residents with end-of-

life issues and their family members.  

 

On the other hand, four NGO partners, namely St Jamesô Settlement (SJS), Haven of Hope 

Christian Service (HOH), Hong Kong Society for Rehabilitation (HKSR), and S.K.H. Holy 

Carpenter Church District Elderly Community Centre (HCCDECC), developed and piloted four 

different community EoLC service models which aim to promote quality of life of community-

dwelling end-of-life (EoL) patients and their family members. All of these models involve 

medical-social collaboration between the NGO service teams and other community stakeholders 

including hospitals and other social services. Embedded in the Community-based EoLC 

programmes is the volunteer capacity building programme, in which community volunteers 

were recruited and trained by the four NGO partners and the University of Hong Kong to support 

EoL patients and their family members. Knowledge and skill transfer was jointly conducted by 

all partners of the project. The component increases public awareness on EoLC and promotes 

conversations and dialogues on EoL issues. Lastly, Impact assessment and programme 

evaluation was led by The University of Hong Kong. It is a unique component which provides an 

all-rounded assessment of the outcomes and impacts of the JCECC Project on multiple levels of 

stakeholders.  

 

This final report seeks to report the output, outcomes and impacts of the JCECC Project on 

different service users, including health and social care professionals in the community and 

RCHEs, patients and family members in the community and RCHEs, community stakeholders, 

volunteers, and the general public in the first 3 years, between 2016 and 2018. The executive 

summary highlights the significant outcomes and impacts on each service user group.  
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1.2 Health and Social Care Professionals in the Community 

In the Professional Capacity Building Programme in the Community which was led by HKU, 

altogether 46 professional training workshops were delivered based on the JCECC EoLC 7-

domain competence framework. These workshops significantly improved the competences of 

participants in all seven domains. Besides, leadership programme has lasting positive impacts on 

leaders. There is evidence that health and social care professionals at large perceived improved 

competence on end-of-life decision making, symptom management, and community EoLC. Overall, 

the outputs and outcomes of the Professional Capacity Building Programme greatly exceeded the 

pledged targets while the rippling effect was emerging but need more impetus. The evaluation 

suggested the differentiated level of training, use of distance learning to reach out to more 

professionals, and strengthening of training on basic values and knowledge, communication, EoL 

decision making, psychosocial care, and symptom management.  

 

Output
Å46 professional training 
workshops were delivered by 
renowned local and 
international experts in EoLC, 
with over 1,500 health and 
social care professionals 
participated. (185% target 
met)

ÅTwo 1-year leadership training 
programmes were delivered to 
47 future leaders in EoLC 
nominated by leading NGOs 
in Hong Kong. (115% target 
met)

ÅCaregiver training workshops 
were held which benefited 404 
caregivers. (102% target met)

ÅTwo Chinese manuals "Basic 
Concepts" (ׄ Ἐ) 
andñRelaxatiuon Exercises"   
(Ὅ ) were published 

in 2018.

Outcomes
ÅParticipants of 
professional 
training 
workshops 
reported 23.4%ç
in EoLC 
competences 
(234% target 
met)

ÅLeaders reported 
31.6%ç in EoLC 
competences, 
47.5% ç in 
leadership skills. 
Aggregately, 
40%ç. (400% 
target met)

ÅOver 80% of the 
professioinal 
workshop 
participants and 
leaders were 
satisfied with the 
programmes.

Impacts
ÅHealth and social care 
professionals in 
community reported 
3.1%ç in EoLC 
competences between 
2016 and 2018. (31% 
target met)

ÅThe two batches of 
leaders showed 
sustained and even 
further improved 
competences 6 
months after 
completion of 
programme. 36.2% 
çin EoLC 
competences and 
50.5%ç in leadership 
skills were recorded 
compared to pre-
training assessment.

Future Plan
ÅDevelopment of 
specialty level-
differentiated 
curriculum in 
second phase 
project

ÅStrengthen skills 
training in 
domains of EoL 
decision making, 
psychosocial care, 
and 
communication in 
second phase 
project

ÅUse of online 
learning to reach 
out to more 
professionals
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1.3 Staff, Residents and Family Caregivers in RCHEs 

The HKAG EoLC in RCHEs consists of a Capacity Building Programme targeting on RCHE staff 

as well as direct EoLC services for residents with end-of-life issues and their family members. The 

Capacity Building Programme has benefited more than 2,000 staff in RCHEs. Both professional 

and non-professional staff who have received training showed significant improvements in 

readiness and competence in providing EoLC in RCHEs. The enhanced competences were 

sustained after the programme has implemented for 2 years. On the other hand, EoL residents 

served by the programme showed significantly improved physical and psychological symptoms. 

Moreover, deceased residents showed remarkably reduced utlisation of medical services in the 

last 3 months of life when compared to EoL patients in general. It was estimated that the 

programme has saved 25.4 million medical cost in 3 years. Evaluation suggested that there was a 

high need for on-site clinical coaching and practical skill trainings among RCHE staff.  

 

Output
Å36 RCHEs 
participated in the 
programme.(100% 
target met)

Å384 residents were 
admitted and served 
by the HKAG 
programme (86.5% 
target met)

Å2,256 professional 
and front line staff of 
RCHEs received 
EoLC training under 
the programme. 
(114% target met)

Outcomes
ÅRCHE staff 
showed a  
12.2%ç in EoLC 
competences 
(122% target met)

ÅAfter 6 months of 
service, residents 
showed a 
15.8%è in 
symptoms.(An 
average of 316% 
target met)

ÅCaregivers at 6 
months: caregiver 
strain14.2%è
(An average of 
284% target met)

Impacts
ÅThere was evdience that 
the HKAG programme had 
led to positive changes in 
the care home culture, such 
as increased awareness on 
the importance of 
psychosocial care and 
autonomy in elder care in 
the care homes.

ÅDeceased residents 
receiving EoLC showed a 
reduction of 13.25 days of 
hospitalisation as well as 
18.4% reduction in A&E 
admissionin the last 3 
months of life when 
compared to EoL patients 
in general.

ÅThe HKAG EoLC 
programme in RCHEs was 
estimated to have saved  
25.4 million medical cost 
in 3 years.

Future Plan
ÅExtend the EoLC service 
to 12 more RCHEs, 
altogether 48 RCHEs

ÅEngage Hospital 
Authority to develop a 
viable collaboration 
model

ÅDevelop and deliver 
advanced EoLC training 
programmes for RCHE 
staff

ÅEstablish validated 
quality standard for 
EoLC provision in 
RCHEs
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1.4 Patients and Families in the Community 

The four NGO community-based end-of-life care models were effective in enhancing quality of life 

of patients and family members. Patients showed significantly reduced physical symptoms, 

emotional distress, practical problems, difficulties in sharing feelings, while caregivers showed 

reduced anxiety, caregiver strain, and felt more intimate with patients. Patients and caregivers on 

general highly satisfied with services. Evidence suggested that the models were effective in 

reducing medical service utilisation of patients in the last 6 months of life. It was estimated that 

the programmes have saved 20.6 million medical cost in 3 years. Each model has its specific 

strengths. A unified model will be developed by integrating effective service components identified 

from each service model, and engaging Hospital Authority and Social Welfare Department to 

explore a viable interface mechanism between the integrated EoLC service team and the existing 

social and medical services. 

 

Output
Å777 end-of-
life patients 
were admitted 
and served by 
NGO 
partners. 
(112.6% 
target met)

Outcomes
ÅPatients at 3 months: 
practical problems 55%è, 
depression 47%è, anxiety 
31%è, physical symptoms 
18%è, difficulties in 
sharing feelings 15%è. 
98.7% felt their wish was 
respected.(An average of 
578% target met)

ÅCaregivers at 3 months: 
anxiety 27%è, caregiver 
strain19%è, family 
intimacy 2.5% ç (An 
average of 322% target met)

Å89.9% bereaved caregivers 
reported low risk for 
complicated grief, i.e. 
26.26% reduction in risk. 
(target met)

Å²95% highly satisfied with 
services. (An average of 
127% target met)

Impacts
ÅPatients showed a 
reduction of 4.87 
days of 
hospitalisation as 
well as 11.6% 
reduction in A&E 
admissionin the 
last 6 months of 
life when 
compared to EoL 
patients in 
general.

ÅThe 4 NGO 
programmes were 
estimated to have 
saved  20.6 
million medical 
cost in 3 years.

Future Plan
ÅAn integrated model, which is 
developed through refining 
and integrating effective 
model components in each 
NGO service model, will be 
refined as the guiding model 
in the second phase. This 
model will be supported by a 
need-stratification assessment 
tool.

ÅEngage Hospital Authority, 
Social Welfare Department, 
and Food and Health Bureau 
on the development of 
integrated model and possible 
integration with existing 
support services. 

ÅFurther improve the rigor of 
evaluation by conducting cost-
benefit analysis and 
calculation of cost per case.
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1.5 Community Stakeholders 

Community partners who referred cases to JCECC community-based EoLC services found the 

service played a pivotal role in filling the current service gaps for EoL patients and their families 

in the community. Community partners were generally highly satisfied with the services. They 

observed positive changes in patients and caregivers supported by the services, and the shared 

care in turn promoted better communication and trust between the community partners, patients, 

and their family members. Overall, holistic and coordinated EoLC was provided by the services 

through the integration of medical and psychosocial care and bridging care across care settings 

and service providers. The sample in the stakeholder survey was a representative one as reflected 

by a relatively high response rate of 70.5%. 

 

 

 
  

Outcomes
ÅHigh satisfaction rate of 
8.19/10 on the JCECC NGO 
community-based EoLC 
services

Å89.8% would recommend the 
services to others

ÅCommunity partners 
described JCECC NGO 
EoLC services as "holistic", 
"service gap-filling", and 
"flexible"

ÅPositive changes on patients 
and famly members were 
observed: improved emotion, 
reduced stress, improved 
family relationship, more 
opened towards discussion 
on EoLC issues

Impacts
ÅObserved reduced 
hospitalisation on some 
patients

ÅObserved enhanced trust and 
communication between 
community partners, patients 
and their family members

ÅFindings suggested that the 
JCECC community EoLC 
services made holistic, 
coordinated and continual 
community EoLC possible.

Future Plan
ÅContinue the development of 
model of care to fill the gaps 
in the community.
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1.6 Volunteers 

In the Volunteer Capacity Building Programme, the 4-session centralised volunteer core course 

was proved effective in building the EoLC competences among volunteers. An increase of 20.3% 

in EoLC competences was reported upon training completion; a mild but significant improvements 

in meaning in life (3%) and self-confidence in death work (2.4%) were also reported. The 

coordinated recruitment and standardised screening procedures implemented collaboratively by 

the HKU Project Team and NGO partners were found effective. Over 170 applications for the core 

course were received less than a month. With the use of screening tool and interviews, 91 

volunteers were eventually enrolled. The course completion rate, as defined by an attendance rate 

of 80% or above, was 90.1%.  

 

 
  

Output
ÅOver 170 applications 
received for the 
volunteer core course, 
121 volunteers screened

Å82 volunteers were 
trained by the volunteer 
core course, with a 
completion rate of 90.1%

ÅThe experience of 
volunteer recruitment, 
use of screening tool, 
and the core training 
programme were 
organised and published 
as a volunteer 
coordinator manual (
Џ ) in June 2018.

Outcomes
Å20.3% ç in EoLC 
competences upon 
training 
completion. (180% 
target met)

Å23.9% ç in EoLC 
knowledge upon 
training 
completion. 

Impacts
Å3% ç in meaning 
in life which was 
statistically 
significant (target 
met)

Å1.2% ç in quality 
of life (target met)

Å18.5% ç in the 
likelihood in 
promoting EoLC 
to acquaintances 
who may need the 
service

Future Plan

ÅEvidence on the impact 
of training on volunteers 
will be collected. 
Recording system on 
volunteer activities will 
be reviewed and refined.

ÅIn a long run, further 
improvement of 
volunteer management  
for promoting 
sustainable and effective 
EoLC volunteer services 
will be developed as the 
goal of the phase two.
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1.7 General Public 

Various public educational activities have been organised, and EoLC were promoted via various 

types of media with an aim to raise the public awareness on EoLC. Participants of public seminars 

generally showed high satisfaction with the activities. Three waves of annual community-wide 

public survey between 2016 and 2018 showed that the public had increased knowledge on the 

related terms and components in EoLC across time. However, 2018 survey revealed that only 

minority of the respondents knew about Advance Care Planning (ACP). Nevertheless, after 

relevant terms in EoLC were explained, over three-fourths of the respondents supported the 

signing of Advance Directives (AD), and around 80% would choose to receive EoLC if they were 

diagnosed with a terminal illness. The proportions of supporters also increased significantly 

between 2016 and 2018. In all three waves, majority of the respondents (>70%) were positive 

towards community EoLC, and the proportion of respondents who chose home as the most suitable 

place for EoLC significantly increased between 2017 and 2018. Overall, the public showed 

support towards community EoLC, high receptivity to the EoL related topics, and has become 

more ready to learn more about the subject of EoLC.

Output
Å48 public seminars/forums were 
organised with more than 7,300 
participants (123% target met)

ÅTwo international conferences with 
840 participants. (140% target met)

ÅPromotions through various 
multimedia have an overall hit rate 
over 280,000 (236% target met)

ÅMedia coverage encompassing 15 
episodes of Radio programme, 19 
issues of newspaper column, press 
conference with over  5,500,000 
readers/audience(743% target met)

ÅNewsletter and e-newletters with 
over 91,000 readers (102% target 
met)

ÅMini -movie Premiere with over 
1,000 participants

ÅProduction of communication card 
game with 1,000 sets distributed to 
the public

Outcomes
Å96.4% of 
surveyed 
participants 
were satisfied 
with the 
education 
programme 
(53% ñagreeò 
and 43.4% 
ñstrongly 
agreeò that 
they were 
satisfied with 
the education 
programme).

Impacts
Å2.2%ç in public attitude 
favoring community-based 
EoLC in 2018 (preference 
for EoLC provided by 
social service agencies, and 
at home; support EoLC 
facilities built near home, 
support neighbor receive 
EoLC at home). (44% 
target met)

ÅKnowledge on terms 
related to EoLC increased 
by 10% among the public 
from 2016 to 2018

ÅThe public showed 5.4%ç
in confidence towards the 
effectiveness of EoLC, 
34.7%ç in intention to join 
EoLC related education 
activities

Future 
Plan
ÅA 
systematic 
way of 
disseminati
on of core 
messages 
will be 
carried out 
in the phase 
two.
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2. HEALTH & SOCIAL CARE PROFESSIONALS  

2.1 Professional Capacity Building in the Community 

2.1.1 Programme descriptions 

Professional Capacity Building Programme of the HKU Project team consists of two core levels 

of education, namely the leadership training programme targeting on middle management staff in 

leading NGOs which intended to develop EoLC services in the community, and professional 

training workshops for health and social care professionals in the community.  

 

Leadership training programme 

This is a one-year programme which aims to cultivate future leaders to promote future EoLC 

services in the Hong Kong community. Two leadership training programmes have been conducted, 

the 2016-17 and 2017-18 programmes. Leading NGOs in Hong Kong were invited to nominate 

staff to participate in the programme, and altogether 47 leaders were enrolled in the two 

programmes. Leaders received 90.5 hours of training consisting of lectures and interactive learning 

activities in the two leadership training programme combined. In the 2017-18 programmes, leaders 

completed a capstone project and presented their service proposal as posters in the graduation 

ceremony.  

 

Professional training workshops for health and social care professionals in the community 

The professional training workshops under JCECC HKU team was organised based on a multi-

dimensional EoLC competencies framework with 7 diversified domains, namely, basic values and 

knowledge in EoLC, symptom management, (evidence-based) psychosocial-spiritual care, 

communication, EoL decision making, bereavement care, and self-reflection and self-care. These 

workshops were short-termed, with duration ranging between one to three training days, targeting 

on the EoLC competence domains mentioned above. Particularly, a standardised foundation course 

which covers basic knowledge in all competence domains has been developed and delivered twice. 

Between October 2016 and August 2018, altogether 46 workshops have been delivered by both 

renowned local and international speakers, benefiting over 1,500 health and social care 

professionals. Apart from the foundation course, each of the other workshops was designed to 

target on one to two competence domain(s). Apart from the trainings for professionals, 10 seminars 

and training were designed especially for family caregivers. 

 

Publications 

Two manuals ñBasic Conceptsò (ׄ Ἐ ) and ñRelaxation Exercisesò (Ὅ ) were 

published in June 2018 which target on health and social care professionals to provide basic 

knowledge and concepts in EoLC.   
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2.1.2 Evaluation Framework 

 

Evaluation on the outcomes and impacts of the Professional Capacity Building Programme was 

carried out through three studies as showed in Figure 2.1. The expected outcomes of the 

programme are enhanced EoLC competences, knowledge and attitude of health and social care 

professionals, whereas impacts concern with sustained competences in workshop participants, and 

the extended impacts of the programme on EoLC competences among health and social care 

professionals in Hong Kong at large. Pre-post or pre-post-followup evaluation was conducted 

among programme participants to assess the outcomes and impacts, whereas a 3-wave community-

wide professional survey across the project period is employed to evaluate the extended impacts 

of the programme on health and social care professionals in Hong Kong. A multi-dimensional 

EoLC Competence measure was developed by the research team to assess 7 domains of EoLC 

competences in all studies involving professionals, each item in this measurement assess 

respondentôs self-perceived specific EoLC competence on a 10-point Likert scale, with 1=totally 

incompetent to 10=very competent. Apart from this, the Self-competence scale in Death Work 

(SC-DW) 1  was also used. These two measurements assess professionalsô competences on 

overarching knowledge and values in EoLC, communication skills, symptom management, EoL 

decision making, (evidence-based) psychosocial care, bereavement care, and self-care. In 

particular, the domain of overarching knowledge and values in EoLC is further composed by two 

sub-domains, with one sub-domain refers to the understanding EoLC in general, and another 

involves knowing and utilising community EoLC, which is a specific focus in the JCECC Project. 

In family caregiver seminars, only post-programme satisfaction survey was conducted. 

                                                
1 Chan, W. C. H., Tin, A. F., & Wong, K. L. Y. (2015). Coping with existential and emotional challenges: Development and 

validation of the self-competence in death work scale. Journal of Pain and Symptom Management, 50 (1), 99-105 

Figure 2.1 Evaluation framework on professional capacity building programme 
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2.1.3 Findings from Professional Training Workshops 

894 professionals who were predominantly social workers (53.7%) and nurses (19%) participated 

in the professional workshops were assessed on their EoLC competences before and after training. 

They came from various service settings, for example elderly long-term-care residential setting 

(13.1%), long-term-care community setting (16.4%), hospitals (15.8%), hospice (5.4%), and other 

social service settings (24.1%). The bar chart below showed the changes in each EoLC competence 

domain of these professionals (Figure 2.1). Significant improvements were reported on all 

measured EoLC domains, and the overall competence levels increased by 23.4% (Figure 2.1). 

These supported the effectiveness of the professional workshops in enhancing the multi-

dimensional competences of participants. Moreover, 966 participants responded to the post-

programme satisfaction survey. On a 6-point Likert scale (from óStrongly disagreeô to óStrongly 

agreeô), 24.8% strongly agreed and 61% agreed that they were satisfied with the workshops 

suggesting a generally high satisfaction rate. 

 

2.1.4 Findings from Leadership Training Programmes 

2.1.4.1 Quantitative findings 

The 47 leaders came from a variety of service settings including elderly long-term-care residential 

setting (27.7%), long-term-care community setting (17%), hospitals (6.4%), hospice (14.9%), and 

other social service settings which support elderly and persons with intellectual disabilities 

suffering from chronic illnesses (25.5%). The participants were predominantly social workers 

(74.5%), and a few nurses (8.5%) and physicians (6.4%). The mean number of years working in 
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the field of EoLC was (4.15 ð 5.32) years. It was observed that the 2017 batch of leaders were on 

general more experienced than those in the 2016 batch (2.30 vs 5.93, p<.05). 

Pre-post follow-up assessments were conducted on leaders. Upon completion of the programme 

(post-training), 32 leaders who underwent assessment showed significant improvements in all 

competence domains and leadership skills (Figure 2.2 and Figure 2.3). The overall competence 

level and leadership skills improved by 31.6% and 47.5% respectively. 
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A follow-up assessment was conducted half a year after completion of the leadership programmes, 

with 28 participants assessed. The significant improvements in all competence domains and 

leadership skills upon completion of training were able to be sustained at half year after the 

completion of the programme (Figure 2.4 and 2.5). The overall EoLC competence level and 

leadership skills increased by 36.2% and 50.5% respectively when compared between pre-

programme and half a year after completion of the programme. 
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2.1.4.2 Qualitative findings 

Apart from objective evaluation, focus group has been conducted with the leaders in the 2017 

programme (n=20). Interviewed leaders indicated that the programme had benefitted them in the 

following approaches:  

 

(a) Good variety of course content which broadened participant 's horizons, cultivated 

new perspectives, and provided a more holistic view on EoL issues 

 

ñT ╥ Ҕ╗ᾼ − Ȳ Ϡᶺᾼ ꜜ ᶺכẞЛ֝ᾼṔ⇔ɷ 

 

ñἬѿᶺ … Ԓᶺ Є Ϛ … ֵṔ⇔ҟ ȲἨ῏ ֝ ֮

ȲӐ֮ᵴȳỨ ᵴȳѝоȲ צ… Ȳᵛ… ӭ … ẞ ȴɷ 

 

ñʌ overseas professors sharingȲ ᶺ Ҡ Ϛ Ҡ …

֮Ѡ ȲẔ Ҡ Ҭ… present Ϛюἕ Ȳᵀ…֪Ɫ ᵴ ȴἬѿ

ᵃ Ȳ ẞϚ ᵛ…ᵴ ᵑ ᵴɷ 

 

ñʌ ὺ ᾼ╥ ẞ social work profession֯ ACP МᾼṔᴥȳֽᴶҟứᴯ

Ȳ҆ᶺ ᴞАϚ᾿ ᾼЏᵂ ẃѩ ȴᵀ╥ ҆ẞᶺᾼ ᾎᾎ

Ҡѿצ ἤȲ כ Ѡ ῏ЛṜȲἨצ Ѡ ḥצ Ἐᾼ

ἤɷ 

 

(b) Facilitated reflection on one's own practice and the service gap 

 

ɶᶺ ᶺч≈ᴞАᾼὢ Ȳ end of life careᾼ ╥Ш ...ѿ

ᶺҠѿֽᴶ֯ᶺ( ẁᾼ)ὢ ϱҠѿ ḆֻȲἨ῏ֽᴶҠѿ֯ МἨ῏֯

МҠѿ ҃ Ḇֵɷ 

 

ɶ…чᴖṓẞᴞА ЛṜֵ Ȳᵛ… ᾓ…ṓẞᴞАЛṜֵ ȲḆҒ ề

service ᴩֵẒḔȴᵛ… … ԛ צ ϩԛᴩֵ ḔԒ service

ϱ Ҡѿᶙ Ϛ ȲἨ῏ ꜜҠѿ ֵюю ȴɷ 

 

ñ ѿҵᶺ ᶺᾼ֝Ṷ֯ deliver serviceᾼ Шצ ᾎȲ҃ ֽᴶ

Ӕ ᵗ clientsȴ ᶺ ᴩᾼ ϭ Л֝֝Ṷᾼ ṓȴ ᶺП∟֯

М professorӻ☼ᾼ Ȳᶺ ֝Ṷᾼ ṓȳ҃ Ɫ ᾼṶ

ò  
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(c)  Useful lecture notes which provided condensed knowledge and informed latest 

international development 

 

ñ Ἤѿᶺ ӔӔӐṝᵃ › ᵃӑӇֵֻ ҟ literature review

ᵴȲacademic Ȳ ᶺ … fill Όề gap֝ Ό ᵴҵ trendᵴᵛ

… ȼȼᶺ … apply local context צ ᶺ ҟ ề ȴ Ἤѿ

ᶺ ֻֻȲẔ ᵛ… ᶺ Ό Є Ȳ ֝ ϱצ ᶺ Ҡѿ

modify ᶺЏᵂϱҟӣ ɷ 

 

ñ ᶺᴞА ֯█Ѡ Ϡ ϤϚ Ȳᶺ Б ḟứϠѠ֣ȲᶺҠѿԛ ᴕ

צ ᾼ Ȳԛׁשṅ ϤϚ Ȳᶺ ֯ Ѡ ᾼ ᵗ Єɷ 

 

ñʌ appreciateề … צ lecture notes ȴ…Ȳ ề ᶺ go through lecture 

notesȲ צ ề ֝ᴞА Џᵂ…צ …Ȳ ᶺԒᴟ ѩ related

ϯȴ ֻ lecture notesềȼɷ 

  

(d) Mutual support and networking for leaders 

 

ɶ ֪ⱢẂֽᶺ֙צ …ᶺ Ϛ Ởẞᴖ …֝Ϛ group ֝ Ȳ

…Ẕ ֻֻ Ȳ֪Ɫ ֻ friend֝ צ commentᵴצ insightᵴ ȴɷ 

 

ñҫҵᶺ ֝ П ᾼ sharing צ− ᵗȲ֪ⱢẔ Є ╥֢֯ᴞᾼ Џ

ᵂȲ Є ѡ∟Ҡѿצ═ ᾼӻ☼ò  

 

2.1.5 Findings from Survey with Health and Social Care Professionals 

2.1.5.1 Objectives 

Though the training offered by the JCECC Project cannot reach all health care and social care 

professionals in Hong Kong, it is hoped that the participants will bring a ripple effect to their 

colleagues after joining the training, for instances, sharing what they learnt from the workshops 

with their colleagues. Thus, a 3-wave community-wide professional survey has been conducted 

across the project period with 500 participants per wave as target, and a 12-month interval between 

each wave. The objective of the survey is to evaluate the extended impact of the professional 

capacity building programme on health and social care professionals in Hong Kong. We focused 

on their attitudes towards EoLC, EoLC competences, job satisfaction and meaningfulness, job 

stress and turn-over rate. In additional, we explored professionalsô satisfaction towards the JCECC 

programme in the 2018 wave of survey. 
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2.1.5.2 Methodology and Participants 

The first survey was held between April-June 2016, the second between April-June 2017, and the 

third wave was launched in April 2018 and data collection was completed in early July 2018. Data 

was collected mainly through online survey. Health and social care professionals, particularly 

physicians, nurses, and social workers, were recruited mainly through relevant professional bodies 

and academic and research institutions including the Hong Kong Geriatrics Society, the Hong 

Kong Palliative Medicine Society, the Federation of Medical Societies of Hong Kong, the 

Association of Hong Kong Nursing Staff, the Hong Kong Social Workersô General Union, the 

Hong Kong Social Workers Association, CUHK Alumni Affairs Office, the HKU Development & 

Alumni Affairs Office, the Centre of Behavioral Health, the Centre on Ageing, and the mailing list 

and Facebook fan page of the JCECC Project. Invitation letters have also been sent to physicians 

working in family clinics, and specialties related to cardiology, nephrology, and emergency 

medicine. Totally, 515, 532 and 523 health and social care professionals completed the surveys in 

the 2016, 2017 and 2018 waves respectively. The distributions of professions of participants in the 

three waves were similar (Table 2.1) (p<.05). As expected, social workers/counselors, nurses, and 

physicians were the three predominant groups in our sample in all three waves.  

 

Table 2.1 Professions of participants in 2016, 2017, 2018 waves of professional survey 

 2016 wave 2017 wave 2018 wave 

N 515 532 523 

Social workers/counselors 174 (34.7%) 193 (36.3%) 126 (26%) 

Nurses 172 (34.3%) 165 (31%) 222 (45.9%) 

Physicians 110 (21.9%) 109 (20.5%) 98 (20.2%) 

Others a 46 (9.2%) 65 (12.2%) 38 (7.9%) 
Note. a This include occupational therapist, physiotherapist, chaplain or other religious workers, and trainers. 

 

Professionals in the three waves have slightly different backgrounds (Table 2.2). In the 2018 wave, 

higher proportions of participants from hospitals and elderly long-term care settings (LTC) as 

compared to the 2016 and 2017 wave was observed while those came from other social services 

has slightly risen compared to 2017 wave. Participants in 2018 wave were also more experienced 

in EoLC as shown by their longer years in EoLC experience. Moreover, participants in 2018 were 

more likely to have joined JCECC training workshop(s) as compared to their counterparts in 2016. 

Given that all three waves employed the same recruitment strategies, these discrepancies might 

reflect that the professional survey has increasingly caught the attention of professionals who are 

relevant to EoLC. Moreover, an increasing number of participants have joined training under 

JCECC, which also reflects the increasing impact of JCECC in the field of EoLC professionals. 
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Table 2.2 Demographics of 2016, 2017, 2018 waves of professional survey 

 2016 wave 2017 wave 2018 wave 

No. of participants 512 531 522 

Gender (Male)**  133 (26%) 184 (34.7%) 132 (25.2%) 

Age 

20-39 231 (45.1%) 220 (41.4%) 207 (39.7%) 

40-59 233 (45.5%) 265 (49.9%) 272 (52.1%) 

60 or above 48 (9.4%) 46 (8.7%) 43 (8.2%) 

Service Setting***  

Hospice 14 (3.1%) 30 (6.4%) 15 (3.3%) 

Hospital 165 (36.6%) 176 (37.5%) 249 (55.3%) 

Private practice 30 (6.7%) 19 (4.1%) 23 (5.1%) 

Elderly LTC 122 (27.1%) 180 (38.4%) 88 (19.6%) 

Other social services 120 (26.6%) 64 (13.6%) 75 (16.7%) 

Involvements in EoLC 

None 109 (21.4%) 85 (16%) 86 (16.4%) 

Small proportion (1/3) 265 (52%) 273 (51.4%) 252 (48.2%) 

Substantial proportion (between 1/3 and 2/3 of    

practice) 

88 (17.3%) 109 (20.5%) 120 (22.9%) 

    Most of the practice (more than 2/3 of practice) 48 (9.4%) 63 (11.9%) 65 (12.4%) 

Experience in working with EoL patients and 

their family members (Years) 

4.25 (1.01) 5.87 (8.547) 6.29 (9.763) 

Have joined training under the JCECC Project 

***  

90 (17.6%) 150 (28.5%) 170 (32.5%) 

Notes. ά2 test was adopted to test the group difference: ** p<.01; *** p<.001. 

 

Additional analysis was conducted to explore the relationship between EoLC competence levels 

and background characteristics of participants. Findings suggested significant but mild positive 

correlation between levels of involvement in EoLC and all competence domains (range of 

correlation: .09 - .28), between experience in EoLC and all competence domains (range of 

correlation: .1 - .23). Respondents who have previously joined training under JCECC also showed 

stronger EoLC competence, except for symptom management. These reflect that both practice 

experiences and training can affect the levels of competences in EoLC. 

 

As expected, staff in different service settings which are not specialised in palliative care or EoLC 

also reported certain involvements in EoLC (Figure 2.3). Staff of these service settings might have 

various training needs in EoLC as well. 

 

Table 2.3 Involvements in EoLC by service settings (3 waves aggregated) 

 Hospice Hospital Private 

clinics 

LTC 

Community 

LTC 

Residential 

Other social 

services 

None 0 (0%) 63 (10.7%) 21 (29.2%) 23 (12.2%) 9 (4.5%) 85 (32.8%) 

Small proportion 22 (37.3%) 463 (78.5%) 47 (65.3%) 161 (85.2%) 169 (84.1%) 147 (56.8%) 

Substantial to 

most  

37 (62.7%) 64 (10.8%) 4 (5.6%) 5 (2.6%) 23 (11.4%) 27 (10.4%) 
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2.1.5.3 Key findings 

Changes in attitude towards EoLC across years 

Attitude was assessed by 12 items, each was measured with a 10-point Likert scale, with 1 being 

totally disagree and 10 being totally agree. A series of one-way ANOVA was conducted to 

determine statistically significant difference among the three waves. No significant difference was 

found. Subsequently, responses were categorised into two groups with 6/7 fixed as a cut-off score 

which stands for high agreement with an attitude. Table 2.4 shows the distribution of high 

agreement group on each item across years and the results on an aggregated sample from all three 

waves. It can be concluded that most professionals identified with the core values in EoLC even 

at baseline (2016 waves). For examples, over 95% of all professionals surveyed in the three waves 

of surveys highly agreed that EoLC is a worthwhile experience, and only 4% thought that EoLC 

means giving up on life. Professionals viewed EoLC a family-based holistic care that not only care 

about the medical care of patients, but also emphasized family involvement and psychosocial care 

for both patients and family provided that over 95% of them strongly agreed with the relevant 

items.  

 

Table 2.4 Attitude towards EoLC professional survey participants by year and aggregated 

 2016 wave 2017 wave 2018 

wave 

Three waves 

aggregated 

 % of high 

agreementa 

% of high 

agreementa 

% of high 

agreementa 

% of high 

agreementa 

Caring for family is important part of EoLC 97.5% 98.5% 97.9% 98% 

Psychosocial support for patients & family is 

important part of EoLC 

97.9% 97.9% 97.5% 97.8% 

Family should be involved in process of EoLC 96.1% 96.1% 96.7% 96.3% 

Important to tell patients & family what to 

expect after prognosis 

95.1% 97.4% 96.2% 96.2% 

Community support is important part in EoLC 95.5% 95.5% 96.4% 95.8% 

Giving care to advanced illness patients is 

worthwhile experience 

94.4% 97.2% 94.1% 95.2% 

Important to tell patients & family truth about 

incurable prognosis 

94.7% 95.9% 93.5% 94.7% 

Patients with advanced illness and family 

should be key decision makers in EoLC 

90.9% 91.4% 93.3% 91.8% 

Willing to discuss EoLC with patients & 

families 

89.5% 92.3% 90.4% 90.8% 

For patients & family, receiving EoLC in the 

community is a better arrangement 

81.4% 82.7% 81.8% 82% 

Current community resources is sufficient in 

supporting patients & family (Negative item) 

10.1% 9.4% 9.9% 9.8% 

EOL implies giving up on life (Negative item) 4.1% 3.6% 4.4% 4% 
Note. a scores equal to or high than 7 are considered ñhigh agreementò. 

 

Notwithstanding, while 95.8% strongly agreed that community support is important part in EoLC, 

only 9.8% strongly agreed that there is sufficient community support for EoL patients and family. 
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This suggested high unmet needs for community EoLC perceived among the professionals. 

Related to this is that although 82% strongly agreed that receiving EoLC in the community is a 

better arrangement for patients and family, the % of agreement was lower than other EoLC values. 

Probably, the perceived inadequacy of community support has contributed to the lower agreement 

on this item. On the other hand, although around 18% of all professionals from three waves 

expressed no involvement in EoLC in their practice, around 90% of our subjects expressed strong 

willingness to discuss EoLC with patients and families. These findings revealed that professionals 

were generally motivated to support EoL patients and the families. 

 

Changes in competence level across years 

Figure 2.6 shows the means of each competence domain by wave of study and also the aggregated 

means of all three waves. With one-way ANOVA, statistical significant effect of time was showed 

in the levels of EoL decision making (F [2,1550] =10.103, p<0.01) and community EoLC support 

(F [2,1547] =4.402, p<0.05). Post hoc tests revealed statistical significance in symptom 

management between 2016 & 2018 (p<.05), EoL decision making between 2016 & 2017 (p<0.05) 

and between 2016 & 2018 (p<0.05), and community EoLC support between 2016 & 2017 (p<.001) 

and  between 2016 & 2018 (p<.001). In another word, the competence level on symptom 

management has been steadily increasing from 2016 to 2018, while the competence levels of Eol 

decision making and community EoL support both shared the trend of increase from the first wave 

and then levelled off from 2017 to 2018. Indeed, the overall EoLC competence shared the same 

pattern that it significantly improved in 2017 and then levelled off between 2017 and 2018, with a 

3.1% overall increase from 2016 to 2018 (Figure 2.6). 
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Comparing competence level across domains 

Comparing the competence levels across different domains with the aggregated means (Figure 

2.6), it was found that the competency of ñcommunity EoLC supportò, which is a sub-domain 

under the ñOverarching knowledge and valuesò and focuses on mobilising and collaborating with 

community services to provide support to EoL patients and their family members, was rated by 

professionals as the least competent (mean [SD]=5.8[2.26]). Other three competence domains 

which were rated below 6.5 over 10 included ñpsychosocial and spiritual careò, ñsymptom 

managementò, and EoL decision making. This provided a direction for training topics in need by 

professionals in Phase II .  

 

Changes in job satisfaction, meaningfulness, stress and turn-over rates across years 

ANOVA and Chi-square test were conducted to compare the job satisfaction, meaningfulness, 

stress, and turn-over rates among three waves of participants (Table 2.5). In particular, we selected 

participants who indicated at least some involvement in EoLC in their duties for this analysis in 

order to obtain more context-relevant results (Table 2.5). The findings suggested no significant 

differences among the three waves. 

 

Table 2.5 Comparison on turnover rates, job stress, job satisfaction and meaningfulness between 

three waves of participants who have some involvement in EoLC 

 2016 wave 2017 wave 2018 wave D between 

2016 & 2018 

N 400 441 436  

Changed job over the last 12 months (Yes) 59 (14.8%) 72 (16.3%) 51 (11.7%) è20.9% 

Reasons for changing joba  

   Salary 3 (5.1%) 3 (4.5%) 6 (14%)  

   Development/Promotion 13 (22%) 19 (28.4%) 10 (23.3%)  

   Stress & burnout 18 (30.5%) 13 (19.4%) 10 (23.3%)  

   Personal reasons 19 (32.2%) 28 (41.8%) 17 (39.5%)  

Overall job stress level (1-10) (mean [SD]) 6.07 (2.226) 6.20 (2.091) 6.09 (2.220) ç0.4% 

Overall job satisfaction level (1-10) (mean [SD]) 7.09 (1.791) 7.09 (1.784) 6.97 (1.869) è1.7% 

Overall job meaningfulness (1-10) (mean [SD]) 7.9 (1.61) 8 (1.57) 8 (1.53) ç1.8% 

Note.
 a calculated with missing 

 

Relationship between job satisfaction, meaningfulness, stress and competences 

A supplementary analysis was conducted to explore the relationship between job satisfaction, 

stress, and meaningfulness with competences in EoLC controlling for participantsô involvement 

in EoLC work. It was found that for those who were involved in EoLC (minor to high 

involvement), higher competence in EoLC were significantly correlated with higher levels of job 

satisfaction and meaningfulness, but lower level of job stress (Table 2.6). These results suggest 

that enhancing EoLC competences among these health and social care professionals who work 

with EoL patients could improve their job satisfaction and meaningfulness while lowering job 

stress, resulting in a more competent and stable workforce in the field of EoLC. 
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Table 2.6 Correlations between EoLC competences and job stress, satisfaction, & meaningfulness (r) 

 Job stress Job Satisfaction Job Meaningfulness 

Basic values and knowledge in EoLC  -.18***  .28***  .28***  

Communication skills -.15***  .34***  .33***  

Symptom management -.11***  .26***  .26***  

Psychosocial and spiritual care -.15***  .29***  .27***  

EoL Decision making -.16***  .28***  .27***  

Bereavement care -.12***  .31***  .29***  

Community EoLC -.13***  .25***  .19***  

Self-care -.25***  .35***  .38***  

   Notes. ** p<.01; *** p<.001. Sample which had minor to high level of involvement in EoLC work was selected. 

 

Satisfaction towards the JCECC Project 

In the 2018 wave, satisfaction towards the JCECC Project was assessed. Among 523 professionals 

surveyed, 299 (57.2%) have heard of the JCECC Project. When asked the channels of knowing 

the JCECC Project, information in workplace (52.2%), participation in the JCECC project 

activities (35%), project promotion emails (29%), and friends (20%) were the 4 most common 

sources which participants were notified of the Project (Figure 2.7). It is note-worthy that apart 

from direct promotion, there was a considerable portion heard about the project through word-of-

mouth (friends), which provided support to our assumption that the news about the project could 

have been spread to non-participants through rippling effect. Moreover, the electronic social media 

such as Facebook was found to catch the attention of some participants as well. 

 

Participants who have heard about the Project were further asked their satisfaction with the Project 

education initiatives. Each item is assessed on a 10-point Likert scale, from 1=totally 

dissatisfied/totally disagree to 10=highly satisfied/strongly agree. If scores equal to 7 or above is 

classified as ñhighly satisfied/strongly agreeò, 78% were highly satisfied with the JCECC Project 

as a whole (Figure 2.8). Furthermore, 80% and 73% strongly agreed that the Project has enhanced 

professional capacities in providing EoLC, and that the Project has raised public awareness on 

EoLC respectively. It should be noted that among these 299 participants, only 170 (57%) had 
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personally participated in the training workshops of JCECC before. Again, the high proportions of 

satisfied responses particularly on the professional training activities might reflect the rippling 

effect of the educational initiatives of the Project. 

 

Preferred education format 

In order to design training programmes with formats which meet the needs of various professions, 

further analysis was conducted on the preferred types and formats of training among the three 

waves of surveyed professionals. Professionals generally preferred workshops, short-term courses, 

and lectures/seminars more than retreats and longer term courses (Figure 2.9). Probably, the first 

three types require lower time commitment which made them more suitable for many healthcare 

and social care professionals with busy and tight work schedules. Moreover, there were significant 

differences in the preferred types of programmes between professions. Workshops, which imply 

practice-based training but are likely to be short-term, were most preferred by social workers. 

Nurses showed preference for all workshops, short-term courses, and lectures/seminars. However, 

they showed the highest preference for short-term course among all choices, and also among all 

professions. Regarding doctors, they preferred workshops or lecture/seminars. They were also the 

group which had the highest proportion of votes to lectures/seminars, which imply more 

knowledge-based of training, among all professions.  

 

Regarding format of training, face-to-face training was the most popular choice for all professions, 

although doctors showed a particularly lower votes compared to other professions (Figure 2.10). 

Online learning and multimedia case demonstrations were also welcomed by over one-third of the 

participants. Among 76 participants who suggested other means of education, considerable number 

of them (42%) suggested trainings which are practice-based including experiential learning, 

clinical supervision, attachment programme, role-plays and case discussion. Around one-fourth 

suggested online platforms such as Webinar, Podcast, and well established e-learning platform 

specific for EoLC. When preferred day was analysed by professions, nurses and social workers 

were more likely to prefer weekdays than doctors and other professions, while doctors preferred 
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weekends more (Figure 2.11). Furthermore, it was found that for all professions, except weekends 

evening was less preferred, each of other options (morning, afternoon and evening) was preferred 

by around one-third of the professions. 
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2.1.6 Comparing competence levels across samples 

Figure 2.12 shows the comparison of the post-programme competence levels among leaders and 

professional workshop participants, and surveyed health and social care professionals in 2018. 

First, the surveyed professionals reported lowest mean competence levels across most domains 

when compared to programme participants. Although surveyed professionals reported higher 

competence in EoL decision making than their counterparts in 2016, there was clearly room for 

further improvement in EoLC competences, for example in psychosocial and spiritual care, among 

health and social care professionals in the community. Second, trained leaders had comparable 

pre-training sense of EoLC competences to participants of professional workshops, but they ended 

up with the highest sense of competences and the competences maintained at the same height after 

completion of the programme. 

2.1.7 Key Performance Achievements 

The overall output in the Professional Capacity Building Programme has over-achieved its target 

by 157% (Table 2.7).  

 

Table 2.7 Outputs of Professional Capacity Building Programme in the Community 

 Pledged output for 3 

years 

Actual output up to 

December 31, 2018 

Achievements 

Leadership Training Programme 40 47 118% achieved 

Professionals 850 1,570 185% achieved 

Caregivers 395 404 102% achieved 

Total 1,285 2,021 157% achieved 

 

The results from the four studies on professionals suggested that the outcomes on professionals 

who participated in the JCECC capacity building programme remarkably exceeded the standard 

set in our key performance indicators (Table 2.8). Apparently, achievements regarding extended 
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rippling impacts emerged particularly on EoLC competences and turn-over rate, but it was not 

apparent in job meaningfulness, job-satisfaction and stress. Overall, the rippling effect was 

partially supported by our results. 

 

Table 2.8 Key performance indicator achievements in professional capacity building programme 

 Key Performance 

Indicators 

Performance of Professional capacity building 

programme in community 2 

Achievements3 

1 Health care 

professional of different 

levels will have a 10% 

increase in sense of 

competence in EoLC 

Pre-post training change in EoLC competences 

among professional workshop participants (p.11) 

¶ Participants reported a 23.4% increase in overall 

EoLC competences upon completion of the 

programme  

234% achieved  

 

 

Pre-post training change in EoLC competences 

and leadership skills leadership training 

participants (p.12) 

¶ Leaders reported a 31.6% increase in EoLC 

competences and 47.5% increase in leadership 

skills upon programme completion. The overall 

increase was 40%. 

400% achieved 

 

 

Change in EoLC competences among healthcare 

and social care professionals in the professional 

surveys between 2016 and 2018 (p.19) 

¶ Surveyed professionals in 2018 showed a 3.1% 

increase in overall EoLC competences when 

compared to participants in 2016. Significant 

improvements were found on domains of EoL 

decision making, symptom management and 

community EoLC support, which increase by 

8%, 5% and 5% respectively.  

31 % achieved 

 

 

Average:4 222% achieved 

2 A 5% reduction in 

lower turnover rate and 

stress. With a more 

competent and stable 

team, patients as well 

as their family 

members in future will 

be benefited from the 

project indirectly 

Change in turn-over rate among healthcare and 

social care professionals in the professional 

surveys between 2016 and 2018 (p.20) 

¶ There was a 20.9% decrease in turnover rate 

when comparing the 2016 and 2018 waves. 

418% achieved 

Change in job stress among healthcare and social 

care professionals in the professional surveys 

between 2016 and 2018 (p.20) 

¶ The reported job stress increased by 0.4% 

between 2016 and 2018. 

Not achieved 

(-8%) 

Average: 4 205% achieved 

 

                                                
2 All % changes were calculated by the formula: (new values ï old values)/old values. 
3 KPI achievements were calculated by: % changes in the KPI obtained/targeted % changes 
4 Assuming all indicators involved share the same weight. 
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2.1.8 Lessons Learned and Future Plan 

2.1.8.1 The programme was effective for participating professionals 

The leadership programmes and professional training workshops were effective respective to their 

objectives. Leaders showed significant improvements not only on all EoLC competences but also 

leadership skills necessary in driving future development in EoLC (40% increase in competences). 

The enhanced competences maintained for 6 months and longer upon completion of programme. 

Referring to the comparison of EoLC competence levels among leaders, workshop participants 

and surveyed participants, it showed that the tailor-made leadership training programme was 

successful in providing more advanced level of knowledge and skills to professionals to equip 

them as future leaders. Likewise, participants of professional training workshops consistently 

reported significant improvements in self-perceived EoLC competences after training (23.4% 

increase in competences). Additionally, the favorable results from satisfaction surveys reflected 

the course contents met the needs of participants. Satisfaction items in the professional survey also 

showed that 80% of the respondents strongly agreed the JCECC capacity building programme 

helped enhance professionalsô competences. Our experience suggested that the development of the 

professional training programme based on the 7-domain competence framework was on the right 

track, and the competence framework also helped identify training needs among health and social 

care professionals in the community.  

 

2.1.8.2 Augmenting the rippling effect with the use of multi-modal education programmes 

The revelations of leaders and the satisfaction survey with professionals in wider community 

suggested that rippling effects of the capacity building programme has been taking place. 

Participants of the JCECC capacity building programmes have spread the news of the Project to 

non-participants, which helped raise their awareness on EoLC as well as the Project per sue. The 

rippling effects on EoLC competence was emerging as seen from our professional survey (a 3.1% 

increase in competences between 2016 and 2018). Among the seven domains of EoLC 

competences assessed (with the ñOverarching knowledge and valuesò domain consists of two sub-

domains) in the professional survey, six areas showed positive direction of changes despite not all 

were statistically significant. In particular, mild but significant improvements regarding 

community EoLC, symptom management and end of life decision making were observed. Given 

that the rippling effects are indirect ones, the ceiling effect and relatively mild changes among 

professionals in community are fairly understandable. One possible explanation for the observed 

differentiated effects on different competence domains is that the rippling effects have been more 

effective on domains that were new to many professionals. Indeed, the three domains which 

showed significant improvements were three of the four domains which scored the lowest at 

baseline (2016 wave). Probably, direct training might be indispensable to promote further 

improvements in domains that professionals already had some basic understanding. Related is that 

our survey showed that healthcare and social care professionals are largely receptive to EoLC 

values and talking with patients and families about EoL issues. They are ready to learn more about 
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EoLC and be involved in providing support to patients and families facing EoL issues. The 

question remains: how to further strengthen the rippling effects and engage more professionals?  

 

The exploration on preferred types and formats of education programmes provided helpful insights 

to this question. It is known that many professionals faced challenges in scheduling time for regular 

face-to-face training, and professionals tended to choose programmes of shorter term. Given that 

online learning was welcomed by more than one-third of the professionals in our survey, it could 

be assumed that developing online learning course could attract a considerable number of 

professionals who are otherwise difficult to engage through face-to-face training. However, there 

are limitations for online training, for examples, it could be less interactive and limit the 

opportunities for practice-level of learning. Furthermore, professionalsô preference for practice-

level learning (e.g. case demonstration) through multi-media was not as high as face-to-face 

training. It follows that for professionals who require practicum training, face-to-face training 

programme should be offered.  

 

These findings shed light on the importance for training programmes to be able to offer both 

knowledge and practice experience, with consideration on the time commitment and flexibility. 

One solution is to develop multimodal programmes which make good use of online learning to 

deliver knowledge, while provide practicum training face-to-face. To promote knowledge 

acquisition through online learning, more interactive learning elements such as discussion forum 

and knowledge quizzes should also be embedded to the online learning platform. The goals of a 

multimodal programme are multi-folded: (1) to allow self-paced learning with online platform to 

reach out to professionals, (2) to optimize training effectiveness by fully utilising face-to-face 

training time for practicum training, (3) to promote continual learning through online networking 

even after completion of the course. It is believed that by extending our direct training to more 

professionals, rippling effect will be reinforced as well, as manifested as improvement in the 

attitude, knowledge and skills of other health and social care professionals in the field. 

 

2.1.8.3 The need for a level-differentiated standardised curriculum in EoLC 

Most of the professional training workshops conducted in the past three years were competence 

domain-specific training designed for targets who have basic understanding on EoLC. However, 

we found that a considerable number of workshop participants had only limited understanding on 

basic values and knowledge on EoLC (a competence level below 6). The lack of solid foundation 

in EoLC might hamper their application of more advanced skills learned from our workshops. 

Moreover, as showed in the professional survey, professionals come across EoL patients and their 

families in various service settings. Although many professionals are not specialised in EoLC, they 

have to be equipped with necessary knowledge and skills in EoLC in order to provide high quality 

support to their clients with EoL issues regardless of settings. Hence, a course which spans all core 

domains is paramount to provide more comprehensive knowledge base for health and social care 

professionals, so that they can further build their competences in specific care domains based on a 
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stronger knowledge foundation in EoLC. A standardised foundation course for professional which 

covers basic knowledge in all competence domains has been developed and delivered twice in the 

past three years with favorable responses from participants. This was just the first step towards 

building a structured curriculum in EoLC.  

 

As proposed in the Strategic Framework for Palliative care by Hospital Authority, a three-level 

shared care model between non-palliative care specialists and palliative care specialists is 

considered appropriate in supporting EoL patients and families with various levels of EoLC 

needs5. It follows that differentiated curriculum for various levels of specialty in EoLC should be 

developed. In the phase II Project, courses of various levels should be established, such that basic 

course should cater the training needs of all healthcare and social care professionals, while more 

advanced-level course should be delivered to participants with high involvement in EoLC. In 

return, they will be expected to master the skills in providing specialised EoL psychosocial care to 

patients and families with complex needs after completing the advanced course. 

 

2.1.8.4 Identifying the training needs and optimizing training effects 

Reviewing the findings from all the training programmes, the post-training competence levels of 

various domains were capped below 8 (out of 10) except for self-competences. On the other hand, 

professional survey informed relatively higher training needs regarding community EoLC, 

symptom management, EoL decision making, and psychosocial-spiritual care as compared to other 

competence domains. These four domains, one is related to basic knowledge in EoLC (community 

EoLC), and three are practice-related.  

 

However, it is inappropriate to consider the seven competences as totally independent entities. The 

competences are inter-dependent as manifested in our professional survey. Through conducting 

case conferences with NGO partners in the past three years, our experience informed us that 

improving communication skills is fundamental to the upskilling of aforementioned competencies. 

The vital role of effective communication skills cannot be overlooked. Its importance was further 

supported by our professional survey which showed that communication skills were intertwined 

with the remaining competency domains, and that it was also associated with higher job 

satisfaction and sense of meaningfulness.  

 

Concluding from the discussion above, we believed that there are still rooms for improvements in 

all competence domains, but the sequence of delivering training on seven competences could be 

reshuffled to optimise the training effects. For all professionals, basic knowledge and values, 

particularly on community EoLC, should be a prerequisite to strengthen professionalôs positive 

attitude towards EoLC in community settings. The basic values should then be followed by topics 

on self-reflection and self-care. Although professionals showed relatively high self-competence in 

                                                
5 Hospital Authority (2017). Hospital Authority Strategic Service Framework for Palliative Care (p.63) Retrieved on May 18, 

2018 from http://www.ha.org.hk/haho/ho/ap/PCSSF_1.pdf  

http://www.ha.org.hk/haho/ho/ap/PCSSF_1.pdf
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death work in our findings, this part is fundamental as it facilitates professionals to reflect on their 

readiness in engaging in EoLC. It should be followed by practice domains. Communication skills 

should be the first domain to be introduced as communication skills penetrate into all remaining 

four practice domains. The domains of symptom management, psychosocial-spiritual care, EoL 

decision making, and bereavement care should then be delivered in relation to the communication 

skills. Particularly, more effort should be made to offer progressive trainings on physical symptom, 

psychosocial-spiritual care, and EoL decision making, starting from the basics and proceed to more 

advanced levels, given the relatively limited knowledge and skills on these domains among 

professionals. Regarding bereavement care, professionals should be helped to review their 

understanding on the topic, and they might be more ready to receive advanced training for this 

topic. 
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2.2 Professional Capacity Building in the Residential Care Homes for the 

Elderly  (RCHEs) 

2.2.1 Programme descriptions 

This section reports the evaluation on an innovative initiative of the Hong Kong Association of 

Gerontology (HKAG) to provide culturally appropriate training on end-of-life care for staff in 

residential care homes for the elderly (RCHEs). Between 2016 and 2018, through the JCECC 

Project, the HKAG implemented EoLC in 36 RCHEs under 18 NGOs in the Kowloon East, 

Kowloon Central and Kowloon West districts. Adopting the concept and practice of District Based 

End of Life Care Professional Support to RCHE in the practice of Palliative and End of Life Care 

in RCHEs, two of the overarching goals of HKAG programme are to: 

 

¶ develop a culturally congruent, locally applicable and evidence-based end-of-life (EoL) 

care model for improving outcomes in care for the terminally ill elders in RCHEs 

¶ Serve 36 subvented RCHEs on delivering the EoL care services and test out the district-

based model 

 

To this end, capacity building of RCHEs in EoL care was therefore implemented. A structured 

training programme has been designed to target all staff of RCHEs, with two streams of education 

tailored to professional and non-professional staff (frontline staff). This training programme was 

developed on the premise that healthcare workers (both professional and non-professional) can 

provide quality EoLC if education and on-site coaching is provided. Core elements of the training 

programme for all staff include symptom control, ACP and Advance Directives (AD), legal and 

ethical concern in decision-making at EoL, psychosocial and spiritual care, grief and bereavement. 

Additional training was provided for professional staff to assess and manage symptoms. Training 

was delivered using multipronged approaches such as lectures, workshops, skill demonstrations 

and on-site coaching. Moreover, supportive attitudes and an empathic culture are essential for 

delivering quality EoLC, and therefore mindset-changing experiential workshops were provided 

to all staff in each RCHE before EoLC services are commenced. Continuous support has also been 

provided to RCHEs. Ongoing on-site coaching has been provided in the participating RCHEs 

throughout the EoLC service implementation period in order to support staff in putting what they 

have learnt into practice. This was actioned by a nurse and a social worker from the JCECC Project 

team designated to each care setting, who ñwalk alongò with staff in their journey towards 

delivering quality EoLC. 

 

Between 2016 and 2018, the HKAG has delivered 840 sessions of lecture training and talks to 

benefit more than 2,000 managerial staff, professional staff and front line staff in RCHEs. More 

than 7,400 professional consultations, 1,300 on-site support session, and around 240 on-site 

coaching sessions have been provided to RCHE staff. 
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2.2.2 Evaluation Framework 

The evaluation of the capacity building programmes in the RCHEs was conducted through a 

mixed-methods study which consists of three core studies: (1) benchmarking of provision of 

palliative and EoLC in RCHEs, (2) evaluation on the EoLC knowledge and readiness in EoLC 

provision among trained RCHEs staff, and (3) qualitative studies (focus group and in-depth 

interviews) with RCHEs staff regarding their experiences with the training and EoLC 

implementation in their RCHEs (Figure 2.13). 

 

Regarding benchmarking, level of palliative and EoL care provision in RCHEs were assessed by 

an assessment tool developed by HKAG. The instrument consists of items on the background 

information of the RCHE and 30 items on EoL care divided into three parts, namely, palliative 

care (16 items), EoL care (7 items), and postmortem care (7 items). The assessments were 

conducted by 1 to 2 assessors through on-site document review. Each item of the assessment is 

rated by assessor with scale ranged from 0, 1a, 1b, 2, to N/A, according to the degree of provision 

of EoL cares. In order to compare the difference in the level of the care provision in RCHEs after 

the programme, repeated assessments were conducted for three times: at baseline before the 

programme (T0), one year (T1) and two years (T2) after RCHEs joined the programme. Same 

assessment tool is used for T0, T1 and T2. 

 

To assess RCHEs staffôs readiness in delivering EoL care after joining the programme, a 16-item 

validated questionnaire6 was used to capture changes. The questionnaire comprises three aspects, 

namely willingness, capability and resilience. Each staff was asked to complete the questionnaire 

at the first activity of the programme as baseline (T0), as well as one (T1) and two years (T2) after 

joining the programme for comparison. Same assessment tool was used in T0, T1 and T2. To assess 

the effectiveness of the training programme in enhancing staffôs knowledge, each staff was asked 

to complete a set of questions on their knowledge regarding the training topics before (T0) and 

                                                
6 Chan, H. Y. L., Chun, G. K. M., Man, C. W., & Leung, E. M. F. (2018). Staff preparedness for providing palliative and end-of-

life care in long-term care homes: Instrument development and validation. Geriatrics and Gerontology International, 18(5), 745ï

749. 

Figure 2.13 Evaluation framework of the capacity building programmes in the RCHEs 
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after (T1) joining the training session, as well as one year after the training session (T2). Same 

assessment tool is used in T0, T1 and T2.  

In order to collect qualitative data regarding RCHEs staffôs experience with the HKAG 

programme, between June 2017 and April 2018, the HKU research team conducted focus groups 

and in-depth interviews with staff of 16 RCHEs which completed training provided by HKAG. 

Managerial staff (superintendent, vice superintendent), professional staff (social workers, nurses), 

and frontline staff (personal care worker, health worker) were the target participants in this study. 

Focus groups were arranged for managerial staff and professional staff separately, and in-depth 

interviews were conducted with frontline staff. Random sampling was adopted to randomly select 

3 RCHEs from which frontline staff were recruited to participate in in-depth interviews. The HKU 

research team facilitated the focus groups and in-depth interviews with semi-structured interview 

guidelines. 

2.2.3 Findings from benchmarking of provision of palliative and EoLC in RCHEs 

T0 and T1 data were collected from 32 RCHEs for comparisons (Table 2.9). The proportion of ó0ô 

decreased and the proportion of ó2ô increased notably across the three categories of the assessment. 

For the óEOL careô category, the proportion of óN/Aô also notably dropped. As a whole, the 

improvement was the most salient in the óEOL careô category, followed by the ópalliative careô 

category.  

 

For T0, T1 and T2 comparisons, data from 11 RCHEs were gathered (Table 2.10). The proportion 

of ó0ô kept decreasing and the proportion of ó2ô kept increasing as shown in T0-T1 and T1-T2 

comparisons. According to the results of the pre-post comparisons, in general, the proportion of 

ó2ô increased and the proportion of ó0ô decreased at T1, indicating improvement in the provision of 

EOL care one year after the implementation of the project. And the positive effects could be 

sustained over two years. The figures imply that the project was effective in improving the 

provision of EOL care at nursing home level. 
 

Table 2.9 Level of palliative and EOL care provision in RCHEs (T0-T1 comparisons) 

 Palliative care EOL care Postmortem care Total 

T0 % T1 % 
% 

Diff  
T0 % T1 % 

% 

Diff  
T0 % T1 % 

% 

Diff  
T0 % T1 % 

% 

Diff  

0 33.3 2.7 -30.6 38.8 3.6 -35.3 11.2 2.7 -8.5 29.4 2.9 -26.5 

1a 5.1 3.3 -1.8 0.0 5.8 +5.8 1.8 2.7 +0.9 3.1 3.8 +0.6 

1b 9.4 10.4 +1.0 5.8 4.9 -0.9 6.7 6.7 0.0 7.9 8.2 +0.3 

2 51.6 82.0 +30.4 19.6 65.6 +46.0 56.7 64.7 +8.0 45.3 74.1 +28.8 

N/A 0.6 1.6 +1.0 35.7 20.1 -15.6 23.7 23.2 -0.4 14.2 11.0 -3.2 

Number of RCHEs = 32 

% Diff = % of T1 ï % of T0 

0 = Neither had written guidelines/policies/procedures/mechanisms nor execution and documentation  

1a = Had written guidelines/policies/procedures/mechanisms but no execution or documentation 

1b = No written guidelines/policies/procedures/mechanisms but had execution and documentation 

2 = Had both written guidelines/policies/procedures/mechanisms and execution and documentation 
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Table 2.10  Level of palliative and EOL care provision in RCHEs (T0-T1-T2 comparisons) 
 Palliative, EOL and Postmortem care 

T0 % T1 % T2 % T0-T1 % Diff  T1-T2 % Diff  T0-T2 % Diff  

0 29.7 4.8 4.5 -24.8 -0.3 -25.2 

1a 3.0 3.0 2.4 0.0 -0.6 -0.6 

1b 5.2 1.5 2.1 -3.6 +0.6 -3.1 

2 46.4 82.1 83.3 +35.8 +1.2 +36.9 

N/A 15.8 8.5 7.6 -7.3 -0.9 -8.2 

Number of RCHEs = 11 

T0-T1 Diff = % of T1 ï % of T0 

T1-T2 % Diff = % of T2 ï % of T1 

T0-T2 % Diff = % of T2 ï % of T0  

0 = Neither had written guidelines/policies/procedures/mechanisms nor execution and documentation  

1a = Had written guidelines/policies/procedures/mechanisms but no execution or documentation 

1b = No written guidelines/policies/procedures/mechanisms but had execution and documentation 

2 = Had both written guidelines/policies/procedures/mechanisms and execution and documentation 

2.2.4 Findings from quantitative evaluation on staffôs preparedness to EoLC delivery and 

knowledge in EoLC 

Staff preparedness data were collected from 1003 professional and frontline staff from 33 RCHEs 

for T0-T1 comparisons (Table 2.11). Paired-samples t tests showed that the mean scores of 

willingness, competence and resilience significantly increased across professional and frontline 

staff at T1. The increases for level of competence were the most obvious. Data were also collected 

from 209 professional and frontline staff from 9 RCHEs to compare their preparedness to deliver 

EOL care in T0, T1 and T2 (Table 2.12). Paired-samples t tests showed that the mean scores of 

willingness, competence and resilience of professional and frontline staff were still significantly 

much higher at T2 compared T0. As one of the key performance indicator, the HKAG programme 

was found to enhance the competences of all ranks of RCHEs staff by 12.2% by the time of two 

years after programme started (Table 2.12).  

 

Results showed that staff preparedness to EOL care delivery improved one year after the 

implementation of the project. And the positive effects could be sustained over two years. The 

figures implied that the project could better-equip staff in terms of willingness, competence and 

resilience in delivery EOL care at nursing home level. 
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Table 2.11 Level of staff preparedness to EOL care delivery (T0-T1 comparisons) 

 
T0 

Mean (SD) 

T1 

Mean (SD) 
Mean Diff 

D between  

T0 and T1 

Professional staff     

 Willingness (n=342) 3.56 (.57) 3.66 (.52) .096** ç2.8% 

 Competence (n=344) 3.11 (.58) 3.47 (.49) .361***  ç11.6% 

 Resilience (n=344) 3.68 (.53) 3.82 (.47) .137** *  ç3.8% 

Frontline staff     

 Willingness (n=651) 3.20 (.64) 3.31 (.60) .106***  ç3.4% 

 Competence (n=643) 2.84 (.67) 3.07 (.56) .229***  ç8.1% 

 Resilience (n=659) 3.48 (.65) 3.63 (.58) .153***  ç4.3% 

All staff      

 Willingness (n=993) 3.29 (.68) 3.30 (.67) .102***  ç0.3% 

 Competence (n=987) 2.90 (.70) 3.24 (.58) .275***  ç11.7% 

 Resilience (n=1003) 3.51 (.66) 3.75 (.55) .148***  ç6.8% 

Number of RCHEs = 33 

Mean Diff = T1 Mean ï T0 Mean 

Items were rated from ó1 completely disagreeô, ó2 disagreeô, ó3 neutralô, ó4 agreeô to ó5 completely agreeô 

*p < .05 by paired-samples t test 

** p < .01 by paired-samples t test 

*** p < .001 by paired-samples t test 

 

Table 2.12 Level of staff preparedness to EOL care delivery (T0-T1-T2 comparisons) 

 

T0 

Mean 

(SD) 

T1 

Mean 

(SD) 

T2 

Mean 

(SD) 

T0-T1 

Mean 

Diff  

T1-T2 

Mean 

Diff  

T0-T2 

Mean 

Diff  

D between  

T0 and T2 

Professional staff        

Willingness (n=76) 3.56 (.67) 3.62 (.56) 3.72 (.53) .058 .105 .163* ç4.5% 

Competence (n=76) 3.16 (.71) 3.44 (.58) 3.49 (.46) .279** .048 .327***  ç10.4% 

Resilience (n=76) 3.70 (.59) 3.79 (.51) 3.83 (.48) .083 .048 .132 ç3.5% 

Frontline staff        

Willingness (n=128) 3.15 (.63) 3.31 (.60) 3.47 (.61) .154** .155* .310***  ç10.2% 

Competence (n=132) 2.81 (.73) 3.16 (.52) 3.19 (.64) .348***  .026 .363***  ç13.5% 

Resilience (n=133) 3.44 (.74) 3.68 (.60) 3.66 (.63) .241***  -.026 .217**  ç6.4% 

All staff         

Willingness (n=204) 3.30 (.67) 3.42 (.60) 3.56 (.59) .118** .137**  .255***  ç7.9% 

Competence (n=208) 2.94 (.74) 3.26 (.56) 3.30 (.60) .322***  .340 .350***  ç12.2% 

Resilience (n=209) 3.54 (.70) 3.72 (.57) 3.72 (.58) .183***  .001 .186** ç5.1% 

Number of RCHEs = 9 

T0-T1 Mean Diff = T1 Mean ï T0 Mean  

T1-T2 Mean Diff = T2 Mean ï T1 Mean 

T0-T2 Mean Diff = T2 Mean ï T0 Mean 

Items were rated from ó1 completely disagreeô, ó2 disagreeô, ó3 neutralô, ó4 agreeô to ó5 completely agreeô 

*p < .05 by paired-samples t test 

** p < .01 by paired-samples t test 

*** p < .001 by paired-samples t test 
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Staff knowledge data were collected from 1447 professional and frontline staff from 36 RCHEs 

for T0-T1 comparisons (Table 2.13). Paired-samples t tests showed that the mean total score of all 

training topics at T1 was significantly higher than those at T0. In particular, the professional staff 

achieved the greatest improvement in the topics ó(I)ô (+40.8%) and ó

(II)ô (+42.2%), while the frontline staff have the most obvious 

improvement in the topic óô (+40.8%).  

 

Data were also collected from 438 professional and frontline staff from 23 RCHEs to compare 

their level of knowledge towards EOL care in T0, T1 and T2 (Table 2.14). Paired-samples t tests 

showed that although most of the staff showed retention of knowledge received in the training, 

there are fall backs in certain topics. For professional staff, in the topicsɺ

(I)ɻ(-8.9%) a significant drop in the level of knowledge is noted. As for similar topics like 

ó (II)ô (-2.4%) andɺ ɻ (-3.55%) a decrease in 

knowledge is also noted. For frontline staff, for the topic ó

ɻ (-0.36%) , a slight decrease in knowledge level is also noted.  

  

Results showed that the knowledge level of RCHE staff requires consolidation and reinforcement 

after one year especially in the care of residents in late stage illnesses and in the final days. 

Reinforcement can be achieved by on site coaching and further training programs.  

 

Table 2.13 Level of staff knowledge towards EoLC (T0-T1 comparisons) 

 T0 

Mean (SD) 

T1 

Mean (SD) 

Mean 

Diff  

Professional staff    

ᾎ√  (n=595) 2.70 (.83) 3.53 (.67) .830***  

Ӓ ῏Л ᾭ (I) (n=550) 2.61 (1.03) 3.68 (.62) 1.065***  

Ӓ ῏Л ᾭ (II) (n=522) 2.48 (.87) 3.53 (.59) 1.046***  

ײ ᾭ ᴷц  (n=485) 2.86 (.88) 3.80 (.48) .942***  

ї ῂӻц ἤ  (n=505) 3.15 (.93) 3.65 (.65) .495***  

ц їῂ  (n=525) 2.76 (.77) 3.55 (.71) .790***  

⁷ ц  (n=478) 3.35 (.71) 3.77 (.50) .425***  

Frontline staff    

ᾎ√  (n=852) 2.52 (.78) 3.42 (.73) .900***  

Ӓ ῏Л ц ᾭ  (n=778) 2.72 (.81) 3.64 (.70) .916***  

ц їῂ  (n=746) 2.75 (.69) 3.54 (.67) .792***  

Ӓ ῏цẔ П ᶾҾ (n=783) 1.61 (.81) 3.16 (1.10) 1.544*** 

Number of RCHEs = 36 

Mean Diff = T1 Mean ï T0 Mean 

*** p < .001 by paired-samples t test 
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Table 2.14 Level of staff knowledge towards EoLC (T0-T1-T2 comparisons) 

 

T0 

Mean 

(SD) 

T1 

Mean 

(SD) 

T2 

Mean 

(SD) 

T0-T1 

Mean 

Diff  

T1-T2 

Mean 

Diff  

T0-T2 

Mean 

Diff  

Professional staff       

ᾎ√  (n=182) 2.76 (.81) 3.53 (.67) 3.01 (.85) .775***  -.522***  .253**  

Ӓ ῏Л ᾭ (I) 

(n=158) 

2.69 (.98) 3.80 (.46) 2.47 (1.02) 1.108***  -1.323***  -.215* 

Ӓ ῏Л ᾭ (II) 

(n=152) 

2.57 (.85) 3.70 (.50) 2.51 (.80) 1.132***  -1.191***  -.059 

ײ ᾭ ᴷц  (n=145) 2.92 (.85) 3.86 (.43) 2.82 (.93) .945***  -1.041***  -.097 

ї ῂӻц ἤ
(n=150) 

3.25 (.90) 3.74 (.57) 3.45 (.71) .487***  -.287***  .200* 

ц

їῂ  (n=144) 

2.72 (.80) 3.60 (.67) 2.94 (.67) .882***  -.653***  .229**  

⁷ ц  (n=156) 3.44 (.64) 3.78 (.46) 3.38 (.72) .346***  -.397***  -.051 

Frontline staff       

ᾎ√  

(n=252) 

2.66 (.78) 3.54 (.63) 2.82 (.82) .881***  -.726***  .155* 

Ӓ ῏Л ц ᾭ

 (n=256) 

2.75 (.74) 3.71 (.62) 2.78 (.80) .965***  -.938***  .027 

ц

їῂ  (n=236) 

2.76 (.72) 3.49 (.66) 2.75 (.67) .725***  -.733***  -.008 

Ӓ ῏цẔ П

ᶾҾ (n=236) 

1.56 (.85) 3.19 (.06) 1.57 (.74) 1.631***  -1.623*** .008 

Number of RCHEs = 23 

T0-T1 Mean Diff = T1 Mean ï T0 Mean  

T1-T2 Mean Diff = T2 Mean ï T1 Mean 

T0-T2 Mean Diff = T2 Mean ï T0 Mean 

*p < .05 by paired-samples t test 

** p < .01 by paired-samples t test 

*** p < .001 by paired-samples t test 

 

2.2.5 Findings from qualitative study 

One focus group with managerial staff, one focus group with professional staff, and 6 in-depth 

interviews with frontline staff were conducted. These staff have stayed in the programme for 

more than a year. In the following, comments from the interviewed RCHE staff are summarised. 

 

Perceived positive impacts of the HKAG capacity building programme 

 

From the discourse of interviewed RCHE staff, the impacts of the HKAG progamme, including 

the training and the continuous clinical support, were evident on several levels: 

 



 

 

2 Health and Social Care Professionals 

37 

 

(a) On the RCHE staff level, interviewed RCHE staff generally agreed that the HKAG training 

programme had successfully promoted empathy and EoL values identification among RCHE 

staff, which in turn enhanced staffôs commitment in providing quality care to residents in EoL. 

Moreover, staff agreed that the training enhanced the knowledge of staff regarding EoLC, 

facilitated the internalization of the importance of holistic care in EoL, and raised the 

awareness on the importance of psychosocial-spiritual needs of residents in EoL. In addition, 

staff who identified strongly with the goals of the programme expressed promoted sense of 

meaning in their work. 

 

ɶ ὑᵛ…Ϛ ӢỄ Ṏ ᾎềȲᵛ…֪Ɫ֝ṶП ҟ ềϚ ᾿ Ҡ

ѿ ẞ ᴔϢ ȴҠѿ ẞ ֝ṝắ ȴɷ(Professional staff) 

 

ɶ ṛᶙ ∟Ϛ Ȳ֪Ɫ Ӑϱ ϱБ Ҡѿ Ȳ צ ȼȼ ϯ

Ȳ ῂӻȲἨ῏ familyѠ Ȳ ϯ Ҡѿ ẞ Ȳ֝

ᵂⱢ ῏ Ҡѿ҆ צ Ȳ Ȳ Ҡ ᶠ ȲЄ

῀ Ȳ detail ᶺ ɷ(Frontline staff) 

 

ɶ Ҭ…ῶ ϱ Ȳ֪Ɫᶺ ᴔϢ ᶿὄᵴȲ ȴ֝ ᶺ

ԇצϚ Ȳ ẃї ϱȲἨ῏ ϱ ֻ ȴɷ(Frontline staff) 

 

ɶ֝ ᶺ … comprehensiveȴ … ȳ ἘȲ ᶾҾ ȴצ

Ӽ ֝Ṷ Ϛ Ϣ╠ ᾭȲἨ῏… ᴷ Ϛ ᾓ╠ Ȳ צ

ȴɷ(Superintendent) 

 

ɶ∟ᶠẞẞ ᴞА Ȳ… ᴞА Ғề programme Ȳ ṓᴰ ȳ

ȲẔ ᴞА ї Ȳᵀ… ᶺֻֻ Ҡѿȼᵛ… ṛ ѡᶺҠѿ ⇔Ȳ

ᶺϭΌЏȲᶺҠѿ ẞ Ȳ ȼȼֻᴿȼȼᵛ…ᴞАֻᴿᶙ Ȳcomplete ᴞА

mission Ȳᵛ…ᶺ … ᵃṛ Ȳᵃֻ ὢ ṛȴɷ(Frontline staff) 

 

ñ Ϣчעȴề ֻ Ȳᶺ Ϛצ workshop ẞҏ Ȳ… Ϛ

ȲἨ῏ ȴò (Superintendent) 

 

(b) On the patient and family caregiver level, interviewed staff, particularly front line staff who 

had participated in the programme for a longer period, perceived that the programme had 

reduced hospitalisation of residents in their end of life, had helped dying residents to achieve 

dignified end of life, increased quality family time between residents and caregivers, and 

reduced the risk of complicated grief of family caregivers. 
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ñὨϚװ ׄ … Ϣ֝ צ ṓ ∟Ϛ ȴҠ ӑӇ

ᾨЄ ṓẞȲᵀ… Ҡ ắẞȲἬѿ …Ϛϯצ ᴨ ֻȴ Ὠ

ȴ ⅞ԍϢч Ȳ ֻׄ ȲἬѿề ֻȴ Ҡѿ ẞ⅞ԍϢȲҠ

ѿ ẞ ὢׄ ȴ⅞ԍϢӼ ֵֻ ềצ ׄ ȴò(Frontline 

staff) 

 

ñT … so far֪Ɫׄ ȼϤ ׄ ề scheme … Ȳ Ӈ ᶺ

Ϥ Ȳ צ Ӣ ᵴȲᵛ…  Ҡѿᶺ ẞכ Ȳᶺכ ề ғכֻ…

ȴ Ϥד … … Ϛứ Ϥ ò (Frontline staff) 

 

ñ֝ ⅞ԍϢẃ Ȳӂ ₔ֝צ  ῏ ẞ Ȳ Ҡѿ Ἢ ∟ ẘЄ ȼȼῶ

῀ȴֽὨӂ Ϛ Ἢ ᶩȲ צ х Ѡ―ȴ …֝Ϛ Ȳ

צ Ṃ ȴò (Frontline staff) 

 

ñ ⅞ԍϢ ֻ їȲ ∟ᶠצ Ό thank you card ᶺ Ȳᵛ… ềϚ

ד ȲҠѿȼȼ֪Ɫ ֵ ᵄᵄȲ ї …Ȳ ҠѿḕѡὍЏ

ẞȲ ṿֻᴿ ẘȲ Ẕ ᶺ ề ⅞ԍϢȼȼᵛ… ҠѿὍϯ

ȲẔ …Ϛ ֻֻ ȴò (Frontline staff) 

 

(c) On the organisational level, interviewed staff observed certain changes in the atmosphere or 

culture of the RCHE that they were working in. For instance, staffôs awareness on residentôs 

autonomy was raised after joining the HKAG programme. Moreover, they observed that staff 

had become more proactive in engaging frail residents and family members in discussing AD 

and their wishes. Some suggested that RCHE staff-family communication had been 

strengthened while others observed enhanced teamwork after the introduction of the 

programme. 

 

ñv …Ẕ …ề …ֻ Ȳ֝ ֪Ɫ Ғ х ᴞѻἤᵴȲѿ›Ҡ …

… ⇔ ᵴȲἨ῏֢ ȴᵀϚ хềȲᵛ… Ҡѿֻᴞѻ ҟḟ

ứᴞАᵛ… ẃ ȲἨ῏צ ₔї ᶺ כ Ẕ …Ҡѿ ẞềϚ

ȴò (Professional staff) 

 

ñ֝ ứ ֫ Ȳ Ӽ ҠѿҒ ֝⅞ԍϢ Ȳ֝ ứ checkΌ

ᵛ… х ᾓềȲẔ Ӽ Ҡѿᵛ…҆ẞ party  ȼ ΌềϚ  ῏

ֵ Ȳ֝ ȴò (Professional staff) 
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ñT …ᴖ so farᶺ ֵ ȲẔ Є … ὢ Ȳᵛ…  ῏… ὢ

Ȳ ᶺ Є ȼȼ֝ ֻ֥ᵂᶠẔ Є Ȳᵛ… צ case Ȳ צֽ

caseṛ Ȳ ṛϤ Ȳ ֽ say byebyeᵴ ȲἬѿᶺ Ẕ

ֻȴò(Frontline staff) 

 

ñᴖ ềᶺ ᾿ Ȳᵛ…ᴔϢ …ԇ… sound mind Ȳ …Ҡѿḟứ ềȲᶺ

ᶶ֝ ADᵴȴò(Professional staff) 

 

(d) Regarding the collaboration with HKAG team, interviewed RCHE staff generally perceived 

strong support from the HKAG EOL team regarding nursing care and communication with 

family members of residents. This kind of support was usually described by the interviewed 

staff as ñextra helpò. 

 

ñ (ׄ )֝ ῟ ϱȲ֝ Ѡ צ ᵗȴ֪Ɫֵֻ Ӊ ֝

Ȳ ֝ Ȳ ẞᶺ ̾ ȴò (Frontline staff) 

 

ñϱצװ ᶺ῀ȼ Ớ Ȳ …ֻ ᵓȲ ֻ Ȳ …

ֻֻȲἨ῏ Ѡ ֻֻȴἬѿᶺ֮ ֥ ϱ ѩ ò (Frontline staff) 

 

Perceived challenges in the implementation of EoLC in RCHEs 

 

Notwithstanding the benefits the programme brought, interviewed staff perceived various 

challenges for them to implement EoLC in RCHEs. Below are two core challenges that they 

mentioned. 

 

(a) Interviewed staff, particularly frontline and professional staff, expressed needs for more 

practical skills training and personal coaching in order to foster their confidence in providing 

direct care to EoL residents in the nursing home setting. 

 

ñ ֽᵃ ȼ ֽᶺ Ớ ẞȲ ᵛ… practical ᶺҟ Ȳ

῀ ò (Frontline staff) 

 

ñ ӣ ȴᵀᶾҾҠ ѩ ѥѽȲἬѿ ֵюю ȴҠѿ ềѠ ԛҒ Ȳᵛ

…ᵃ Ϣ ⇔ȴ… ȲềѠ ẁֵ supportò (Frontline staff) 

 

(b) Staff from different ranks had different views on the handling of critical situations. While there 

was no mention on the role of each party in decision making when handling critical situation, 

for instance whether to send residents to hospital or not, frontline staff believed that residents 

would stay in the RCHEs once they were enrolled to the service, whereas professional staff 
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and managerial staff perceived that making this decision is still a challenge to them, and they 

need a concrete guideline to follow in handling these critical situations. 

 

ñЛ Ҡ צ ᵛ… ḟứề Ȳ Ғ ׄ ֯ ῟ хȲ צ

ὢ ȲҠ ᶺ …₆ … ҟ ềȲᶺ ֵϚ ȴᵛ…֪Ɫ֝

ׄ Ớ ϭ ȼ…₆ᵛ… Ἠ῏Ϥׄ Ἢȼȼ ╓іᶺ

ȴᵛ…ֽὨצХ point ԇ Ϯ Ȳ Ҡ … Ϥề ׄ Ἢ

ȴᵛ… ֝ П ᶺ ֵ Ϛ Ȳ… ȴò(Professional staff) 

 

ñֽ Ὠ Join ׄ ȲБ ῟⇔ ѷȲἨ῏ ẞ ∟ϚẘԒ Ȳ ч

ᴖᶺ ϯϚḔ… ֵֻȴ ד ֮…Ѡ― ᶺ Џᵂ ò 

(Frontline staff) 

 

ñ֝ Ṷ צ ╠ їȴ …Ὠ ᵺ ềȲֻ critical …Ȳᶺ כ

֝ṶȲᶺ clinicalȳἨ῏ professional staffȲẔ Ἦ ȴ ᴩ›ҟȲ

ֻ judgeẞ ᴔϢ ᾭᾓȲҟ ứ їȴ › ֝Ṷ ҟ ò 

(Superintendent) 

 

It should be noted that these interviews were conducted between mid-2017 and April 2018 so that 

it might fall short of presenting the latest scenarios of the programme implementation at the Project 

end. Indeed, these findings were discussed with HKAG shortly after the completion of interviews. 

It was noted that HKAG had also been developing new strategies in helping RCHEs with the 

identified challenges. 
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2.2.6 Key Performance Achievements 

Table 2.15 and Table 2.16 show the beneficiaries and key performance achievements of HKAG 

capacity building programme in RCHEs. Overall, the results suggested that the capacity building 

programme had achieved the targeted performance. 

 

Table 2.15 Outputs of HKAG capacity building programme in RCHEs 

  Actual output up to Dec 

31, 2018 

Achievements 

Number of participated homes 36 100% achieved 

Number of professional and frontline staff 

trained 

2256 113.9% achieved 

 

Table 2.16 Key performance achievements of HKAG capacity building programme in RCHEs 

 Key Performance 

Indicators 

Performance of HKAG capacity building programme 

in RCHEs 7 

Achievements8 

1 Health care 

professional of different 

levels will have a 10% 

increase in sense of 

competence in EoLC 

Changes in EoLC competences between 

programme start and two years after programme 

implementation among all RCHE staff (p.34) 

¶ RCHE staff participating in the HKAG 

programme reported a 12.2% increase in 

competence two years after enrolled in the 

programme 

122% 

achieved  

 

 

 

2.2.7 Lessons Learned and Future Plan 

The current findings supported the effectiveness of HKAG programme in improving the RCHEsô 

performance in palliative care, EoLC and postmortem care provision. Moreover, RCHEs staff who 

had received EoLC training in the HKAG programme reported significantly increased willingness, 

competence, and resilience to deliver EoLC at nursing home level. These improvements were 

evident a year after joining the HKAG programme, and were maintained over two years after 

joining the programme. Evaluation on EoLC knowledge gained also suggested that the training 

was effective in improving RCHE staffôs understanding on EoLC. However, continuous support 

including boosting sessions or clinical coaching might be needed to maintain the knowledge 

acquisition among staff. The results from the focus groups and in-depth interviews concurred with 

the quantitative findings that RCHEs staff perceived benefits brought about by the HKAG 

programme on various levels ï on staff (enhanced knowledge, competences and values in EoLC), 

on patients and families (increased quality family time and reduced hospitalisation), and on the 

RCHEs as a whole (integration of EoLC values in elder care, enhanced respect for residentsô 

autonomy, improved communication on elder care and with family members). Overall, they found 

the programme meaningful but they expressed needs for more clinical coaching and practical skills 

                                                
7 All % changes were calculated by the formula: (new values ï old values)/old values. 
8 KPI achievements were calculated by: % changes in the KPI obtained/targeted % changes 
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training in order to provide direct care to dying residents and handle crisis more confidently. New 

measures to reinforce knowledge and skills acquisition are needed. 

 

Informed by the phase I evaluation, the future plan of the HKAG capacity building programme in 

the next 3 years are summarised below: 

¶ Extending the EoLC service to 12 more RCHEs, altogether 48 RCHEs; 

¶ Establishing a validated quality standard to develop an accreditation tool on quality of EoLC 

in RCHEs; 

¶ The tailored EoLC training programmes had been effective and gained high regard from 

RCHE staff. The training programmes will be offered to RCHEs that newly joined the 

programme; and 

¶ Developing and delivering advanced EoLC training programmes for staff participating in the 

programme. 
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3. RESIDENTS AND FAMILIES IN 

RESIDENTIAL CARE HOMES FOR THE 

ELDERLY  

 

3.1 Programme Descriptions 

The background of the HKAG EoLC programme in the RCHEs has been introduced in Chapter 2. 

The HKAG programme is primarily a capacity building programme with an aim to upskill RCHEs 

staff to provide EoLC. Apart from the two goals mentioned in Chapter 2, the HKAG programme 

also aims to improve the quality of life and reduce medical service utilisation of frail residents in 

the RCHEs who are facing the end of life. This chapter reports the evaluation findings on the 

effectiveness of the HKAG programme in achieving this goal. 

 

In order to reach this goal, the HKAG established a District-based Professional support team (EoL 

Team) which formed by EoL Team Nurse and Social Worker to support EoLC implementation in 

RCHEs. The EoL Team provided regular visits to RCHEs, provide coaching to RCHE staff and 

assisted them to follow a standardized EoLC protocol that was developed by HKAG to guide the 

EoLC service in RCHE. Concretely, one EoL Team Nurse was designed to serve 4 RCHEs, 

whereas one EoL Team Social Worker served 12 RCHEs. They provide assessment and counseling 

to residents and their family members, and enhance community with the medical team, and support 

front line and professional staff of RCHEs in delivery of palliative and EoL care. 

 

Moreover, a comfortable EoLC Room furnished with home-like environment and necessary 

medical equipment was prepared in each RCHE. Apart from routine care provided according to 

protocol, individualized care of residents in final days, supported by EoL nurse, private 

Geriatricians and private night nurse 24 hours a day was also provided to RCHEs. The EoL Team 

did not provide service on their own, they collaborated with the RCHE staff, and the CGATs and 

the parent medical team in hospitals. The project co-operated with the respective regional hospitals 

and six CGATs of the Hospital Authority in Kowloon East Cluster, Kowloon Central Cluster and 

Kowloon West Cluster to provide professional medical support to the residents in participating 

RCHEs. 

 

Apart from EoLC, the HKAG programme also promoted Advance Directives (AD) and Advance 

Care Planning (ACP) in the RCHEs. They promoted AD to residents with a sound mind, and 

promoted discussion of ACP to family members of residents with advanced dementia. Starting 

from the 3rd year of the programme, the EoL service was extended to elderly participants with life 
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limiting conditions who might benefit from early identification and early engagement in ACP. 

This change was made because it was found that family members usually need much time to reach 

a consensus on the EoLC choice of residents. These participants were in ñengagement stageò but 

not yet in EoLC services. 

 

By the end of December 2018, the HKAG programme has served 384 residents, including those 

admitted to EoLC and those in the ñengagement stageò. The programme has also benefited more 

than 2,000 family members. The EoL Team has conducted more than 1,100 visits for ACP, above 

5,000 times of visits for symptom management, more than 4,800 sessions of counselling, and more 

than 2,800 times of psychosocial support to family members. 

 

3.2 Evaluation Framework 

In order to evaluate the patients and family caregiversô outcomes and impacts in the HKAG EoLC 

programme in RCHEs, a quantitative study was used. Figure 3.1 showed the study design of the 

evaluation. 

3.2.1 Outcomes 

Two different packages of clinical assessment tools were designed for residents with dementia and 

those without dementia respectively. For residents with dementia, Symptom management at the 

Figure 3.1 Evaluation framework on RCHE residents and family 

caregivers enrolled to the HKAG end-of-life care programme in RCHEs 
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end-of-life in dementia scale (SM-EOLD)9  was used to measure symptoms, while Bedford 

Alzheimeôs Nursing Severity-Subscale (BANS-S)10 was used to assess residentsô severity of 

dementia. For residents without dementia, symptom severity was measured with Edmonton 

Symptom Assessment Scale (ESAS)11 while functional level was assessed with the Barthel 

Index12. For evaluation purpose, the HKU research team collected two time points of data, with 

the first one being service intake (T0) and the second one after receiving service for 6 months (T1). 

A 6-month interval was chosen because the functional assessments (i.e. BANS-S and BI) were 

conducted at a half-year interval, so that data on all assessments would be available only at a half-

year interval. It should be noted that physical function is not considered an outcome indicator but 

a control variable instead. It serves to reflect the impacts of course of disease on the residents 

across time. The EoLC aims to reduce distressing symptoms but it is unrealistic to expect the 

interventions will improve physical function among a group of severely dependent older adults 

who are dying. Regarding family members, the modified Chinese version caregiver strain 

inventory (C-M-CSI) was adopted. Assessment time points were at service intake (T0) and after 6 

months of service (T1). Table 3.1 showed an overview of the assessment tools. 

 

Table 3.1 Measurements used in the evaluation of HKAG EoLC in RCHEs 

 Residents with dementia Residents without dementia 

Outcome on 

residents 

Symptom Management at the End-of-Life 

in Dementia Scale (SM-EOLD) [0-45] 

¶ Higher scores the better the symptoms 

are being controlled 

Edmonton Symptom Assessment Scale (ESAS) 

[0-80] 

¶ Lower scores fewer symptoms 

Control 

variable 

Bedford Alzheimerôs Nursing Severity-

Subscale (BANS-S) [7-28] 

¶ Higher scores poorer the function 

Barthel Index (BI) [0-100] 

¶ 0-2 Totally dependent; 21-60 Severely 

dependent; 61-90 moderately dependent; 91-

99 Slightly dependent; 100 Totally 

independent 

 Family caregivers 

Outcome on 

caregivers 

C-M-CSI [0-26] 

Higher scores more caregiving stress 

3.2.2 Impacts 

In order to evaluate the impacts, the medical service utilisation of deceased residents in HKAG 

programme in their last 3 months of life was compared to that of deceased end-of-life patients in 

2015 in Hong Kong collected from the Hospital Authority. The originality of HA data will be 

further explained in Chapter 4 (section 4.2). Specifically, the number of hospital beddays and A&E 

admission were compared. It is believed that the programme would reduce hospital admission of 

EoL residents. 

                                                
9 Volicer, L., Hurley, A. C., & Blasi, Z. V. (2001). Scales for Evaluation of End-of-Life Care in Dementia. Alzheimer Diseases 

and Associated Disorders, 15 (4), 194-200. 
10 Volicer, L., Hurley, A. C., Lathi, D. C., Kowall, N. W. (1994). Measurement of severity in advanced Alzheimerôs disease. 

Journal of Gerontology, 49, M223-M226. 
11 Bruera, E., Kuehn, N., Miller, M., Selmser, P., & Macmillan, K. (1991). The Edmonton Symptom Assessment System (ESAS): 

a simple method for the assessment of palliative care patients. Journal of Palliative Care, 7, 6ï9. 
12 Mahoney, F. I., & Barthel, D. (1965). Functional evaluation: the Barthel Index. Maryland State Medical Journal, 14, 56-61. 
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3.3 The Sample 

3.3.1 Demographics 

Between 2016 July and 2018 December, data on 158 cases admitted to the HKAG EoLC 

programme were submitted to HKU. These participants were enrolled to the EoLC services of the 

programme (not engagement stage), and were recruited from 33 different RCHEs. The number of 

participant(s) recruited by each of these RCHEs ranged between 1 to 18. Table 3.2 summarised 

the demographics of the participants and their family caregiver.  

 

Table 3.2. Demographics of RCHE residents and family caregivers in HKAG EoLC programme 

 Freq. (%)/Mean (SD) 

Residents (participants) 158 

       Age 90.3 (8.15) 

       Gender (Male) 32 (20.3%) 

       Religion  

             No religion 74 (46.8%) 

             Christian 32 (20.3%) 

             Catholics 16 (10.1%) 

             Daoist 10 (6.3%) 

             Buddhists 16 (10.1%) 

             Traditional Chinese folks 17 (10.8%) 

Education  

            Illiterate 69 (43.7%) 

            Have received education 38 (24.1%) 

            Primary school 21 (13.3%) 

            Secondary school 14 (8.9%) 

            Tertiary education or above 1 (0.6%) 

Marital Status (8 missings)  

           Widowed 110 (69.6%) 

            Married 31 (19.6%) 

            Single  8 (5.1%) 

Financial source (Major) (17 missings)  

           Family support 39 (24.7%) 

           Pension 3 (1.9%) 

           Savings 1 (0.6%) 

           Old age allowance 19 (12%) 

           Disability allowance 12 (7.6%) 

           CSSA 67 (42.4%) 

      Dementia (Yes) 131 (82.9%) 

Family Caregivers 158 

      Age (58 missing) 57.13 (12) 

      Gender (Male) 16 (23.2%) 

      Frequency of visiting the resident per week (10 missings) 3.14 (2.419) 

      Relationship with the resident (5 missings)  

             Adult child 111 (70.3%) 
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             Relatives (Mostly niece/nephew/adopted child etc.) 20 (12.7%) 

             Spouse 9 (5.7%) 

             Daughter/Son-in-law 8 (5.1%) 

             Grandchild 3 (1.9%) 

             Sibling 1 (0.6%) 

             Friend 1 (0.6%) 

 

Overall, the mean age of 158 residents was 90.3 (8.15) years-old, with majority of them being 

female (79.7%), and over two-thirds are widowed. Regarding major source of finance, over 40% 

were relying on CSSA, followed by receiving family financial support (24.7%), old age allowance 

(12%), and disability allowance (7.6%). Not surprisingly, majority (82.9%) of these residents were 

suffering from dementia. 

 

There are considerable amount of missing data regarding the age of family caregivers. 

Nonetheless, the relationship of these caregivers with the participant suggested that over 70% were 

adult child of the elderly participants. It is legitimate to assume that majority of these caregivers 

are in their middle age. The mean frequency of visit by the caregivers is 3.14 (2.419) times per 

week. Indeed, among the 148 responses, only 13 (8.8%) replied none regarding their frequency of 

visit per week, while all other family members visited the participant at least once in a week. 

 

3.3.2 Disease groups 

Figure 3.2. Major diagnosis (N=158) 

 

Hypertension (N=75, 47%) was the most common major diagnosis received by the residents, 

followed by cancer (N=45, 28%) and heart diseases (N=18, 11%) (Figure 3.2). Majority of the 

residents were suffering from comorbidities, among them, 130 (82.3%) were diagnosed with 3 

diseases, 19 (12%) with 2 diseases, and only 6 (3.8%) reported single major diagnosis. Those who 

died (N=86) also had hypertension as major diagnosis (47.7%), followed by cancer (33.7%), and 
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heart disease (11.6%). The disease distribution was similar among residents who have already 

passed away and those who were still alive by December 31, 2018. 

3.3.3 Service duration 

Up to December 31, 2018, 86 residents have passed away, the mean service duration was 4.99 

(5.646) months. When all participants are considered, the mean service duration up to December 

31, 2018 for all 158 participants was 6.79 (6.350) months13. The range of service duration was 

between 0.07 and 28.33 months. 

3.3.4 Assessment completion rate 

Among participants with dementia (N=131), 60 (45.8%) were able to complete both the intake 

assessment (T0) the assessment after 6 months (T1). Regarding participants without dementia 

(N=27), only 13 (48.1%) were able to complete the assessment after 6 months (T1), either fully 

completed or partially completed.  

 

3.4 Key findings 

3.4.1 Baseline results 

In order to understand the conditions of residents by the time of programme admission, the baseline 

results of all participants were shown in Table 3.3. Not surprisingly, the baseline results on BI and 

BANSS both suggested that the participants were severely dependent. Regarding baseline 

symptom severity, the findings on ESAS and SMEOLD suggested that the admitted residents did 

face certain degree of distressing symptoms. When it comes to family caregivers, they were found 

to report relatively low caregiver strain (mean=2.98) when compared to their counterpart in the 

community (mean=12.28, in section 4.3.5). Although these caregivers had frequent contact with 

the residents (around 3 days per week), due to the fact that most physical care and IADL support 

were provided by RCHEs staff, certain items in the C-M-CSI might have become irrelevant to this 

group of caregivers. 

 

Table 3.3. Baseline results of RCHE residents and their family caregivers 

 N Freq. (%)/Mean (SD) 

BI(0-100) 26 35.77 (29.110) 

ESAS (0-80) 25 20.88 (14.669) 

BANSS (7-28) 131 22.13 (2.952) 

SMEOLD (0-45) 102 40.47 (6.424) 

Caregiver strain Index (0-26) 153 2.98 (3.716) 

                                                
13 Service duration for deceased duration was calculated by death date ï case start date, whereas the formula for active cases is Dec 31, 2018 ï 
case start date. 
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3.4.2 Changes in residents with dementia 

Figure 3.3 shows the changes in symptoms and physical functions of residents with dementia 

between service intake and after 6 months of service. Although 60 residents have received two 

times of assessments, due to missing data, the total number of cases varies across indicators. The 

findings suggested that residents with dementia experienced a significant improvement in overall 

symptom score by 8% as measured with SMEOLD (p<.01). When individual symptoms were 

examined, residents showed significant improvements in shortness of breath, depression, and 

agitation (p<.05 to p<.01). There were also marginally significant improvements in calmness, 

anxiety and resistiveness to care. Regarding objective physical function assessed with BANSS, 

there was no significant change observed. Residentsô functional performance remained poor 

(22.56/28 at 6 months) but almost the same as baseline (22.62).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

ap<.1; *p<.05; ** p<.01 

Figure. 3.3 Changes in outcomes among RCHE residents who were suffering from 

dementia after 6 months 
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3.4.3 Changes in participants without dementia 

Figure 3.4 shows the changes in symptoms and physical functions of residents without dementia. 

The findings suggested that, after 6 months in service, residents without dementia reported a 

significant reduction in overall symptom score by 47% as measured with ESAS (p<.05). When 

individual symptoms were examined, residents showed significant reduction in pain and sadness 

(p<.05). Regarding objective physical function assessed with BI, there was also a significant 

reduction after 6 months, suggesting residentsô physical function deteriorated significantly. These 

findings suggested that while these residents were approaching death and experiencing significant 

deterioration in their functional performance, their distressing symptoms, particularly pain and 

sadness, were successfully controlled under the services of the HKAG programme. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Figure. 3.4 Changes in outcomes after 6 months among RCHE residents who 

were not suffering from dementia 

 

*p<.05 
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3.4.4 Changes in family caregivers 

For family caregivers, 57 of them completed both intake assessment and T1 assessment upon 6 

months in service. Caregivers experience marginally significant reduction in their caregiver strain 

(p=.055) (Figure 3.5). A 14.2% of reduction in caregiver strain was recorded. 

 

 

 

 

 

 

 

 

 

 

 

 

 

3.4.5 Impacts 

Up to December 31, 2018, 37 deceased residents had retrievable data on medical service utili sation 

in the last 3 months of life. A comparison of their medical service utilisation with CDM sample 

suggested that deceased residents in the HKAG programme had 13.25 fewer hospital beddays and 

0.33 fewer A&E attendances (Figure 3.6). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure. 3.6  Comparison on medical service utilisation in the last 3 months of life 

between deceased residents in HKAG programme and the CDM sample 

Figure. 3.5 Changes in caregiver strain after 6 months 

ap<.1 
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Further to the findings above, medical cost saved among these 37 deceased patients was 

estimated with the following equation 14:  

 

╜▄▀░╬╪■ ╬▫▼◄ ▼╪○▄▀ ╫◐  ▀▄╬▄╪▼▄▀ ▬╪◄░▄▪◄▼ ░▪ ◄▐▄ ╗╚═╖ ╔▫╛╒ ▬►▫▌►╪□□▄ ░▪ ╡╒╗╔▼ 

ὧέίὸ ίὥὺὩὨ Ὢὶέά ὶὩὨόὧὩὨ ὒὕὛ ὥὧόὸὩ Ǫ ὧέὲὺὥὰὩίὧὩ 

 ὧέίὸ ίὥὺὩὨ Ὢὶέά ὶὩὨόὧὩὨ ὃǪὉ ὥὸὸὩὲὨὥὲὧὩ 

ρσȢςυτȟωυππȢσσρȟσωπσχ 

ȟ ȟ  

 

Table 3.4 further shows the estimated total medical cost saved by the HKAG programme by 

extrapolating the medical cost saved to all 384 participants served by the programme. The potential 

medical cost saved if the services were provided to all RCHE residents with EoL issues who may 

choose to receive EoLC, was also estimated. The estimated medical cost saved by all 384 RCHE 

residents in the HKAG programme was 25.4 million (HKD 25,361,741). The programme might 

save HKD 449 million medical cost if made territory-wide. 

 

Table 3.4 Estimated medical cost saved by the HKAG EoLC programme in RCHEs 

 (A) (B) (C) 

 Medical cost 

saved per 

participant 

in the HKAG 

EoLC 

programme 

in RCHEs 

Projected 

medical cost 

saved by the 

programme 

 

¶ Extrapolating 

the findings 

from 37 

patients to all 

384 patients 

in the 

programmes  

 

Potential medical cost saved if the 

programme was provided in Hong 

Kong territory -wide 

 

Assumptions: 

¶ 46,000 deaths/year in 2016 

¶ 30,000 deaths among older adults 

caused by cancer or chronic diseases 

¶ 21,000 (70% of above) requires EOL 

care per WHO 15 

¶ 17,000 (>80%) choose EOL care per 

JCECC public survey 

¶ 6,800 (40%) were elderly home EOL 

patients 

Formula 52,696,493/37 (A)í384 (A) í6,800 

Estimated 

cost saved 

HK$ 66,046 HK$ 25,361,741 

25.4 million 

HK$ 449,112,800 

449 million 

                                                
14 The medical cost saved by the 221 deceased patients was estimated by the differences in LOS, A&E attendance, and ICU 

beddays between the 221 deceased JCECC service users and the CDM sample multiplied by cost per patient day in acute & 

convalesce ward, cost per A&E attendance, and cost per patient day in ICU. The costs for acute & convalesce ward and A&E 

attendance stated in HA Annual Report 2017-2018 were taken as references 

(http://www.ha.org.hk/ho/corpcomm/AR201718/eBook/en/index.html#p=212), whereas the charge on intensive care unit (ICU) 

per day for non-eligible person in 2018, which is 24,400, was assumed to be the cost of ICU per patient day 

(http://www.ha.org.hk/visitor/fees_and_charges.asp?lang=ENG). 
15 World Health Organization (2014). Global atlas of palliative care at the end-of-life. London: Worldwide Palliative Care 

Alliance. 

http://www.ha.org.hk/ho/corpcomm/AR201718/eBook/en/index.html#p=212
http://www.ha.org.hk/visitor/fees_and_charges.asp?lang=ENG
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3.5 Key Performance Achievements  

As mentioned previously, the HKAG programme has reached 384 residents with EOL issues 

(Table 3.5). The number of elderly beneficiaries did not meet the target because it was found 

that much time was generally needed by family members to agree on the decision to participate 

in the EoL service. Often, the chance to receive EoLC service was missed as the condition of the 

resident further deteriorated. To tackle this challenge, the programme has extended the service to 

elderly participants with life limiting conditions who might benefited from early identification 

and communication on ACP. Regarding key performance indicator achievements, the HKAG 

programme were able to achieve all of the key performance indicators (KPIs) (Table 3.6). 

Indeed, the outcomes greatly exceeded the target set in the key performance indicators, which 

had been set at a relatively conservative level at the beginning of phase I Project. In phase II 

Project, the target in KPIs can be adjusted to gauge a meaningful level of achievements. 

 

Table 3.5 Outputs of HKAG EoLC programme in RCHEs 

 Actual output up to Dec 

31, 2018 

Achievements 

Number of participating elderly 384 86.5% achieved 

 

Table 3.6 Key performance indicator achievements of HKAG EoLC programme in RCHEs 

 Key Performance 

Indicators 

Performance of HKAG EoLC programme in RCHEs 
16 

Achievements17 

1 A 5% increase in 

quality of life of 

patients 

Changes in symptoms of residents between service 

intake and 6 months after service 

¶ Residents with dementia showed 8% 

improvements in symptoms (p.49) while residents 

without dementia showed 47% improvements in 

symptoms (p.50). With a consideration that 

residents with dementia constituted 80% of 

HKAG programme participants, weighting 

factors of 0.8 and 0.2 were applied to the changes 

in residents with dementia and those without 

respectively. The weighted average obtained is 

15.8%. 

316% achieved  

 

 

2 A 5% increase in 

quality of life of family 

caregivers 

Reduction in family caregiver strain between 

service intake and 6 months after service 

¶ Family caregivers reported 14.2% of reduction in 

caregiver strain after 6 months in service (p.51) 

284% achieved 

3 Reduction of 2 days of 

hospitalisation as well 

as 5% A&E  

admission in the last 3 

months for patients 

receiving the services. 

The reduction in hospital service utilisation in the 

last 3 months of life compared to CDM data 

¶ Deceased residents in the HKAG programme 

showed a reduction of 13.25 (45.8% reduced) 

hospital beddays and 18.4% reduction in A&E 

admission in the last 3 months of life (p.51) 

345% achieved 

                                                
16 All % changes were calculated by the formula: (new values ï old values)/old values. 
17 KPI achievements were calculated by: % changes in the KPI obtained/targeted % changes 
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3.6 Learnings and Implications 

3.6.1 Effective in promoting quality of life of RCHE residents facing EoL issues 

The findings proved that the HKAG EoLC progamme in RCHEs was effective in improving the 

quality of life of residents with EoL issues. From the findings on both residents with dementia and 

those with a sound mind, significant improvements were reported in both physical distresses and 

certain psychological symptoms such as sadness and anxiety (8% reduction among residents with 

dementia, and 47% reduction among residents with normal cognitive ability). The sample size of 

non-demented residents might be too small to allow broad generalization of the findings, however, 

given that these residents provided direct responses to the assessments, the results generated from 

them have the advantage of being objective. It did provide strong support to the efficacy of service 

in relieving both physical and psychological distresses of the residents in face of significant 

deterioration in physical function. Regarding family caregivers, findings suggested a desirable 

change in their caregiver strain as measured by the Chinese modified caregiver strain index (C-M-

CSI). The change was marginally significant. The irrelevant items in C-M-CSI in the caregiving 

context for family caregivers in RCHEs might have limited the sensitivity of the measurement. 

3.6.2 Effective in reducing unnecessary medical service utilisation 

The HKAG programme was also found to be effective in reducing unnecessary medical service 

utili sation of residents in their last 3 months of life. A reduction of 13.25 beddays in acute and 

convalesce wards, and 0.33 times of A&E admission per patient were recorded. When 

extrapolating this to all 384 residents in the HKAG programme, the programme was estimated to 

have reduced the use of hospital beds by 5088 days, and A&E by 126.7 times, while the involved 

medical cost reduced would be 25.4 million. It was estimated that the programme would save HKD 

449 million medical cost if made territory-wide. One limitation in using the CDM data to compare 

with the findings from HKAG programme should be noted. As we were unable to identify RCHE 

residents from the CDM sample, the CDM data involves both patients residing in the community 

and those from RCHEs, with a high possibility that the former being more representative. 

Nonetheless, the finding of reduced hospitalisation echoed with the observations of RCHE staff 

who were interviewed in our qualitative study (Chapter 2). 

3.6.3 Future plan 

Similar to the future plan mentioned in Section 2.2.7, the HKAG programme would be extended 

to 12 more RCHEs, althougther 48 RCHEs in order to benefit more RCHEs and their residents. 

They will also pilot the implementation of Distict-based EOL care operation model to support 

EoLC in RCHEs in the same district. Moreover, HKAG will engage Hospital Authority to develop 

an agreed communication flow and collaboration model with medical teams and CGATs from 

hospital in order to provide seamless care to residents in end of life. 
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However, since the HKAG EoLC programme in RCHEs is a complex intervention that involve 

multiple parties providing different aspects of support during the service period (e.g. HKAG team, 

RCHEs staff, and CGATs), a mixed-method research was suggested in order to investigate the 

outcomes, process, and impacts of the programme more thoughtfully. In phase II project, the 

following advancements in evaluation framework on HKAG programme were recommended to 

improve the rigor of the evaluation:  

 

1. Aligning core outcome measures and time frame on collecting medical service utilisation data 

between the community-based EoLC programmes and the HKAG programme to allow 

meaningful comparison; 

2. Collecting service records to understand service delivery process, allow exploration of 

effective service components, and estimate the professional input per case; 

3. Conducting satisfaction survey with residents and family caregivers; 

4. Conducting in-depth interviews with residents and family caregivers to solicit in-depth 

information on service experiences. 
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4. PATIENTS & FAMILIES  IN THE  

COMMUNITY  

4.1 Programme Descriptions 

Four NGO partners in the JCECC project, including St Jamesô Settlement (SJS), Haven of 

Hope Christian Service (HOH), Hong Kong Society for Rehabilitation (HKSR), and S.K.H. 

Holy Carpenter Church District Elderly Community Centre (HCCDECC), developed four 

discrete innovative community-based end-of-life care (EoLC) models. These models of care 

serve patients aged at least 60 years of age, who have been diagnosed with an incurable disease, 

and who have a prognosis of six months or less. The common features of all service models 

are the strong medical social collaboration where each NGO collaborates with one or more 

public hospital(s) in serving the patients and their family members, and an emphasis on psycho-

social care, family care, and respect for choice and autonomy. The common care components 

and service components specific to each service model were summarized in Table 4.1. In short, 

there are six common foci for all four models: (1) Practical support, (2) symptom management, 

(3) psychosocial-spiritual care, (4) Family communication, (5) end-of-life decision making, 

and (6) bereavement care. Further details on the service components in each service model will 

be elaborated in the by programme section (section 4.6). 

 

Table 4.1  NGO Innovative community EoLC service models 

 SJS HOH HKSR HCCDECC 

Programme Cheering@Home 

End-of-Life Care 

Services 

Hospice at Home ñLife Rainbowò 

End-of-Life Care 

Services 

ñHospice in 

Familyò Home 

Care Support 

Services 

Service Model Family capacity 

building model 

Enhanced 

community-based 

health care model 

Non-cancer 

patient capacity 

building mode 

Community 

capacity 

building model 

Common care 

components 

Practical support, symptom management, psycho-social spiritual care, 

communication, end-of-life decision making, bereavement care 

Special 

interventions 

· Family approach 

· Cheering 

activities with an 

objective to bring 

happiness, bliss 

and joy to 

patients and 

caregivers at 

home 

· strong nursing 

support and 

personal care in 

home 

environment 

· strong focus on 

advance care 

planning 

· EoLC for non-

cancer patients 

at home 

· Empowering 

patients and 

family in 

symptom self-

management 

skills 

· Volunteer as 

life companion 

closely 

supported by 

case manager  

· Regular case 

conference 

with palliative 

care team 
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4.2 Evaluation Framework 

There are three overarching objectives of this evaluation: 

1) To evaluate the effectiveness of the four service models as a whole, in terms of outcomes 

and longer-term impacts; 

2) To identify effective intervention components by evaluating individual model; 

3) To consolidate a unified community EoLC model based on the evidence generated from 

the evaluation. 

 

To achieve these objectives, a common evaluation framework has been developed and applied 

across the four models (Figure 4.1). Two levels of evaluation were carried out: outcome 

assessment and impact assessment. Outcomes are immediate effects of the service models on 

patients and family caregivers. On the other hand, impacts are the distal effects of the services. 

It is expected that the service models will help reduce unnecessary medical service utilisation 

of patients and thus affect the cost in medical care in the long run. To capture outcomes which 

may otherwise be missed in a purely quantitative approach, mixed-methods study design was 

adopted in this evaluation. Patients and caregivers were selected with systematic sampling 

method for in-depth interview. 

 

Figure 4.1 Evaluation framework on the NGO community EoLC models 
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4.2.1 Outcomes 

There are two levels of outcomes: objective outcomes and subjective outcomes.  

 

Objective outcomes were assessed with a pre-post-followup clinical assessment conducted on 

patients and caregivers using standardised measurements. Quality of life of patients, and 

caregiver strains, family relationship, and grief of family caregivers were assessed. The 

Integrated Palliative Care Outcomes Scale (IPOS) was used to measure the physical symptoms, 

emotion, practical concerns, perceived family anxiety, barriers in sharing feelings with family 

members, and information needs of patients. Regarding family members, the Chinese modified 

Caregiver strain Index (C-M-CSI)18, a single item on perceived intimacy with patient, and the 

Chinese Inventory of Complicated Grief (ICG)19 were used to measure the expected direct 

outcomes on caregivers. Moreover, as a generic outcome on caregivers, the holistic well-being 

of caregiver was assessed using the 4-item integrated-body-mind-spirit scale. This scale 

measures caregiversô self-perceived physical health, emotional health, life satisfaction, and 

spiritual health. Apart from these outcomes, demographic information of patients and family 

caregivers were collected at baseline. In addition, caregiving conditions including the number 

of hours per week that caregivers provided care to patients, caregiverôs satisfaction towards 

support from other family members on caregiving, and caregiverôs perceived financial strain 

were collected as control variables. Both patients and family members were assessed at three 

time points. For patients, at service intake (T0), 1 month after service (T1), and 3 months after 

service (T2). For family members, at service intake (T0), 3 months after service (T1), and 2 

months after patientôs death (T2). Table 4.2 maps the service foci with the respective objective 

outcome assessments. It should be noted that only five foci could be mapped with the items in 

the objective outcome assessment, while end-of-life decision making was assessed with an item 

in subjective assessment. 

 

Table 4.2. Service foci and corresponding objective outcome assessments 

Service foci Objective Outcome Assessments 

Patients Family caregivers 

Practical support Practical concerns (IPOS) 

Information needs (IPOS) 

Caregiver Strain Index       

(C-M-CSI) 

Symptom 

management 

Physical symptoms (IPOS) -- 

Psycho-social spiritual 

care 

Depression (IPOS) 

Anxiety (IPOS) 

Not at peace (IPOS) 

Family anxiety (IPOS) 

Integrated body-mind-spiritual 

wellbeing (IBMS) 

Family 

communication 

Sharing of feelings (IPOS) Intimacy with patient 

End-of-life decision 

making 

Single-item on satisfaction with discussion  

on care plan in the subjective outcome 

Bereavement care -- Inventory of Complicated 

Grief (ICG) 

                                                
18 Chan, W. C. H., Chan, C. L. F., & Suen, M. (2013). Validation of the Chinese version of the Modified Caregivers Strain 

Index among Hong Kong caregivers: An initiative of medical social workers. Health & Social Work, 38(4), 214 ï 221. Doi: 

10.1093/hsw/hlt021 
19 Tang, S. & Chow, A. Y. M. (2017). How do risk factors affect bereavement outcomes in later life? An exploration of the 

mediating role of dual process coping. Psychiatry Research, 255, 297-303. 
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Subjective outcomes refer to satisfaction of patients and family members towards services and 

their experiences with the services. Satisfaction surveys and in-depth interviews with patients 

and family members were conducted independently by the HKU research team through phone 

and face-to-face interviews respectively. All patients and family members were invited to 

participate to satisfaction survey with the help of NGO partners. Patient survey was conducted 

3 months after service, while family members were interviewed 2 months after patientôs death. 

In each of the three years, two patients and two bereaved family members were recruited from 

each NGO partner by systematic random sampling for in-depth interviews. The interview 

periods for patients and family members were the same as for satisfaction surveys (i.e. 3 months 

after service for patients, and 2 months after patientôs death for family members). 

4.2.1 Impacts 

In order to evaluate the impacts, the medical service utilisation of deceased patients in the 

JCECC Community EoLC services was compared to that of deceased end-of-life patients in 

2015 in Hong Kong who had a principal diagnosis of cancer, COPD, congestive heart failure, 

end-stage renal diseases, motor neuron disease, and Parkinsonôs disease, recorded in the 24 

months prior to death. These data were retrieved from the Central Panel on Administrative 

Assessment of External Data (CPAA) of Hospital Authority in a clinical data mining (CDM)20. 

Figure 4.2 plots the mean LOS, A&E admission, and ICU beddays by month in the last year 

of life of these patients. It shows that medical service utilisation in the last year of life gradually 

increase in the first 6 months, then substantial rise starts since the last 6 months in terms of 

hospital length of stay and A&E admission, with the most prominent rise in length of stay in 

the last two months of life. With the introduction of NGO community EoLC services, it is 

expected that there would be an impact on the medical service utilisation of patients in their 

last 6 months of life.  

Retrospective report on deceased patientsô medical service utilisation in the last 6 months of 

life provided by bereaved caregivers were used to compare to the findings derived from the 

                                                
20 The use of Hospital Authority administrative data on deceased patients for the purpose in this Project has been approved 

by Hospital Authority. 

Figure 4.2 Medical services utilisation in the last year of life of elderly EoL patients 

(aged 60 or above) who passed away in 2015 (N=13,783) 
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CDM on data from HA. Different from other NGO partners, the HCCDECC retrieved these 

data from their hospital partner directly. These medical service utilisation data include length 

of stay, number of A&E admission, and number of ICU bed days in the last 6 months of life. 

4.3 Service Users 

4.3.1 Response rates and attrition 

Data collection period ended on December 31, 2018. The four NGOs have admitted 777 

patients up to Dec 31, 2018 (Figure 4.3). Among these patients, 614 (79%) have participated 

in the intake assessment, 409 (52.6%) and 285 (36.7%) respectively have completed T1 and T2 

assessments. Overall, 268 (34.5%) patients have completed all assessments. For the remaining 

509 patients who had only partial assessments, the core reasons for attrition were patientôs 

death before assessment (N=198, 38.9%), patientôs condition was unsuitable for assessment 

(N=99, 19.4%), patientôs refusal (N=61, 12%), and failure to arrange assessment on time 

(N=50, 9.8%). In addition, 15 patients were assessed only at T0 and T2, and were included in 

the final analysis as well. This constituted a final sample of 283 patients for evaluation of 

outcomes on patients. One hundred and twenty (15.4%) patients also participated in the 

satisfaction survey. High attrition rates have been consistently reported in EoLC studies with a 

follow-up element. The response rates and reasons of attrition in the current study were 

comparable to other EoLC studies conducted around the world 21,22.  

 

The primary family caregivers of the patients were invited to participate in the assessment. A 

family caregiver was identified from 712 cases. Among these 712 family caregivers, 458 

(N=64.3%) participated in the intake assessment, and 169 (23.7%) completed T1 assessment. 

However, only 164 (23%) completed both T0 and T1. The response rate at T1 showed further 

improvement as compared to the 21.9% in June 2018. Caregivers failed to complete T0 and/or 

T1 assessment (N=547) mainly because patient passed away before T1 assessment (N=186, 

34%), followed by caregiverôs refusal (N=106, 19.4%) and failure to arrange assessment 

                                                
21 Hui, D., Glitza, I., Chisholm, G., Yennu, S., & Bruera, E. (2013). Attrition rates, reasons, and predictive factors in 

supportive care and palliative oncology clinical trials. Cancer, 119(5), 1098-1105. DOI: 10.1002/cncr.27854 
22 Bouça-Machado, R., Rosário, M., Alarcão, J., Correia-Guedes, L., Abreu, D., & Ferreira, J. J. (2017). Clinical trials in 

palliative care: a systematic review of their methodological characteristics and of the quality of their reporting. BMC 

Palliative Care, 16(10). Doi: 10.1186/s12904-016-0181-9 

Figure 4.3 Assessment conducted up to December 31, 2018 
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