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THE DEBATE ON “GATEKEEPING”

Dear editor,

Thank you for providing me a complimentary
copy of the Journal of the Hong Kong Geriatrics
Society, edition 2000 Vol.10 No. 2. I am grateful
that the Editorial Board has selected the captioned
subject as the feature article of the ‘Editorials’,
which reflects that the ‘Gate-keeping Mechanism’
is an important initiative with wide concerns of the
professionals in the health sector as well.

I would like to take my liberty to share with the
Editorial Board on our feedback on the article as
follows:

Re: paragraph 1: SWD is pushing through the
Gate-keeping Mechanism despite of much
concern

Since August 1999, the Social Welfare
Department (SWD) has already involved
administrators, frontline practitioners and service
providers to discuss the implementation issues of
the Gate-keeping Mechanism through various
channels such as sharing sessions, Steering
Committees and Working Groups, etc. We have
collected views from stakeholders continuously in
the past 14 months to develop the implementation
plan and operational procedures, which have been
agreed by the Elderly Commission, Health and
Welfare Bureau, Social Welfare Department,
Department of Health, Hospital Authority, Non-
governmental Organizations and Hong Kong
Council of Social Service. We have no intention to
push through such Mechanism regardless of the
concerns of the frontline practitioners.

Re: paragraph 2: The word ‘Gate-keeping’
I fully agree with you that the objective of the

Gate-keeping Mechanism is to match the older
persons with the most appropriate type of services
through a standardized assessment tool. The
Mechanism is not meant to keep people out for the
purpose of cost-saving. In view that the word ‘Gate-
keeping’ may distort the intention of the Gate-
keeping Mechanism, we shall proceed to rename it
in order to better reflect its purpose and announce
the revised name separately.

Re: paragraph 3: Staff training
We share the same view that there is need to

standardize training for staff to maintain quality

on assessments. To achieve this, the Final Report
of the Consultancy Study has proposed a 5-day
training programme for gatekeepers which have
covered knowledge on care for the older persons,
skills on assessments, management of MDS-HC,
admission criteria on elderly services as well as their
service scope and facilities. These contents provide
gatekeepers with necessary knowledge and
competence on assessments and matching elder
persons with appropriate services. You may wish
to note that the University of Hong Kong has already
trained 300 gatekeepers by the end of August 2000.
Based on the training curriculum, our Elderly
Services Gate-keeping Management Offices will
train additional 700 gatekeepers by April 2001.

Re: paragraph 5: Scope of services under Gate-
keeping Mechanism

For the time being, the policy direction is to
include those residential care services managed by
the Social Welfare Department, i.e. up to nursing
homes, under the Gate-keeping Mechanism. In this
connection, it is not the ambit of the Consultancy
Team to recommend infirmary placement as one of
the service matching options. The need for infirmary
placement is subject to the verification of
Community Geriatric Assessment Teams (CGATs).
In case there is different view between gatekeepers
on an elder person (e.g. suggesting service beyond
nursing home) and CGATs (recommending nursing
home subsequently), we would prefer to pursue a
case conference approach to sort out the most
optimal service option to serve the best need of the
elderly.

Re: paragraph 6: Continuum of care
We have selected three care-and-attention (C&A)

homes to pilot the concept of continuum of care.
These homes will provide commensurate services
for the older persons with changing care needs. That
obviates their need to be transferred to another
setting providing higher level of care. The additional
transferred to another setting providing higher level
of care. The additional resources provided for these
homes are based on the projected case-mix, which
is differentiated in four levels of care, i.e. home for
the aged, C&A home, nursing home and care in
infirmary unit of C&A home. There is no need for
them to reimburse the expenditures.

For this pilot project, gatekeepers will also apply
MDS-HC to ascertain the case-mix and review the
changes of the elder persons during the pilot period.
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In other words, only one single assessment tool will
be applied.

Re: paragraph 7: background of gatekeepers
MDS-HC is a comprehensive assessment tool

cover ing medica l ,  emot ional ,  cogni t ive ,
communication, behavioural, social and physical
functioning aspects, etc. Its usage is not setting-
bound. In this light, we consider that the registered
social workers serving in family services units can
perform equally effective as those working in
hospitals/clinics after receiving training and
acquiring experience.

In addition to the training programmes for
gatekeepers, the Lady Trench Training Centre of
the Department also organizes regular courses on
common diseases for the elderly persons and
integrated course on mental health, etc. These
courses are able to enhance the knowledge base of
the gatekeepers, including those working in family
services units so as to facilitate them performing
assessments more effectively.

Re: paragraph 8: function of MDS-HC and time
span on assessment

The functions of MDS-HC are to match the elder
persons with the most appropriate type of services

Dear Dr. Lum

I am writing in response to the editorials on “The
Debate on Gatekeeping” in the Journal of the Hong
Kong Geriatrics Society, Vo;10 No.2 in July 2000. I
regret that some statements made in the editorials
were incorrect, which may be misleading to your
readers and causing misunderstanding of the study.
My consultant team and I would like to clarify the
following mistake:
1. In the fourth paragraph of your editorials, it is

stated that the recommendation of the use of
MDS-HC was largely based on the validation
study at General Practitioner Unit (GPU) in
Aberdeen. It is further stated that there was no
published data on the reliability of MDS-HC.
These are incorrect. In the Report of the
Consultancy Study of Gatekeeping Initiative, we
have reported that we did not based on the result
of validation study of MDS-HC at GPU “Although
Chi, Lam and Lam (1998) have conduced a
small-scale validation of MDS-HC, some
measures of reliability and validity have not been
done.” (page 15 of the report)  Instead, an
independent validation study of MDS-HC was
conducted as part of the Consultancy Study.

and identify their problems for the need of follow
up service of specialists. The assessment results
are important for service providers to form
individual care plans for the elder persons.

Re: paragraph 9: overall comments
W e  s h a l l  c o n t i n u e  t o  a d d r e s s  t h e

implementation issues through various channels
to ensure adequate communications between policy
makers, service providers, frontline staff and service
users. As a result of the joint efforts, we believe
that our elder persons can benefit most from the
Gate-keeping Mechanism.

I hope that our feedback can provide you with a
more updated picture on the implementation plan
of the Gate-keeping Mechanism and allay your
concerns. We are open if you consider it useful to
include our responses in your Journal in the next
issue. Through this, I trust the readers will be in a
better position to grasp a fuller picture of the recent
developments of the project, as well as to share their
views and provide further suggestions to us for
reference.

Mrs. Eliza Leung
(for Director of Social Welfare)

2. In the eighth paragraph of your editorial, you
indicated that the time required to complete an
assessment was 15 minutes. To the best my
knowledge, none of my consultant team member
nor have I ever mentioned such a time
requirement in the report and/or in any public
forums. In Section 6 of the Interim Report, we
claimed that the average time for conducting
one assessment was about 45 minutes by
manual while it might take 25 minutes by
computer.

3. Finally, we are equally concerned about the
citation of the Consultancy Report in the
reference list. The Final Report of Consultancy
Study on Gatekeeping Initiative had not been
endorsed by the Steering Committee in April
2000 and could not be considered as a draft.
Thus, all contents of the report must not be
published or released by anyone. Citing the
Consultancy Report as reference may imply that
the incorrect information was provided by the
consultant team.

Iris Chi
Head, Consultant Team
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Reply from author

We welcome the feedback by Leung and Chi on
behalf of SWD and the Consultancy Team.

The purpose of the article was to stimulate
discussions on elderly care, especially on the
conceptual framework on the appropriate support
to disabled elderly. There were two highlights. The
first was on the need of integrated holistic approach,
with emphasis on the interaction between clinical,
functional and psychosocial aspects. To achieve this,
workers must have good understanding on the
interactions, rather than trained in “clinical”, “social”
aspects etc in isolation. An elder is an elder, but not
disease A + disease B + behavioural problem C +
functional problem D. Patient / client assessment
and care is definitively an art on top of background
scientific knowledge. It has elements of judgement.
It is not a cookbook protocol. A person who has
knowledge, skill and experience is required to
perform the task. There is also a learning process
within it. Feedback from reviewer / receiver is
essential for one to improve his / her standard.
Gatekeepers must consider the work of elder
assessment and gatekeeping as part of their career,
rather than considering it as a task to be completed
only.

The second highlight was on the conceptual
framework of home / residential care. This is
supposed to be a continuum. However, what is the
interface between the different sectors? From private
to different subvented residential care? And from
health promotion to primary and post-primary
medical care? Is there a need to revise the criteria
for admission in different residential placements?
Certainly there is no straight answers to these
questions. Yet, without this overview, all operational

issues are just discrete fragments and services
cannot be coordinated or streamlined.

The MDS-HC is just one of the potential tools that
can be used. Like very single tool, it has its merits
and limitations. Not surprisingly, frontline workers
who have hand on experience in assessment and
care of elderly will have different views from
academicians or administrators. The article
highlighted the concerns from frontline workers.

The article was written and released in July 2000
based on best information available at the time of
release. It is interesting to note from Chi that the
final report of the Consultancy paper was not
adopted then, yet operationally SWD had started to
promote the mechanism from February 2000.

The “claimed time frame” for assessment by
MDS-HC was quoted to be 15 minutes. This was
reflected to the author by workers who attended
training sessions (15-20 minutes). We have checked
with the validation study of the Chinese MDS-HC
by Chi et al done in 1998, of which the claimed time
was about 20 minutes. Thanks for highlighting the
issue, acknowledging the time required to use the
tool far exceeded the claimed time mentioned in our
article.

The gatekeeping mechanism is now implemented
in phases. We hope the mechanism can help us to
provide better care to our elderly. We hope that all
these discussions can clarify mis-understanding. We
hope that the voices and questions raised by frontline
workers can be thoroughly thought of by policy
makers.

We are united under one aim: to improve and
support better elderly care.

Christopher Lum
JHKGS Editorial Board

Letters to the editor

END OF LIFE SERVICES

Dear Editor,

I refer to the article by Chu et al1 published in
your journal.

The “End-of - Life Care” service in Haven of Hope
Nursing Home is an enlightening experience for
operators of residential care homes for the elderly
to think about the subject matter on “Dying-in -
place”.  Up till now, “Death” is still a heart-breaking
experience and taboo in residential homes, though
it is generally accepted as the natural destination
for all elderly residents at the end of their life.

Everyone in residential homes (including residents,
their family members and staff) seem to be reluctant
to talk about this subject.

Much discussion on the difficulties in
implementing the “End-of - Life Care” service has
been made among the operators of residential
homes all along,.  It is because of its complexity on
the legal, clinical and administrative implications
on service operation.  From the experience of Haven
of Hope Nursing Home, maybe it is a good time
now for the operators to reflect and explore the
feasibility in providing such service and any room
for overcoming the difficulties incurred.  However,
it is noted that support from three critical factors
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as mentioned in the paper (i.e. patient and family,
care, system) are essential for the successful
implementation of such service.

A Lee
(Coordinator, Elderly Services Division of a NGO)

Reference:
1. Chu WWC, Leung ACT, Chan KS, Wu YM, Leung DMY. A

breakthrough in the end-of-life care in a nursing home in Hong
Kong. J HK Geriatr Soc 2002;11:38-41

Dear Editor,

F ra i l  e l d e r s  a r e  p rone  t o  r epea t ed
hospitalization. Re-admissions maybe due to
avoidable or unavoidable causes1,2. It maybe related
to clinical events such as new medical conditions
or worsening of existing events. It can also be related
to poor coping skills or loss of confidence in coping
with disability. Frail Elderly Clinic (FEC) was first
set up at Shatin Hospital (SH) in July 1997. One of
the objectives of the FEC was to reduce unplanned
re-admissions. At the clinic, holistic approach was
adopted to look after this group of frail elderly who
had >2 admissions in the prior six months. At the
clinic, emphasis was put on dissecting the
precipitating cause leading to admission with
subsequent act accordingly. Possible actions
included medication revision, exercise training,
transfer of skills to patient / care-giver so that they
learnt what could be done themselves before seeking
medical advice. On top of scheduled follow up, they
were given a telephone number that they could
contact us if necessary. Ad hoc follow up or elective
admission within 1-2 working days would be
arranged where necessary. Nurse also paid home
visit where necessary. We reviewed the outcome
among the 95 frequent re-admitters under our care.
Their mean (range) age was 80.4 (53-96). 23 (24.2%)
died within the study period, reflecting their general
fraility. 34.7% and 30.5% attended with principle
diagnosis of chronic chest and heart problems
respectively. Table 1 showed the change in number
of admissions and duration of stay 6 months before

and after first attendance to FEC. Mean cost for follow
up at FEC was $7,700 per patient. This was inclusive
of all costs including salary, Non-emergency
Ambulance Services (NEATs) and drugs. The mean
cost saved from shortened total duration of hospital
stay was $81,814 per patient. The net cost saved
was $74,114 per patient over six months period.

There is preliminary evidence that the holistic
approach through FEC can reduce number of
hospitalization, duration of acute bed-days and
non-acute bed-days. Follow up at FEC is a cost-
effective way to prevent hospital re-admissions. The
success is attributed to the focused and holistic
approach in the care. A challenge that needs to
overcome is on the transportation arrangement. At
times, some of the patients need ad hoc outpatient
review or clinical admissions. They may need
admission because of multiple co-morbidities yet may
not require intensive acute medical intervention.
We have good support from the NEAT services and
they assist in urgent transport arrangement. At times
when NEAT could not cope, patient just called
ambulance and was admitted into acute settings.
There is a need to enhance the supporting mechanisms
to this group of patients when they are at crisis.

Reference:
1. Williams EI, Fitton F. Factors affecting early unplanned

readmissions of elderly patients to hospital. Br Med J 1988;297:
784-787

2. Kwok T, Lau E, Woo J, et al.  Hospital readmission among older
medical patients in Hong Kong.  J R Coll Physicians Lond 1999;
33:153-156

C M Lum, Katherine Koo, Fai Yeung, Jean Woo
Medical & Geriatrics Unit, Shatin Hospital

Table 1: Mean changes within 6 months before and after attendance to FEC

Before After Mean change 95% CI p-value

No. admission episode 3.01 1.96 -1.05 -1.41, -0.69 <0.0005

Acute bed-days occupied 19.4 10.6 -8.8 -12.4, -5.2 <0.0005

Non-acute bed days occupied 48.8 18.1 -30.7 -38.1, -23.2 <0.0005

ROLE OF FRAIL ELDERLY CLINIC
IN PREVENTING RE-ADMISSIONS


