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AGED CARE ASSESSMENT TEAMS IN AUSTRALIA
AND THEIR RELEVANCE FOR HONG KONG

Background
The Australian system of residential care has

traditionally comprised two levels - nursing homes
for high dependency residents (those who need
continuous nursing care or high levels of help with
personal care) and hostels for residents of low
dependency (those who are largely independent but
who may require supervision or some help with
personal care). In the 1960s, Australia’s
Commonwealth Government largely assumed
responsibility for funding nursing home care. At
about this time, Australia’s nursing home
population expanded considerably and in the 20
years that followed, the number places doubled1 .

Subsequently, in the early 1980s, it was felt that
nursing home care had become too readily available
in Australia as reports indicated that up to 25% of
nursing home residents did not require such a high
level of care2. It was apparent that people were
admitted to nursing homes inappropriately. As the
provision of nursing home care was expensive, this
was considered to be wasteful of public funds.
Furthermore, it was recognised that most elderly
people, including the frail and disabled, wished to
continue living in the community and that where
possible, they should be supported there rather
than be obliged to move to residential care.

This prompted the Commonwealth Government
of Australia to introduce a system whereby people
wishing to access nursing home care were obliged
to have their application approved by health
professionals with expertise in aged care3. To this
end, Geriatric Assessment Teams, later known as
Aged Care Assessment Teams (ACATs) were set up
in 1984, initially as some pilot projects which later
expanded to serve the whole continent. There are
now some 123 ACATs in Australia. Currently, over
150,000 assessments are undertaken annually. This
is equivalent to 110 assessments per 1000 persons
aged 70 years and over in the Australian population4.
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Since their introduction almost 15 years ago,
the role of ACATs has developed and expanded
considerably. Increasingly, they have assumed
responsibility for arranging support services which
aim to maintain people in the community and
thereby removing or delaying the need for
residential care. This role has developed at a time
when Australia, like other countries, has adopted
a strategy of reducing the reliance of its aged care
system on the provision of intensive and expensive
nursing home care4. This reduction is illustrated
by the fact that in 1985, nursing home bed provision
was targeted at 66.5 beds per 1000 people aged 70
years and over. By 1996, this targeted provision
had fallen to 49.5 beds per 1000 people aged 70
and over. Between 1991 and 1995, the proportion
of aged care expenditure on nursing homes in
Australia declined from 67% to 63%, with a
corresponding increase in expenditure on hostel
and community care.

Since their inception, ACATs have fulfilled their
original aims and have modified their activities to
meet new demands and challenges. The activities
of ACATs are considered relevant to many countries
that are developing strategies to meet the demands
of an ageing population. As a result, the ACAT
concept has attracted worldwide attention.

Organisational structure of ACATs
A network of ACATs exists throughout Australia,

each serving a defined geographical area. ACATs
are located in rural as well as in urban areas, so
that the network serving Australia is fully
comprehensive. The size and make-up of teams
varies according to the geographical profile of the
area and the demographic profile of the population
served. For example, in the metropolitan area of
Adelaide, South Australia, there are four ACATs,
each serving a population of some 350,000 people,
of whom some 45,000 (13%) are aged over 65 years.
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The Southern Adelaide ACAT has 9 team members
drawn from nursing, occupational therapy,
physiotherapy, social work and medical professions,
together with clerical support. Many ACATs are
based in hospitals and often are closely linked to
Departments of Geriatric Medicine while others are
community based. Even where ACATs and
Departments of Geriatric Medicine are co-located,
they tend to be financially separate with ACAT
funding coming from the Commonwealth
Governments while Departments of Geriatric
Medicine are largely funded by State Governments.

Role of ACATs and how they function
As the name implies, the main function of ACATs

is to assess and address the needs of frail elderly
people. Though the initial focus was on people who
wished to access nursing home care, since 1993,
ACATs have assumed responsibility for assessing
people applying for all forms of residential care. In
Australia today, it is not possible to receive
residential care either on a permanent basis or for
respite, without having formal ACAT approval.
However,  having this approval  does not
automatically allow immediate entry to residential
care. In practically all parts of Australia, the demand
for residential care exceeds its supply. ‘Approved’
clients generally go on a waiting list; where ACAT
approval is but one essential step in the process of
securing Government funded institutional care.

In recent years, ACATs have taken on the
responsibility for the identification of people in the
community who are at risk of requiring residential
care and of developing strategies which might allow
such people to continue living in the community.
ACATs do not provide direct client services; rather
they act as brokers matching the needs of their
clients with community support services provided
by others.

Referrals
Referrals are received from clients themselves,

their spouses or other family members, friends and
neighbours, general practitioners or other
community health workers, community services,
hospital or residential care staff or indeed anybody
with a legitimate interest in the client. Referrals
are usually made by telephone and ACATs are
obliged to accept all referrals, whatever their source.
A recent audit5 revealed that ACAT referrals in
South Australia come from the following sources:
• hospitals (41%)
• general practitioners (20%)
• self/family/friends (13%)
• hostel staff (13%)

• others (13%)
The high referral rates from hospitals and

general practitioners reflects the fact that the need
for residential care or for greater support in the
community often arises following an acute illness
which causes people to be hospitalised or to consult
their general practitioner.

ACAT assessment processes
A single team member in the place where the

client is located at the time generally undertakes
assessments. In practice, the great majority of
clients are seen in their own homes or in hospitals.
If the client is agreeable, carers, relatives or close
friends are encouraged to be present at the time of
the assessment. In accordance with Commonwealth
Government guidelines6, a standardised assessment
is undertaken; this focuses on the client’s physical,
mental, functional and social status. Medical
problems are identified from the history obtained
from the client and where necessary, from
information obtained from third parties, including
general practitioners, hospital staff and hospital
case records. When clients are seen in their own
homes, an assessment of that environment is also
generally included. At the time of referral,
information is gathered which helps the ACAT to
match the assessor to the needs of the client. Thus,
if the initial information indicates that the client
has a dementia with associated behavioural
problems, he or she is likely to be seen by a team
member with psychogeriatrics experience. At the
time of referral, the urgency of the assessment is
usually gauged and the assessment is prioritised
accordingly.

ACATs tend to meet regularly (usually weekly)
to allow interdisciplinary discussion of clinical
problems. The combined expertise of the team is
therefore utilised in dealing with difficult clinical
problems. In particularly complex cases, a second
assessment with other relevant team members or
with other health professionals is arranged. ACATs
have strong links with complementary health and
social services which are utilised as the need arises.
Thus if the client has undiagnosed or potentially
treatable medical problems, referral to the
associated geriatric medical service usually occurs
via the Geriatrician on the team, following
discussion with the involved general practitioner.
Alternatively, a person who needs practical support
in the community (e.g. delivered meals) can be
referred to the relevant service provider.

Outcome of assessment
For any individual assessed by ACATs, a variety
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of outcomes are possible. Currently, immediate
admission to permanent residential care is
recommended for less than half of referred clients
(24% are approved for nursing homes and 22% for
hostels)4. Others may be referred to local health
services so those active medical problems can be
dealt with, or to social services so that they can
receive enhanced community support. Clients who
remain in the community will continue to be
monitored by ACAT so that further services can be
provided should future needs arise. The extent to
which ACATs monitor clients in the community
depends on the individual circumstances.

Efficacy of ACATs
It has been shown that the involvement of

ACATs has succeeded in its primary objective of
reducing the number of inappropriate nursing home
admissions in Australia7. This is supported by data
from Western Australia that in 1994, among all
clients referred for admission to residential care,
79% were recommended admission. Most of the rest
were recommended home care8. Prior to the
introduction of ACATs, all would have been
admitted. However, ACATs have also assumed a
central role in co-ordinating care for frail elderly
people in the community and of subsequently
monitoring their progress. Like other aged care
services, ACATs have limitations. Increasing
demands for services have not been matched by
additional resources so that most ACATs struggle
to meet their workloads. Clients must sometimes
wait for long periods before being assessed. For
example, the Southern Adelaide ACAT deals with
53% of its referrals within 7 days while 22% take
longer than 28 days. However, cases that are
identified as urgent at the time of referral are given
priority.

ACATs are not structured to provide an
emergency service and people in crisis are generally
referred elsewhere. ACAT offices are staffed and
telephones manned during normal office hours only.
Though Australia’s community-based aged care
services aim to collectively provide a co-ordinated,
comprehensive and efficient range of services, in
reality there is some duplication of effort and gaps
in service. In particular, each service tends to
separately assess clients referred. People who
require multiple services thus have multiple
assessments, often undertaken at around the same
time and using similar assessment tools. Some
attempt is now being made to rationalise
assessment processes and so minimise duplication.
It has also been pointed out that the links between

ACATs and general practitioner services are
sometimes sub-optimal and some general
practitioners feel excluded by the ACAT assessment
process9.

Relevance for Hong Kong
Demographic Challenge

Hong Kong is facing a demographic challenge.
The present population is about 6.5 million. By
2011, it would be projected to have a population of
between 7.5 - 8.1 million10. The percentage of
persons aged 60 years and above has increased
from 13% of total population in 1991 to about 15%
in 1996 and is expected to increase to 20% by 2011,
with a significant increase in the number of persons
aged 70 and over. In 1991, the life expectancy of a
person aged 60 was 19.1 years for men and 23.3
years for women. This is expected to improve further
in the coming years. By 2001, male will be expected
to live to 81 while his female counterpart will live
to 8511.

Demand of Residential Care
In Hong Kong, frail elderly people have

traditionally been cared for in the community by
their families and the demand for long-term
residential care has therefore been relatively small.
However, with a rapid growth in the aged
population, the pressure for residential care home
places increases sharply. Elderly people with
deteriorating self-care ability may no longer be able
to live at home despite the fact that there is a range
of community support services. Moreover, altered
societal attitude12 and environmental or political
influences inevitably add pressure on demand for
residential placements. Emigration from Hong Kong
has diminished the level of family support. Even
immediate family members often live in different
countries, and some families can just no longer take
care of their elderly because of lack of space. Though
the current demand for residential care in Hong
Kong is far less than in other developed societies
including Australia, it is probable that this demand
will continue to increase. Should the demand ever
reach the level currently deemed necessary in
Australia, Hong Kong would need 57,000 residential
care places! ( based on 95 places per 1000 people
over the age of 70 years — as in Australia )

Nowadays, a range of residential care facilities
provides a continuum of services for persons with
different needs. These include self-care hostels,
care-and-attention homes, nursing homes and
infirmaries. In 1997, the capacity for care-and-
attention home and infirmary were around 7600
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and 1800 respectively, however, there were still
about 14400 elderly people waiting for entry into
care-and-attention home and that for infirmary
were about 6200. Elderly people often have to wait
for from half a year for care-and-attention home to
3-4 years for infirmary. Although there has had
plans to provide additional places in care-and-
attention homes and nursing homes for the past 2
years, it is likely that demand will continue to
outstrip supply for some years to come.

This shortage of public residential care has
already forced the public to look for private homes
for the elderly. They admit old people with varying
degrees of self-care abilities, ranging from ambulant
to the infirm. The current total capacity for private
homes is around 23,000. In fact, the number of
elderly being cared for in the private sector has
largely exceeded those in the publicly run homes
and infirmaries.

Residential Care & Community Geriatric
Assessment Team — Current system

In the era before the establishment of
Community Geriatric Assessment Team (CGAT) ,
one weakness in the admission and assessment
process for public residential care in Hong Kong is
the lack of a proper review during the waiting
period13. During the often-lengthy waiting period,
the health condition of the elderly person may
deteriorate. And by the time one is called for
admission, he/she may no longer satisfy the entry
requirement due to changing health status and is
rejected. Since August 1994, CGATs (Table 1), akin
to Australian ACATs, have been established across
the whole territory and successfully monitoring the
assessment of individual applicant on the central
waiting list to shorten the waiting time and prevent
inappropriate admission. They also provide
professional advice to social workers to assist them
in choosing the appropriate type of residential care
facilities for their clients. It was also found that
geriatric assessment teams were able to reduce
short-term mortality rates by as much as 35%14.

However, there are potential limitations for the
CGAT if the Australian ACAT were to be implemented
in Hong Kong. Firstly, lack of a standardised
assessment tool among different CGATs results in
different assessment methods and therefore
different criteria for admission in different districts.
Secondly, although CGAT can recommend
institutionalisation, the ultimate admission power
rests with the home superintendents. They can
exercise great discretionary power and select those
applicants who require less nursing manpower. As

a result, there is still a quite high rejection rate by
the homes even their admissions have been
recommended by CGATs. Thirdly, shortage of
residential services especially nursing home and
infirmary as well as lack of community services
backup e.g. shortage of dementia hostel, inpatient
rehabilitation beds, respite places, long waiting time
for home care services etc may adversely affect the
ability of CGATs to recommend optimal care plans.
Therefore, for policy makers, the number of
residential places should be optimal and amount
of community services should be expanded in both
quantity and quality before CGATs can satisfactorily
fulfil its function.

Conclusion
Irrespective of the future demand for residential

care , it is imperative that such facilities are properly
accessed. The financial arguments alone are
compelling. However, more importantly, the
decision to access residential care provides an
opportunity to accurately characterise the medical
problems of frail elderly people and to appropriately
intervene. As a result, the need for residential care
is sometimes obviated or delayed. At the very least,
the process ensures that people who do access
residential care have had the benefit of an expert
and multidisciplinary assessment. ACATs and
CGATs do have their role in the care of elderly people.
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Fung Yiu King Hospital Central & West, Southern

Ruttonjee Hospital Eastern, Wan Chai, Islands

Kwong Wah Hospital / Mongkok, Wong Tai Sin, Yau Tsim,
Kowloon Hospital Kowloon City

United Christian Hospital Kwun Tong, Ngau Tau Kok

Caritas Medical Central Shamshuipo

Princess Margeret Hospital Kwai Tsing, Tsuen Wan

Tuen Mun Hospital Tuen Mun, Yuen Long, North

Shatin Hospital Tai Po, Shatin

Haven of Hope Hospital Sai Kung, Tseung Kwan O

Table 1: Community - based geriatric assessment service in
HK
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Catahment area (Districts
by District Board)

Hospital
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RELATIVITY
When I was but a little lad

A lamb within the fold

I thought that being 25

Was very very old.

When I myself was 25

And life was full of best

I felt a man of 55

A long way past his best.

When I myself was 55

My heart was full of fear

The thought of being 70

I felt the end was near!

But now that I myself have reached

The threescore years and ten

I feel I’ve only climbed the peak

Of yet another Ben.

So now I’m sure there’s no old age

Or yet longevity

It’s just as wise old Einstein said

It’s Relativity!

William Wood


