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Social support is an important element for care
of disabled elderly. However, current waiting time
of around three years for residential placement is
far from satisfactory. The Health and Welfare
Bureau (HWB) and Social Welfare Department
(SWD), in response to public demand, had
commissioned consultants to study on the issue
and make recommendations. A report cited that
only 55% of elderly waitlisted for care-and-attention
(C&A) home services in 1998 were in need of C&A
service or higher level of care 1. In the 1999 Policy
Address of HK SAR, our Chief Executive has pledged
to implement the Gate-keeping Mechanism on
Services for the Elderly in 2000. SWD has then
commissioned a team from University of Hong Kong
to study on the tool to be used. With limited
resources and time, the team recommended the use
of modified Minimal Data Set-Home Care (MDS-
HC) for matching elderly who applied for home care
to nursing home care support2. With this
background, the SWD is pushing through the
Gatekeeping Mechanism despite much concern
from frontline healthcare professionals and social
workers. Are the concerns from frontline justified?

First of all, the word “Gatekeeping” is definitively
misleading. The first impression of the name is to
try to keep elderly away from services, so as to save
money. This may not, and should not be the primary
intention of HWB or SWD. Rather the purpose of
whatever tool should aim at channelling appropriate
candidate to appropriate medical/social care or
support. With comprehensive screening by the MDS-
HC and subsequent triggering, it is likely that more
resources are required to provide quality care by
service providers.

Previous report has stated that only about 55%
of C&A applicants were in need of C&A services or
higher level. The report revealed that existing
assessment system is not satisfactory. Under the
current system, only applicants for nursing homes
or infirmary placement require assessment by
Community Geriatrics Assessment Team (CGAT) for
their needs. Those applying for C&A services can
be signed by any registered medical practitioner.
Geriatric services and training started late in Hong
Kong. Till now, not even Family Medicine trainees
requires mandatory training in Geriatric Medicine.
Most of the registered practitioners do not have
experience interacting with C&A Homes. They may

not understand the admission criteria of different
settings. There is thus a need to standardise the
assessment by trained staffs who understand the
admission criteria and the “can” / “cannot” in
different settings.

Chi et al has recommended the use of MDS-HC
as tool for “Gatekeeping” in Hong Kong. The
recommendation was based largely on their
validation of the tool 3. However, the validation study
was performed at a General Practitioner Unit (GPU)
in Aberdeen. Only elderly who were ambulatory
could attend the clinic. Those who had multiple
medical problems or ambulatory problems would
have been looked after by CGAT at their placement
and thus not attended the GPU. Thus the sample
was biased and at the most, the MDS-HC was
validated only against elderly who had low disability
level and could manage to remain at home with or
without home helper support. The CGATs have also
produced among themselves a “CGAT Core
Assessment Form”. It was designed to be used by
any member of the team. The reliability was said to
be high (personal communication). However there
was no published data on it and the tool was
discarded without further discussion with the
CGATs.

To most of the CGAT team members (including
medical social worker of the team), the assessment
was not that difficult by the CGAT Core Assessment
Form. The difficult part is on the matching of the
applicants to a particular level of care. The current
admission criteria on different residential sectors
are based on the green paper in the 1970s. There
was a gap filling process to insert the admission
criteria for nursing home care in 1994 without
comprehensive review of the continuum of residential
placement criteria. The previous admission criteria
were of general principles, whilst the proposed
changes are much specific or task-oriented. The
Consultancy Group should be acknowledged on its
attempt to do the matching through group
discussion with service providers. However, the
recommended use of the tool is only up to the
Nursing Home level. Anyone beyond “Nursing
Home” level (as assessed by this MDS-HC) will be
reviewed by CGAT for infirm placement by their
CGAT Core Assessment Tool. What then is the bridge
between these two tools? What if the elderly was
recommended for infirm placement (by MDS-HC)
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and yet only for nursing home care (by CGAT)?
The MDS-HC has been validated in Canada and

the States for residential placement, monitoring
outcome and re-imbursement. Understandably, an
elderly living in C&A Home may subsequently has
other medical conditions (e.g. stroke, acute
myocardial infarction), resulting in need of nursing
home care. Under the proposed “Age in Place”
scheme, SWD will give additional monetary reward
to the C&A Home to support it in keeping the elder
at the C&A Home. In a sense, this is re-
imbursement of nursing home services at a C&A
Home. The SWD is pilotting out this model by firstly
assessing the level of care of elderly at selected C&A
Home. However, the proposed assessment tool is
different to the MDS-HC. How much this tool
correlates with the MDS-HC is again uncertain. The
use of this MDS-HC thus seems to be fragmented
at Home Helper to Nursing Home service and at
initial placement only. Its role in the continuum of
different services types and subsequent review /
re-imbursement does not seem to have been deeply
think of.

In Canada or the States where the MDS-HC is
in use, the assessment is performed by trained staff
with background profession as medical social work
or nurse. This medical social work specialist is the
key person who has basic knowledge on Geriatrics
care and rehabilitation, and understands the
important interaction between clinical / functional
/ psychosocial aspects of an elderly. In Hong Kong,
medical social worker is yet by no means a
specialist. He / She is a rotational staff within SWD.
The proposed “gatekeeper” can just be a social
worker from Family Unit who received limited
training. How much they understand on the holistic
approach and rehabilitative potential is uncertain.
This is reflected by anxiety from the frontline social
workers who undergo training.

There is a need to re-think of the purpose of
this MDS-HC. The merits of it are numerous:
standardisation of tool, computer generated results
and international comparison are among the few.
However, one should also think of its application
and practicability. Is it used as screening tool or
final placement decision? A screening tool needs
not only be reliable and valid, it should also be of
low cost so that it can be used widely. In general,
we require a screening tool to be sensitive rather
than specific if a compromise is required. Although
the claimed time used for one assessment in the

validation study was 15 minutes only, it is difficult
to imagine how a 20 pages assessment can be done
within the quoted time frame. Field workers have
tested out the tool and it took them two and a half
to three hours to complete one assessment. Can a
simpler screening tool be used?

The current waiting time for various elderly
services are not satisfactory. HWB / SWD should
be given credits for their initiation to improve. The
Consultancy Group should also be acknowledged
on its attempt to perfect the matching and
prioritization system. With the recent development
in social (home care / nursing homes / licensing of
private old age home etc) and health (CGAT, Elderly
Health Centre etc) sectors over the past ten years,
shall we re-shape the paradigm for residential/long
term care for the elderly? What should be the role
delineation between nursing home and hospital
infirmary? What is the role of private old age home
in this government subsidised purchaser / service
provider relationship? There is certainly a need to
use a standardised tool by trained staff. With the
validation of the MDS-HC in ambulatory elderly
only, is the tool applicable to elderly beyond C&A
level of care? In view of its length, is it appropriate
to be used as screening tool? Who should do the
screening? Does the proposed “gatekeeper” really
understand the holistic approach to elderly? Their
rehabilitative potential? The “can” / “cannot” of
different service sectors? Will there be feedback
mechanism to the “gatekeeper” that when the once
assessed “no rehabilitative potential” elderly
improved after training? There is a need of constant
communication between policy makers and
frontlines so that the real situation can be
monitored and reflected, with a view to change if
necessary. We look forward that the proposed
mechanism can be more deeply thought of and
further improvement on the system / plan so as to
benefit our elderly.
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