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World Population Ageing  

Year  
2010 2020 2030 2040 2050 

 1.5 billion in 2050 

 

0.5 billion elders in 
2010  
(aged  65) 

Source: United Nations, Department of Economic and Social Affairs, Population Division 
 World Population Prospects, the 2015 Revision 
Remark:  *Refer to the median prediction 
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Speed of Population Ageing 
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Time required / expected for the proportion of elderly population 
to rise from 7% to 14% 

Source:  Kinsella K, He W. An Aging World: 2008. Washington, DC: National Institute on Aging and U.S. Census Bureau 2009. 
 Hong Kong Figures from Census & Statistics Department, HKSAR   



Challenge of Aging population  



Source: HK’s Domestic Health Accounts. Estimates of Health Expenditure, 2010/11 

2.6% GDP 2.5% GDP 

Hong Kong Health Care System – A Two Tier 

System 
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HA 



Ageing – Increasing Complexity of health issues 
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^ Based on 13 selected chronic diseases 
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No. of HA Patients with Chronic Diseases^ per 1 000 Population (End 
2014) 



Remarks: 
# Patient days for General Specialty only (i.e. Care Category: Acute General  or Convalescence/Rehabilitation). 
* Figures at age 0 refer to patient days (exclude Nursery only) per 1000 registered births. 

Impact of Population Ageing: Services Utilization   
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Inpatient Service Utilization Rate (Total Patient days# per 1,000 population) in 2010 



Higher Risk of Hospitalization for Elderly 
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Non-Elderly (< 65) Elderly ( 65) 

1 vs. 4 

Ever admitted to 
any HA hospital  
(General specialty*) 2.6  in  10 0.7  in  10 

Remark: 
*Refers to Acute General and Convalescence/Rehabilitation in 2010 (excluding aged 0). 



Mounting Demand from Elderly 
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Per 1000 Non-Elderly (<65) Per 1000 Elderly ( 65 ) 

Hospital Bed 
Requirement* 
(General specialty) 

11.8 beds 1.3 beds 

vs. 1 9 

Remarks: 
* Bed requirement is based on the rate of patient days per population for General Specialty only (i.e. Acute General 
and Convalescence/Rehabilitation) in 2010. Age 0 are excluded in the calculation of hospital service utilization. 
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Characteristics of Elderly Patients  

長者病人的獨特需要 

• Multidisciplinary team 

approach important  

– More Chronic illnesses & 

comorbidities  

– Slower response to treatment  

– Environmental factors 

important 

– Dementia in Hong Kong 

• 100,000 in 2009 (~ 330,000 

by 2039)  

• Low “tech” but high “touch” 

care 

• Avoid unnecessary 

hospitalization 

– Caring at place of residence is 

better esp for dementia  

 Adverse outcomes of hospitalization for 

older patients  

Hospital management of older adults. UptoDate May 2017  
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Elderly  
Services 

長者醫療
服務 

Principle of health 

care provision to 

elderly people  

Some examples 
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Old Age Home distribution in NTWC 新界西區老人院舍分佈情況 

NTWC CGAS  
社區老人評估服務 

院舍外展隊 



Community Geriatric Assessment 

service 

• Community Geriatric 
Assessment service 
(CGAS) 社區老人評估服務 

• Start in 1994 

• Now serves all clusters 
– Timely assessment & appropriate 

Mx of health problems for elderly 
people at risk in the community 

– Improve the interface b/w medical & 
social service sectors 

– Establish community based 
rehabilitation programs 

– Ensure correct placement of elderly 
people into institutions 

– Promote quality of care through 
education of caregivers 

 

 

– Reduced admission rate, 

unplanned readmission rate, 

A&E attendance rate & 

incidence of adverse events 

& appraisal of service by 

clients or caregivers 

Community Geriatric 

Assessment Teams 

(CGATs) 2016 

 Covers ~640 RCHEs 

(90%) 

 Provides outreach 

medical consultation, 

nursing assessment, 

treatment and 

community rehabilitation  



LamTei RCHE project 

藍地計劃 
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Empowerment of RCHE to care for 

selected sick inmates 

• Ride on existing CGAS platform 

• Medical-social care model 

development 

• Medical/ nursing/ AH/ pharmacy/ 

support 

• Governance & finance 

LamTei RCHE project 藍地計劃 
Enhanced Community Geriatric 
Assessment Service (CGAS) 

• 45 beds 

– Owned by POH board 

• The Clinical Governance 

– RCHE inmates but CGAT patients 

• Extended caring of RCHE 

inmates by CGAT 

• Outpatient status but with more     

in-depth medical & nursing care 

• Case selected by CGAT 

• For acute, sub-acute, 

rehabilitation, End-of-life (EOL) 

care 

 

– Collaboration with future RCHE 

resident team 

The Sick Bay 

20 

Service Provision 

RCHE medical team • Primary care and mild episodic 

illnesses of residents 

CGAS in the usual mode  • CGAT to provide current mode of 

scheduled outreach visits to 

RCHE residents 

Enhanced CGAS in the 

Sick Bay  

 

     

• HA specialist to provide medical 

consultation to Sick Bay on daily 

basis, Mon to Fri, one (AM) 

session per day 

• HA specialist to work closely with 

RCHE resident doctor  

• Protocol based medical, nursing 

and rehabilitative care would be 

implemented 

• Tele-communication would be 

utilized at times 

Medical Care Support of the RCHE 
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NGO (DECCs) 

• Training 

• Empowerment 
– Elders 

– Care-givers 

– Social Welfare 

staffs 

• Clinical support 

• IT & Technology 

 

智友醫社同行 計劃 

 

Dementia Support Community 

Program  
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Tele-medicine 

Definition 

• The delivery of health care services, 

where distance is a critical factor, by 

all health care professionals using 

information and communication 

technologies for the exchange of valid 

information for diagnosis, treatment 

and prevention of disease and injuries, 

research and evaluation and for the 

continuing education of health care 

providers, all in the interests of 

advancing the health of individuals and 

their communities. 

 
• A health telematics policy in support of WHO’s 

Health-For-All strategy for global health 

development: report of the WHO group consultation 

on health telematics, 11-16 December, Geneva, 

1997. Geneva: World Health Organization; 1998 

Categories  

• Store-and-forward — store-and-forward 

telemedicine refers to the use of asynchronous (not 

real-time) computer-based communication between 

a patient and a consulting provider, or a referring 

health care provider and a medical specialist at a 

distant site for the purpose of diagnostic and 

therapeutic assistance in the care of patients who 

otherwise have no timely access to specialty care.4  

• Real-time interactive telemedicine — 

provides synchronous real-time interaction between 

a patient and health care provider, usually via a 

videoconferencing device or wireless tools.  

• Home health care and remote monitoring 

systems — provides care to individuals and 

families in their place of residence to promote, 

maintain, restore health, or to minimise the effects 

of disability and illness, including terminal illness. 

Use of remote monitoring and interactive devices 

allows the patient to remit information about vital 

signs on a regular basis to a provider without the 

need for travel.5 Monitoring technology is classified 

into two broad categories, a portable or wearable 

device (e.g. blood pressure monitor, glucose 

monitor) and fixed or environmental devices (e.g. 

motion sensor, acute fall detector).6 

 



 

Information Provision – HA’s Smart Patient 

Website  

26 



Information Provision – Smart Elders Website  
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Golden Age Corner Carer Corner 

• A one-stop online information platform to empower elders who are suffering 
from chronic diseases and their carers.   



Electronic Frailty Index 



Innovation for patient care 



 



Risk Stratification – HARRPE Score  

31 

HARPPE = Hospital Admission Risk Reduction Programme for the Elderly 
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AED 

Sub-acute care at 
convalescent   

Hospital 

Home 

Medical 

 ward 

 Discharge care 
planning  

 Risk identification 
& stratification 
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 Need assessment 

Led by geriatricians and care coordination by link nurses 

 
Outreach 

visits  
(e.g. Case  

Management visit)  

 

 
NGO Home  

Support  
Services 

 

Rehabilitation  
at GDH 

C
o

m
m

u
n

it
y 

H
e

al
th

 C
al

l C
e

n
tr

e
  

System of Integrated Care and Discharge Support for  

High Risk Elderly Patients: Patient Journey 

32 



Integrated Care and Discharge Support for 

High Risk Elderly Patients 

Community 

Health Call 

Centre 

service 

Rehabilitation 

at outpatients 

or day 

hospitals 

Formulate 

care plan 

Discharge 

planning 

Hospital Community 

NGOs – 

personal & 

social care 

services 

Community 

Outreach 

Nursing /Allied 

Health services 

to home 

Comprehensive 

(medical, 

functional & 

social) needs 

assessment 
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Enablers for success 

Service model 
& Clinical 

governance 

Community 
partner 

collaboration 

Clinical 
leadership & 
manpower  

Manpower 
reengineering 

Nursing 

Allied Health 

Social Work 

Telemedicine 

Geron-
technology 

Big Data usage 

醫 社 合 作 

居 家 安 老 

社 區 共 融 



Thank you  


