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ABSTRACT 
 

The goal of this knowledge transfer project was to promote public 
awareness and appreciation of the benefits of end-of-life care. Phase one 
of the project included 8 road-shows to disseminate the philosophy and 
advertise the services available as regards end-of-life care to the 
community in Hong Kong. Five of the road-shows were organized in 
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hospital lobbies and three in shopping malls. The philosophy of end-of-
life care, encompassing the idea of advance care planning and advance 
directive was disseminated. Participants were given sets of the 
promotional materials (pamphlet and VCD) and completed a brief survey. 
Phase two of the project involved a 2-day training workshop for 58 home 
care nurses and doctors on advance care planning and advance directives. 
The project has increased the community’s awareness of, and interest in, 
the available services when a person is facing a life-limiting disease and 
encourage more openness in preparing for a good death. The project also 
provided updated training to nurses and doctors to improve delivery of 
end-of-life care. 
 
 

INTRODUCTION 
 
Death and dying is an integral part of life and it deserves high quality care 

and support like other parts of the life journey. However, not all patients have 
access to end-of-life (EOL) care and often only cancer patients have access to 
such care in Hong Kong. Besides limitations in terms of resources and 
manpower, the taboo surrounding death in Chinese culture may often be a 
strong barrier to EOL care. There is a need to promote public awareness and 
appreciation of EOL care.  

Advance care planning (ACP) is one of the core aspects in EOL care for 
people with a life-limiting disease. (Emanuel & Librach, 2007; Grbich et al., 
2006; Lynn, Chaudhry, Simon, Wilkinson, & Schuster, 2007; Marquis, 2001) 
This emphasizes in-depth discussions between patients, families, and health 
care providers about values, needs, and goals of care, as well as preparing 
advance directives, such as executing a living will and preferences for dying at 
home (Reynolds, 2004). 

 The use of advance directives (AD) has been advocated in the west for 
over 20 years. It has been a requirement to ask patients if they have advance 
directives in America under the Patient Self-Determination ACT (PSDA) since 
1991 (Ott & Hardie, 1997). AD is a written document that will help the family 
caregivers make informed decisions on behalf of the patients when the patients 
can no longer make decisions themselves. 

 However, little promotional work has been done about AD or ACP in 
Hong Kong. Patients, family caregivers and sometimes health care 
professionals in Hong Kong still refrain from discussing dying and AD. This 
inadequate communication can cause some patients to receive unwanted 
technical intervention rather than their preferred comfort care prior to death.  
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Bagg’s review (2002) also shows that EOL care does not rely on 
evidence-based guidelines and service is often provided in a non-structured 
manner. Practising home care nurses and doctors in Hong Kong need to be 
updated on their skills and knowledge on evidence-based practice and adopt a 
more systematic approach in the provision of EOL care, such as regular, 
structured symptom screening and the use of standardized advance directive 
kits.  

 
 

PURPOSE/OBJECTIVES OF THE PROJECT 
 
The goal of this knowledge transfer project is twofold: 
 
1. To promote public awareness and appreciation of the benefits of EOL 

care through community road-shows. 
2. To provide updated knowledge and skills to doctors and nurses 

involved in EOL care services through a two-day training workshop.  
 
 

RATIONALE FOR THE DESIGN OF PROJECT 
 
The purpose of knowledge transfer is to disseminate knowledge that 

focuses on the needs of the knowledge users. Face to face personal contact is 
regarded as the most common practice and key to success in knowledge 
transfer. (Jacobson, Butterill, & Goering, 2003), and it is characterized by a 
two-way process. In addition, the message (dissemination material) should be 
written in a user-friendly, attractive and concise way and tailored to the needs 
of the readers.  

In this project, community road-shows provided face-to-face sharing and 
discussion between trained volunteers and participants. Training workshops 
for doctors and nurses involved in-depth discussions, role plays and exchanges 
of ideas and debates. Supplementary pamphlets and an AD booklet were 
written by the research team in lay language to facilitate easy understanding by 
the participants. Brief case studies were used to encourage their participation 
in the decision-making process of EOL care.  
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PROJECT 
 

Phase 1 
 
Liaison with the participating hospitals was done to organize 5 road-shows 

in the hospital lobby of the hospitals involved. Besides, three other road-shows 
were organized in shopping malls or community centres to educate the people 
in the community about life and death and the mission and elements of EOL 
care. A health promotion pamphlet and booklets, a VCD and small group 
discussion about perceptions of death and dying were offered to 2817 
participants in the community during the eight road-shows.  

Contents of VCDs for road-shows: 
 
• Cultural concepts of life and death 
• Concept of EOL care 
• Concept of advance care planning 
• Existing EOL care services 
• Interviews with celebrities who have experienced death of a family 

member  
• How to contact us  
 
Contents of pamphlet & poster: 
 
• A simplified version of the contents of the VCD and extracts of 

interviews with celebrities 
 
A brief survey of the participants during the road-shows indicated that 

87% of participants did not know what an advanced care planning/advance 
directive was, and 60% of participants were interested in knowing more about 
the service. 

 
 

Phase 2 
 
A 2-day training workshop for doctors and home care nurses from the two 

hospitals involved was provided. Several rounds of the training workshop 
were coordinated by the research project team. Topics of the workshop 
included symptom management, psychosocial intervention and intense 
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communication on ACP. Appendix 1 shows a sample of a role play case study 
and Appendix 2 appends the evaluation form. A brief evaluation of the 
training workshop was conducted immediately after the completion of the 
workshop. Table one shows that the workshop was well received by the 
participants and successful in promoting the understanding of ACP. As 
expected, the role play and case discussion was perceived as a highly useful 
and practical means for knowledge transfer. 

 
Table 1. Participants’ responses to the workshop (N = 58) 

 
Items Mean (1-Strongly 

disagree → 5-
Strongly agree) 

1. This workshop was useful and practical so that I can 
apply the knowledge to my professional practice. 

4.08 

2. The workshop enabled me to understand more about 
advance care planning. 

4.19 

3. The workshop challenged me to analyse issues from 
different points of view. 

3.98 

4. The workshop helped me to develop the ability to 
communicate clearly about advance care planning. 

4.02 

5. The workshop was well organized. 4.07 
Overall scores 4.07 
Open-ended Questions 
Comments (number of participants) 
Which part(s) of the workshop was/were most helpful to you? 
• role play (9)  

discussion session (2) 
• learn as a group (1) 
• Advance care planning (ACP) (6) 
• ACP skill (2) 
• ACP special points to note (1) 
• ACP review (1) 
• legal issues (1) 
• clinical psychologist sharing (3) 
How might the workshop be improved to meet your needs? 
• how to face difficulties and solve problems in complicated cases (1) 
• to provide more case discussion (3) 
• to include more basic knowledge of legal and medical practice (1) 
• increase training in communication skills (1) 
• increase duration of workshop (1) 
Other comments/suggestions 
• should review ACP routinely through monthly gathering (1) 
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DISCUSSION 
 
It is estimated that by 2033, 24% of Hong Kong's population will be older 

than 65, whereas that age group represents just 10% at present. And by 2033, 
those aged 55 and above will rise from 20% of the population to 38% (Ewing, 
2006). Chronic advanced illness will be faced by the majority of the 
population in Hong Kong. These people will need support as they will be 
suffering from advanced life-limiting diseases. A promotional activity 
designed to increase the awareness of the EOL care service in Hong Kong and 
to promote a healthier attitude towards life-limiting diseases is timely and 
appropriate while health care professionals are challenged to deliver efficient 
and effective management of long-term advanced illness. 

Findings from the projects are encouraging and promising and support the 
execution of promotion of EOL care to the general public and health care 
providers caring for patients with life limiting diseases. Large-scale surveys 
and qualitative studies have indicated the priority concerns for patients in the 
later part of life include providing better symptom control, supporting families 
and caregivers, ensuring continuity of care, making informed decisions and 
attending to emotional well being (Chui et al., 2006; Hanson, Danis, & 
Garrett, 1997; Singer, Martin, & Kelner, 1999; Solano, Gomes, & Higginson, 
2006; Steinhauser et al., 2000; Teno, Clarridge, Casey, Edgman-Levitan, & 
Fowler, 2001; Wenrich et al., 2003). 

Literature and previous studies have identified interventions that could 
generate substantial improvement in EOL care. ACP is considered a core 
component in EOL care but has not been explicitly acknowledged in the 
current health care context in Hong Kong. Failure to provide an opportunity 
for open communication on ACP and provide interventions to relieve suffering 
and promote a dignified death and dying experience is clearly unjustifiable. 
With the rapid aging of our population, the implementation of current 
knowledge is crucial in order to assure the best quality of care throughout each 
lifespan.  

 
 
CONCLUSIONS AND IMPLICATIONS OF THE PROJECT 
 
The project has increased the community’s awareness of the available 

services when facing a life-limiting disease and encouraged more openness in 
preparing for a good death. The participants attending the road-shows would 
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have been able to spread what they have learned and been more willing to 
accept EOL care. This has promoted an awareness of healthy attitudes towards 
end-of-life. The VCDs, posters, booklets and pamphlets can be further utilized 
in other promotional and educational activities.  

The deliverables (pamphlets, VCDs, posters, training programme 
materials) developed in the project will be distributed to palliative care units 
(nurses of the palliative care wards, day care, out-patient departments and 
home care teams), oncology centres and other relevant non-governmental 
organizations such as the Society for the Promotion of Hospice Care, Lazarus 
Hospice Support and Spiritual Nurture Service Limited and the Hong Kong 
Cancer Fund.  

 
 

APPENDIX 1 
 

Case One: Role Play  
 

Scenario 
Mr. Luk has terminal cancer. His condition is stable and ready for discharge. 

He is referred to palliative care service for home visits. 
Aims of the 8 home visits: 

1st visit 
1. Physical symptom assessment 

• jaundice 
• nausea and vomiting 
• losing appetite 
• bowel pattern 

2. Family assessment and support network 
• financial problem → MSW approached already 

3. Spiritual assessment 
 Symptoms management and caring education 
 Brief the objective of palliative care service 

2nd visit 
• decrease in oral intake (patient and family worry about that) 
• worry about declining condition (wife unwilling to admit patient’s 

declining general condition, always ask patient to fight against the 
illness and be strong, hoping patient to recover from illness ) 

 arrange Specialty Out Patient Visit for palliative care 
 explore wife’s coping and supportive network 
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Appendix 1. (Continued) 
 

3rd visit 
• assess symptoms 
• establish trust so that wife can express her feelings 
• facilitate communication between husband and wife 

 confident to continue taking care of patient’s symptoms at home 
 increase trust and communication between healthcare staff, patient and family 

 
4th visit 

• patient has no compliant on any discomfort 
• patient still want to discuss his prognosis with his wife 
• wife is exhausted physically and mentally and does not want to 

bother friends, family and her son 
 educate the wife to share responsibility with other family members in taking 

care of the patient 
 explore the wife’s willingness in discussing patient’s concern. 

5th visit 
• the patient is tired and the wife is very worried about patient’s 

declining condition 
 prepare the wife to admit patient’s irreversible condition 
 encourage the wife to communicate with the patient 

 
6th visit 

• the wife initiates discussion of patient’s illness and condition 
• the son often stays at school till late and does not want to go home: 

prepare the son for the worst situation? 
 Discuss ACP with patient and his wife 

 
7th visit 

• Reassurance. Patient’s general condition declines 
• The wife’s emotional status: “missing the patient”, “anxiety” 
• The son’s emotional status 
• Psychological support → anticipatory grief, enhance family’s 

supportive network 
 

8th visit 
• After death arrangement (role of the son, friends, family and the 

wife) 
 Admission to hospital 
Role Play: 
 

Interview with Mr. and Mrs. Luk in the ward by home care nurse: 
1. Assess general conditions of Mr. Luk, his family support and home 

setting before discharge. 
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2. Discuss directions and purposes for subsequent home visits. 
3. Discuss Mr. Luk’s decisions in his end-of-life-care, including advance 

directives, once Mr. Luk understands his cancer is of terminal stage. 
Nurse (Role Play) 
 

 Nurse can demonstrate initial physical and psychological assessments of 
Mr. Luk prior to discharge. 

 Nurse can effectively introduce home visit service of palliative care team 
to Mr. Luk, his wife and son. 

Mr. Luk (Role Play) 
 

 Mr. Luk is concerned about symptoms manifestations at home. 
 Mr. Luk implies having financial difficulties and Comprehensive social 

security assistance (CSSA) application has been approved. 
Mrs. Luk (Role Play) 
 

 Mrs. Luk expresses anxieties in caring of Mr. Luk at home. 
 Mrs. Luk expresses concerns in Mr. Luk’s disease prognosis, worries 

about his mortality. 
Observer’s sharing: 
 

1. Nurse demonstrated good communication skills when interviewing client 
and his family. For instance, facilitate topic introduction, understand what 
client has already learnt, build up trust relationship, and be empathetic in 
giving responses and reflecting problems. 

2. Nurse actively invited family member to attend the interview and this 
could facilitate building up of therapeutic relationship. (Before involving 
family member in the interview, nurse assessed client’s emotional state 
and his readiness in disclosing his condition to his family.) 

3. Nurse observed Mrs. Luk’s anxieties and thus could address and respond 
to her problems accordingly. For example: 

Nurse: “why do you want to know your husband’s remaining time left 
so much, is there any unfinished businesses to deal with? 
4. Topics suggestion for subsequent home visits by nurse since advance 

directives was not discussed during this interview. 
(i) Assess Mr. Luk’s knowledge and feelings towards his disease. For 

example, any feelings of emptiness as a result of role change, from 
bread winner of the family to CSSA recipient. 

(ii) Then, explore how Mr. Luk and his family see the values in life and 
treatment modalities. 

(iii) Lastly, discuss Mr. Luk’s opinions about advance decision to refuse 
treatment. 
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APPENDIX 2.  
 

Evaluation Form for the Training Workshop 
 
Please indicate your level of agreement (5 – strongly agree, 1 – strongly 

disagree) with the following statements by ticking the appropriate box.  
 5 4 3 2 1 
1. This workshop was useful and practical so 
that I can apply the knowledge to my 
professional practice. 

     

2. The workshop enabled me to understand 
more about advance care planning. 

     

3. The workshop challenged me to analyse 
issues from different points of view. 

     

4. The workshop helped me to develop the 
ability to communicate clearly about advance 
care planning. 

     

5. The workshop was well organized.      
 
Please also share your views about the workshop.  
 

Which part(s) of the workshop was/were most helpful to you? 
 
 
 
How might the workshop be improved to meet your needs? 
 
 
 
 
Do you have any comments or suggestions concerning the workshop? 
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