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Medical Social (M+S) Collaboration 

• Collaboration is working together to solve a 
problem or to achieve a goal  

• Collaboration takes place between 
individuals/organizations to tackle shared 
goals and objectives 

 

• Collaboration > cooperation 
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Advantages of M+S collaboration 
• Synergy  1+1 >2 

• Community Awareness 

▫ Increased participation leads to increased community awareness.  

• Share resources 

• Overcome Obstacles 

• Avoid Duplication 

• Access to Constituents 

▫ Sometimes one partner may have strong organizational capacity for 

planning and implementing programs, but does not have a trusting 

relationship with the community it wishes to serve. They may 

benefit from partnering with others who serve as a bridge into the 

community.  

• Access to funding sources 

Ref: Gardner D. Ten Lessons in Collaboration.  The Online J of Issues in Nursing 2005;10:No.1 Manuscript 1 
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Successful M+S collaboration in EOL care -  
the 12 S model 
 1. Share goals and values 

2. Share knowledge and information 

3. Share program development (structure and process) 

4. Share governance 

5. Share manpower and resource 

6. Share care (avoid duplication) 

7. Share risk and responsibility 

8. Share training 

9. Share promotion 

10. Share monitoring and auditing 

11. Share researches 

12. Share outcomes and rewards 
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1. To provide comfort care for older residents in RCHEs  

2. To promulgate and establish Advance Care Planning 
(預設照顧計劃) 

3. To equip RCHE staff skill for EOL care 

4. To promote dignified death  

5. To reduce unnecessary A&E attendances and 
hospital admissions 

6. To bring a change of culture in HK for managing 
older patients approaching EOL 
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1st S 
Share goals and values 



2nd S 
Share knowledge and information 

• EOL needs of the older people 

• Good death 

• Legal and ethical issues 

▫ How to foster EOL care within the Coroner Ordinance 

• Advance Care Planning and Advance directive 

• Selection criteria and prognostication 

• Existing EOL services in RCHE e.g. PC service 

• Use of Careful Hand Feeding in RCHE 

• Ambulance and police 

• Dying in AED – logistics 

• Legal advice from experts……. 
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BMJ 2000;320:129  
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Death is certain, but dying well is not……………. 



Section 4, Coroner Ordinance 

• According to the Section 4, Coroner Ordinance, 
(CAP 504) –“it is a reportable death of a person 
where the death occurred in any premises in 
which the care of persons is carried on for reward 
or other financial consideration (other than in 
any premises which comprise a hospital, nursing 
home ……..(Cap 165))”.   

• Failure to report can be subject to a fine and/or 
imprisonment (2 weeks!) 
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There is a wish and a need in RCHE 
for EOL care 

 
• Study showed 1-year mortality 34% among those with 

advanced dementia (AMT=0)  
▫ (Luk JKH, WK Chan, WC Ng et al HK Med J Vol 19 No 6 

Dec 2013) 
 

• Advance directive and end-of-life care preferences 
among Chinese nursing home residents in Hong Kong -  
35% would prefer to die in RCHEs  
▫ (Chu LW, Luk JKH, Hui E et al. Am Med Dir Assoc. 2011 

Feb;12(2):143-52) 
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Cancer  

Organ failure (e.g. severe CHF, COPD, CRF etc) 

Advanced dementia 

Degenerative neurological diseases 

 

+ Surprise question –  

Would you be surprised if this person was to die within the 
next 6 months (instead of 1 year)? 

 

Selection Criteria 



3rd S 
Share program development         
(structure and process) 
 • Establish working group meeting with NGOs 

• Develop the protocol, workflow, and logistics 
together 
▫ Share existing protocols (HA and NGO) 

▫ Division of labour to write up workflow 

▫ Division of labour to formulate assessment tools and 
monitoring instruments, avoid duplication 

▫ Training 

▫ Promotion and road show 
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EOL pilot program for RCHE elderly 
Collaboration with TWGH Jockey Club Care and Attention Home 
since 29th September 2009.   

12 



A Tripartite Collaboration 

RCHE staff 

HKW CGAT 
 

QMH A&E 

Mortuary  
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Tripartite collaboration to integrate EcEoL care into healthcare spectrum 

Medical Social 



4th S 
Share governance 
 • Share responsibility in governing the program 
▫ HKW CGAT – governed by SD (P&CHC) and Clinical 

leader – Consultant in geriatrics 

▫ NGO – governed by RCHE superintendent and her 
supervisor 

• EOL WG meeting – chaired by SD (P&CHC) 
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5th S 
Share manpower and resources 
• More on manpower as pilot program 

• HKW CGAT assigned designated geriatricians and APNs to 
run the program 

• RCHE assigned RNs to lead to program in RCHE 

 

• VMO in RCHE also assisted in the program 

• RCHE prepared equipment e.g. oxygen and single room for 
managing EOL patients 

• HKW CGAT – investigation costs, drug costs etc 
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6th S 
Share care 
• Empowerment of RCHE staff to take care of EOL 

patients 
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In RCHEs 
 

1. Advance Care Planning (ACP) and DNACPR, family 

conferences, bereavement assessment 

2. RCHE staff provides first line care for EOL patients 

3. Link CGAT nurse timely telephone                                       

support and onsite consultation 

4. Visiting MO perform on-site management for symptom 

control and ad hoc problems 

5. Geriatrician timely professional support                                       

(on site or fast track clinic in FYKH) 
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Share care model 

▫ RCHE staff join with CGAT staff to see patients, and 
perform Advance Care Planning (ACP) and DNACPR (non-
hospitalized). 

 

▫ Holding regular case conferences for special cases 

 

▫ Early discussion of ad hoc problems via direct telephone 
contact between RCHE and CGAT 
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When patient deteriorate (FYKH pathway) 
  During office hours, Link CGAT nurse, after 

consultation with Geriatrician, will arrange direct 
admission to FYKH for EOL care 
 

 RCHE staff may choose to send patients directly 
to AED if they are critically ill with unstable vital 
signs, or outside the CGAT service hours 
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When patient deteriorate (AED Pathway) 
• More frequent follow-up  

• Symptoms handled by RCHE staff 

• Intensive off-site or onsite support by CGAT nurse and 
geriatrician 

• Visiting MO ad hoc support 

• AED informed for expected death of EOL case 

• Last moment (decided by RCHE staff) to AED by ambulance 
with ACP and DNACPR (non-hospital) form 

• CPR would not be performed in AED 
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7th S 
Share risk and responsibility 
 • Complaints 

• Legal and ethical questioning 

• Police and ambulance men questioning 

• AED staff questioning 

• Staff sentiments 
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 End of life concept 
 Symptomatic management e.g pain, respiratory distress 
 Use of Medication 
 Nutrition and feeding 
 Briefing of ECEOL in RCHEs 
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8th S 

Share training 

 



Medical Social Collaboration -Towards a dignified dying 
process conference (12 March 2011) at HKECC, Wanchai 
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9th S 

Share promotion 
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Demographic data 

• Number of patients studied N=64 

• Male = 23,  Female = 41 

• Average age = 87  7 (range = 62 
to 108) 

 

10th S 

Share monitoring and auditing 
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11th S 
Share researches 
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2015 



12th S 
Share outcomes and rewards 
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