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ABSTRACT
Objectives. To evaluate the end-of-life (EOL) programme in a geriatric 
step-down hospital in enhancing dignified death.

Methods. Medical records of patients aged ≥65 years who were 
admitted to the EOL programme between 24 August 2015 and 31 
October 2017 were retrospectively reviewed. The Quality of Dying 
and Death (QODD) questionnaire was used to assess family member 
satisfaction of the programme.

Results. 235 patients (mean age, 87.9 years) were reviewed. Their 
principal diagnoses were advanced dementia (n=118, 50.2%), active 
cancers (n=65, 27.7%), organ failure (n=31, 13.2%), stroke (n=11, 
4.7%), and neurodegenerative diseases (n=6, 2.6%). In the last 24 
hours before death, 99.2% of patients were pain-free, not agitated, 
and without excessive secretion. Compared with pre-EOL programme, 
EOL programme significantly reduced the use of intravenous and ‘big 
gun’ antibiotics, blood product transfusion, physical restraints, blood 
tests, haemoglucostix monitoring, and cardiac monitoring (all p<0.001). 
The number of regular medications dropped from 4.8 to 2.6 per patient 
(p<0.001). Patients received prompt services from physiotherapists 
(88.9%), occupational therapists (87.2%), social workers (86.4%), and 
chaplains (69%). 90.6% of carers stayed with patients beyond visiting 
hours, and 87.7% were able to say goodbye to their dying relatives. All 
patients had ‘do not attempt cardiopulmonary resuscitation’ in place 
and were not resuscitated. 133 (56.6%) QODD questionnaires were 
returned, and the mean score was 8.5 out of 10.

Conclusion. The EOL programme is useful to foster dignified death 
and comfort care among dying older patients in a geriatric step-down 
hospital.  
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substantially by 66.7% over the past decade. Older 
people often have multiple co-morbidities, and the 
end-of-life (EOL) issue is inevitable in their disease 
trajectory.2 Patients with organ failure, degenerative 
neurological diseases, or advanced cognitive 

INTRODUCTION

The Hong Kong population is ageing, with those aged 
≥65 years amounting to 1,163,153 (15.9%) in 2016.1 
The number of persons aged ≥80 years increased 
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impairment can have symptoms similar to those 
with cancers.3-6 Enhancing the care for these older 
patients is related to geriatric medicine.7,8 The high 
mortality of residential care home for the elderly 
(RCHE) residents has called for the development 
of EOL services in RCHEs. Since 2015, the Hong 
Kong West Community Geriatric Assessment Team 
(CGAT) has started EOL care in RCHEs.9,10 However, 
development of EOL care for older patients in 
hospital settings has been slow.

 Tung Wah Group of Hospitals Fung Yiu King 
Hospital is a geriatric step-down hospital and 
provides sub-acute, convalescence, and rehabilitation 
services. Most patients are from acute medical wards 
of Queen Mary Hospital. It also accepts older patients 
from RCHEs who are under the EOL programme of 
the Hong Kong West CGAT.11-13 An internal audit of 
the hospital showed a mean patient age of 85 years 
and mortality of 15%. There was a need to enhance 
EOL care and change to a more palliative approach 
in providing EOL care for older patients. 

 The EOL programme included a clinical care plan 
and a dedicated mixed-sex ward. In 2012, a working 
group—chaired by a consultant geriatrician and 
comprising senior and frontline nursing staff, allied 
health professionals, and chaplains—developed 
the clinical care plan.14 In August 2015, a short-stay 
mixed ward with eight beds (4 males, 4 females) was 
built to provide EOL care for older patients. Older 
patients facing imminent death requiring EOL care 
are transferred to the EOL ward, as are older patients 
from RCHEs who are under the EOL programme of 
the Hong Kong West CGAT. 

 There is daily ward round by a resident 
supervised by a senior geriatrician. Unnecessary 
blood tests, medications, ‘big gun’ antibiotics, and 
blood transfusions are curtailed. High-flow oxygen 
is avoided; oxygen is given for patient comfort 
rather than for maintaining a high blood oxygen 
concentration. Cardiac monitoring is minimised. 
Physical restraint is not used or limited to the 
shortest possible duration when necessary. Clinical 
assisted hydration via enteral or parenteral route 
is maintained unless patients or family members 
refused. The EOL ward environment emphasises on 
physical, spiritual, and psychosocial care to foster 
dignified death. Features of the EOL ward include: 
warm colour tone walls; two lighting systems with 

adequate lighting for usual clinical services and soft 
lighting for patient rest and spiritual care; covered 
oxygen gas and suction with decoration; individual 
movable partitions; individual washing basin and 
television; reclining chair for family members to sit 
or sleep; small cabinet for storage with mirror in each 
cabinet; and plastic flowers and plants for decoration. 
Family members and carers are allowed to stay for 
24 hours to accompany the patients. All patients 
in the EOL ward are seen by physiotherapists, 
occupational therapists, and social workers. 
Emotional support and counselling are given by 
nurses, social workers, and chaplains. Information 
is given to family members on how to provide EOL 
care for older patients, expected symptoms during 
the last stage of life, how to manage the body after 
death, and where to do death registration. There is 
a side room for family members to rest and watch 
television or to perform simple rituals or ceremonies, 
and for doctors or health care team members to 
hold family conferences and deliver counselling and 
bereavement services. After the patient died and the 
family members emotion settled, satisfaction of the 
family members was evaluated using the Quality of 
Dying and Death (QODD) questionnaire.15

 This study aimed to evaluate the EOL programme 
in enhancing EOL care for older patients.

METHODS

This study was approved by the Institutional Review 
Board of the University of Hong Kong/Hospital 
Authority Hong Kong West Cluster. Medical records 
of patients aged ≥65 years who were admitted to 
and died in the EOL ward from 24 August 2015 to 
31 October 2017 were retrospectively reviewed. 
Information collected included demographic data, 
principal diagnoses, number of diseases per person, 
functional and mobility state, mode of feeding, 
continence state, source of patients to EOL ward, 
length of stay in EOL ward, symptom control in the 
last 24 hours, and care after death, as well as whether 
the patients had advance care planning, ‘do not 
attempt cardiopulmonary resuscitation’ (DNACPR) 
(non-hospitalised), or an advance directive.16 

 We compared pre-EOL programme with 
post-EOL programme in terms of blood tests, 
blood product transfusion, blood investigations, 
haemoglucostix, use of intravenous or subcutaneous 
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fluid, physical restraint use, regular medications, and 
broad spectrum ‘big gun’ antibiotics usage. For family 
members or carers, we recorded use of facilities such 
as the television, the side room, stays in the ward 
beyond visiting hours, and ability to say goodbye 
at the last moment of the patient, as well as their 
QODD score. 

 Statistical analysis was performed using SPSS 
(Windows version 23; IBM Corp, Armonk [NY], 
US). Paired t-test and independent t-test were 
used for within-group comparison of continuous 
variables and the Chi-squared test for comparison of 
categorical variables. All tests were two-tailed. A p 
value of <0.05 was considered statistically significant. 

RESULTS

A total of 235 patients aged 65 to 107 (mean, 
87.9±8.1) years were included. The mean duration of 
stay in the EOL ward was 9.0±9.6 days. The principal 
diagnoses were advanced dementia (n=118, 50.2%), 
active cancers (n=65, 27.7%), organ failure (n=31, 
13.2%), stroke (n=11, 4.7%), and neurodegenerative 
diseases (n=6, 2.6%). The mean number of diseases 
per person was 4.8±2.3. Prior to admission, most 
patients were living in RCHEs (n=171, 72.8%). 
55.7% of patients were widowed. They had poor 
mobility (23.8% chair-bound, 59.6% bed-bound) 
with marked impairment in functional state (83% 
were totally dependent in their daily activity). 80% 
had urinary incontinence and 40.4% were reliant on 
enteral feeding. 

 Of 235 patients, 5 had advance directive before 
admission. 16 (6.8%) patients were from the EOL 
programme of Hong Kong West CGAT and all had 
DNACPR (non-hospitalized) and advance care 
planning. 

 In the last 24 hours before death, 99.2% of patients 
were pain-free, not agitated, and without excessive 
secretion. Compared with pre-EOL programme, 
the EOL programme significantly reduced the use 
of intravenous antibiotics (85.5% vs 70%, p<0.001), 
‘big gun’ antibiotics (54% vs 41.4%, p<0.001), blood 
product transfusion (9.4% vs 1.3%, p<0,001), physical 
restraints (21.4% vs 12%, p<0.001), blood tests (72% 
vs 13%, p<0.001), haemoglucostix monitoring (34% 
vs 13.7%, p<0.001), and cardiac monitoring (6% vs 
0.85%, p<0.001). The number of regular medications 

dropped from 4.8 to 2.6 per patient (p<0.001). 
However, there was no significant difference in the 
use of parenteral hydration and enteral feeding. Only 
four patients who required parenteral hydration 
were on hypodermoclysis. Patients received prompt 
services from physiotherapists (88.9%), occupational 
therapists (87.2%), social workers (86.4%), and 
chaplains (69%). 90.6% of carers could stay with 
patients beyond visiting hours. 79.6% of family 
members or carers used the side room for rest, and 
76.6% watched television. 87.7% of family members 
were able to say goodbye to their dying relatives. 
All patients had DNACPR order in place and were 
not resuscitated. 133 (56.6%) QODD questionnaires 
were returned; the mean score was 8.5±1.6 out of 10.

DISCUSSION

This study demonstrated the merits of EOL 
programme in a geriatric step-down hospital in 
providing EOL care for older patients. In contrast 
to palliative care programmes typically for younger 
cancer patients, most of our patients had advanced 
dementia, organ failure, or stroke, and only 27.7% 
of patients had cancers. The EOL programme 
in the geriatric step-down hospital changed the 
management approach from curative to palliative.

 The EOL programme reduced potentially painful 
and suffering interventions to dying patients, 
avoided unnecessary medications and interventions 
such as intravenous antibiotics, particularly ‘big gun’ 
antibiotics, and minimised blood tests, blood product 
transfusions, regular medications, and unnecessary 
vital sign monitoring (including haemoglucostix) 
and physical restraints. 

 In the EOL programme, patients were given 
oral hydration and feeding. If the patients could not 
tolerate oral route, the pros and cons of clinical assisted 
hydration (enteral or parenteral route hydration) were 
discussed and given unless objected to by patients 
or family members. Most family members did not 
object to clinical assisted hydration at the last few 
days of the patient’s life. Therefore, enteral feeding 
(mostly via a nasogastric tube) and intravenous 
drip were not reduced after the EOL programme. 
Hypodermoclysis (subcutaneous infusion of fluids) 
is a safe, useful, and easy clinical assisted hydration 
technique suitable for dehydrated older patients.17 
Only four of our patients who required parenteral 
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hydration were on hypodermoclysis. In future, 
education and promotion of hypodermoclysis 
is warranted, so as to enhance the use of clysis. 
Feeding problems are common, particularly in those 
with advanced dementia. Tube feeding does not 
prolong survival of patients; rather it leads to patient 
discomfort and increased use of physical restraint.18 
Therefore, careful hand feeding has been used in our 
hospital to reduce the reliance of tube feeding.19 

 In the EOL ward, 90.6% of carers stayed with 
patients beyond visiting hours. Most watched 
television and used the side room for rest. Spiritual, 
psychosocial, and bereavement needs of the patients 
and family members were assessed by nurses. 
Most patients and family members could be seen 
by physiotherapists, occupational therapists, social 
workers, and chaplains before the patient died. 
Although a pan-referral approach was used for the 
multidisciplinary team in EOL programme, some 
patients died quite quickly before being seen by 
allied health professionals.

 For dying patients, being able to say goodbye to 
family members at the last moment is one element 
of a ‘good death’.20 Saying goodbye with a caring 
touch is an important farewell ritual among Hong 
Kong Chinese.21 Failure to do so might lead to 
guilty feelings. In the EOL programme, 87.7% of 
family members could say goodbye to their dying 
relatives. After the family members calmed down 
from their grief, nurses would provide information 
about procedure after death to them. This helped to 
reduce feelings of anxiety and helplessness. The high 
QODD scores confirmed that the EOL programme 
was welcomed by most family members.

 There were several limitations in the present 
study. We compared the same group of patients. A 
better study design would be a prospective study 
with a control arm. We documented the change 
of medical practices before and after the EOL 
programme, but did not measure other palliative 
strategies including the use of oxygen, types of drugs 
given for comfort care, and the use of morphine. 
Being a retrospective study, data accuracy is reliant 
on the quality of documentation in the case notes. 
Patients included were frail older Chinese people 
with multiple medical illnesses. Results of this study 
may be generalisable to other hospitals serving older 
Chinese patients with similar disease profile.

CONCLUSION

The EOL programme is useful to foster dignified 
death and comfort care among dying older patients 
in a geriatric step-down hospital. It marked reduced 
unnecessary interventions and investigations. The 
EOL programme might also be useful in general 
medical and surgical wards in acute hospitals. 
Further prospective randomised controlled trials 
are warranted to determine the benefits of the EOL 
programme for older patients. 
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