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Introduction
When discussing on services for the elderly

people, most articles comment that we are having
and will anticipate a growth of the ageing population
in Hong Kong. We often appraise our achievement
in advancing the average life expectancy of Hong
Kong people. It implies that we have decreased the
mortality rates for the elderly people. Is this
assumption correct? What have been done to
account for our success? Have we prolonged the
survival but increased the morbidity of our elderly
people? Have we increased their sufferings instead?
Most important of all, under the current health and
welfare service provision, is that what the elderly
people prefer?

What has been done to advance the life
expectancy at birth?

The life expectancy at birth by sex in 1971 was
67.8 for male and 75.3 for female1. Similar figures in
1991 were 75.1 for female and 80.6 for female. Was
there an improvement in mortality of our population?
The crude death rate was 6.1 per 1000 population
in 1971 and 5.0 in 1991. However, this crude death
rate had not taken into account the changes of
population structure in Hong Kong over the past
two decades. There was a 219% increase in elderly
age >74 from 50,860 in 1971 to 162,017 in 1991.
Age-specific death rates can provide more
information on this aspect. It was true that the age-
specific mortality rate of the whole population had
decreased dramatically. However, there was a
differential on the drop in age-specific death rate.
For children aged 1-4, the death rate fell by 70%
between 1971 to 1991; for middle age group 30-44,
the death rate fell by 55%; for elderly age group
65-84, the death rate fell by 32%; for the old-old
age 85 and over, the death rate fell by 13%. The
major improvement is in the survival of infants.
Does it imply that the elderly people do not benefit
as much from the health care development as the
younger age groups?

What are the main causes of death for the elderly
people? Is there any change in the cause-specific
mortality rate for the elderly people? Are we putting
our resource at the right place?

What are the effects on survival to old age?
Majority of death now occurs at old age. What

are the implications? Most of the health care
resources are spent on the last part of lives. The
expenditure on health care should therefore
expected to be concentrated on the elderly people.
Have our health and welfare system shift the
resource accordingly to our elderly people? The
current situation may not be occurring as expected.
The boom of technology advancement in the last
20 years has greatly consumed the health care
funding. At the time of financial constraints, system
for prioritization has to be set up. Barriers are
created for the elderly people to access the technology.
Explicit or implicit criteria of selection exist for
hemodialysis, thrombolytic therapy for acute
myocardial infarct, surgical procedures3, admission
to coronary care unit2, intensive care unit, ventilator
support, etc. Decision making in health care should
be based on potential benefit to the individual.
Treatment options previously thought futile in the
elderly have been shown to be effective in terms of
improved health and cost benefit.  Thus,
discrimination on the basis of age (ageism) is not
only ethically unacceptable in the society, but also
unsupportable on scientific and economic analysis.

Who are providing geriatric care to the elderly
people in Hong Kong?

Many clinicians claim that they are providing
geriatric care because they are having elderly
people in their wards or clinics. I don’t know
whether they have claimed themselves as providing
gynecology service because they are having women
in their service areas. What is geriatric care? It is
the attitude, process and outcome of service that
constitute geriatric care. It is not the structure,
disease entities and type of patients seen that
characterize geriatric care. Respecting dignity,
social and psychological influence and the right
to autonomy of the elderly people is emphasized
in geriatric care. Providing humane care to the
chronically ill is a must in Geriatric Medicine.
Respecting the importance of an interdisciplinary
TEAM approach to caring for older persons having
multiple pathology is practiced in geriatric services.

WHO ARE PROVIDING GERIATRIC CARE TO THE
ELDERLY PEOPLE IN HONG KONG?
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In the process of care, geriatric service requires
a comprehensive assessment, including screening
examinations for hearing and visual loss, gait, and
balance disorders, cognitive impairment, functional
disability and affective disorders. Detail information
on social support and environmental problems will
be elicited. Detailed assessment of mental status
(cognitive and affective), mobility and functional
disabil ity are performed when indicated.
Rehabilitation is provided in the use of assistive
devices and environmental planning to those with
musculoskeletal, cardiac, pulmonary and
neurological disorders.

After incorporating medical assessment as well
as patient values and preferences, care plans are
arrived with the elderly patients and their
caregivers. For the outcome of their patients,
geriatricians always appreciate the importance of
maintaining and restoring function and quality of
life, especially for those with chronic and incurable
conditions. If the above have been done, geriatric
care is not just claimed but practiced.

Geriatrician does not work alone. One can easily
mention some of the core members in geriatric care:
nurse, physiotherapist, occupational therapist,
medical social worker, speech therapist, podiatrist,
etc. One of the members who have usually been
missed out is the informal caregiver. Without their
provision of history, personal believes and values
of the patient, behaviour and premorbid functional
level, no appropriate care plan can be decided. The
caregivers are also the ones that contribute most
in the continuation of care.

Less and less participation of informal
caregivers is one of the major causes that more
and more elderly people are being put into
institutions.  More than 400,000 residential places,
subvented or private, are provided in 1996. For
those who survive until old age, we don’t know
whether their morbidity has been compressed or
extended. There is no data in Hong Kong. Cross-
national studies 4, 5 suggest there is a wide range in
health adjusted life expectancy for persons age 65.
To achieve the objective of “Care in the community”,
we should uplift our ambulatory geriatric care.
Unfortunately there is no clear policy to delineate
the role of different service providers. The
contribution from the general practitioners should
be recognised. Unfortunately there was little
professional training in Geriatrics in the past, and
their knowledge and skill in assessing the needs
and arranging care for older people are limited. The
assessment should include medical advice as to the
possibility of intervention lessening the need for

residential care. Their arrangement of community
care should be enriched, as there are no easily
accessible home-helpers, meal services, domiciliary
physiotherapists and occupational therapists to
support the frail elderly people living at home.

Who are providing care to the frail elderly people
With an ageing population, more and more frail

elderly people are encountered in our daily practise.
Some are taken care at home by informal caregivers
with or without community supports. The others
are staying in residential care facilities, especially
those run by the private sectors. Most of them have
not been adequately assessed on their needs of care.
It is one of the commonest causes of neglect of the
elderly people in this modern day6. There is no
systematic review in Hong Kong to assess the
quality of care provided in the residential facilities,
but deficiencies have been repeatedly reported.
There is no agreed standard of care and there is no
regular monitoring on the process of care. Most
documents on long-term care tend to emphasis
structures of residential care (the hardware) rather
than the process of care (the software). Although
we should not rely on scandals, it does reflect
deficiency in our services for the elderly people living
in institutions. Rather than discussing whether the
social or the health sectors should be providing care
to our infirmed elderly people, we should decide
what should be done for them.

Conclusion
There are too many questions that cannot be

answered at present because there is little research
conducted on the long-term care in Hong Kong.
More research should therefore be done locally on
this important area, an area with great potential
for improvement. I may have missed other members
and facilities that are providing geriatric care to our
elderly people. No matter who they are, we should
be working together to achieve the best outcome
for our clients. I hope that the elderly people do not
need to wait for too long to have geriatric practice
as the usual care they receive.
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The programme provides postgraduate training for health

professionals involved in the care of the elderly in diverse

settings. The course will provide an understanding of the
biological changes with age from the cellular level to the

physical and psychological changes and will cover the

principles of epidemiology, statistics, and research
methodology, in the study of the elderly.

Admission Requirements
Applicants are required to hold a Bachelor’s degree in

health or social sciences from a recognised university,

normally with honours not lower than second class. They
should also fulfill the English Language Requirement set

by the University for admission.

Course Duration & Fees
2 years part-time. Tuition fees for the whole programme

are HK$60,000. Students are required to pay HK$30,000
at the beginning of each year.

Application
a) Forms and relevant materials are obtainable either in

person or by postal request from the Graduate School

Secretariat, The Chinese University of Hong Kong,
Shatin, N.T. or from 4/F Lek Yuen Health Centre,

Shatin, N.T. (For postal requests, please enclose a

stamped ($8.20) self-addressed A4 size envelope)
b) Fee: HK$180

c) Deadline of application: 28 February, 2000

For further enquiries, please call Ms Matina Yu from 2 p.m. to 5 p.m. (Mondays to Fridays)

at 26928326 or visit our web site: http://www.cuhk.edu.hk/grs.


