(€9)LL

TYNYNOC 1¥I1aIW HNOX ONOH

HONGKONGSUPPLEMENT

e g B Sh ok

LLOZ dunf g € 19qWINN & /| SWN|OA

¢ Judwd|ddng

FEE2EEEMPRLEIKRM®
HONG KONG ACADEMY OF MEDICINE PRESS

VOLUME 17 & NUMBER 3 % JUNE 201 1

EDICAL

OURNAL
EABEM

The official publication of the
Hong Kong Academy of Medicine
and the Hong Kong Medical Association

Studies in Health Services

Research Dissemination Reports

B2 SE ARFE R R
FR R AR SRR




HONG KONG MEDICAL JOURNAL

|
Editor-in-Chief
Ignatius TS Yu R%HT

Senior Editors

PT Cheung 7525

CB Chow JE ¥
Albert KK Chui #2558
Michael G Irwin

Editors

KL Chan PR3

KS Chan PBifi’:

Henry LY Chan i 170
David VK Chao JE{#7#
TW Chiu #% fl

Stanley ST Choi £%Jk 3%
LW Chu %54k

WK Hung FE4E 5%

TL Kwan B4

Alvin KH Kwok Z53iis
Paul BS Lai $##11]

Eric CH Lai {2
Stephen TS Lam HifiZE
WY Lam #KkE

Patrick CP Lau %0
Arthur CW Lau 2I{£5
Nelson LS Lee Z518 5%
Danny WH Lee 21§
KY Leung %:51%t

Danny TN Leung #¥- 5
Thomas WH Leung #28
WK Leung i
Kenneth KW Li ZER44
David TL Liu 21K 7
Janice YC Lo Z8&.2
Herbert HF Loong FE ik #%
James KH Luk 5% 82
Ronald CW Ma % & &
Ada TW Ma B RE
Jacobus KF Ng S5 )
Hextan YS Ngan S5t
Martin W Pak )&

PC Tam 3% 85

SW Tang 8 Jk %%

William YM Tang 3B}
Clement CY Tham # 2 5
Martin CS Wong 85 %%
Kenneth KY Wong ##%7¢
TW Wong # K%
Patrick CY Woo #]#li%
TK Yau Jii Y52

Advisors on Biostatistics
William B Goggins
Eddy KF Lam BB

N

Vol 17 No 3 June 2011
Supplement 3

Studies in Health Services

Research Dissemination Reports
Editorial

ELDERLY CARE

Emergency department intervention for high-risk elders:
identification strategy and randomised controlled trial to

reduce hospitalisation and institutionalisation

VWT Yim, TH Rainer, CA Graham, J Woo, TW Wong, FL Lau, SM Ting

Factors affecting long-term care use in Hong Kong
VWQ Lou, EWT Chui, AYM Leung, KL Tang, I Chi, EKS Leung Wong,
CW Kwan

Advance directive and preference of old age home residents for
community model of end-of-life care in Hong Kong
LW Chu, SM McGhee, JKH Luk, T Kwok, E Hui, PKC Chiu, DTF Lee,

J Woo

PriMARY CARE

Patient self-management and the role of pharmacists:
developing a consensus-based policy framework

FYY Wong, FWK Chan, JHS You, ELY Wong, VCH Chung,
SM Griffiths, EK Yeoh

Cervical cancer prevention through cytologic and human
papillomavirus DNA screening in Hong Kong Chinese women
J Wu

Incentives and barriers to adopting the family doctor model in
Hong Kong: an in-depth qualitative study of the views,
knowledge, and attitudes of patients

SW Mercer, SM Griffiths, CLK Lam, A Lee, WCW Wong, TP Lam,
S Hillier, DR Phillips, RH Jones

Utilisation patterns of primary health care services in Hong Kong:
does having a family doctor make any difference?
CLK Lam, GM Leung, SW Mercer, DYT Fong, A Lee, TP Lam, YYC Lo

Patient morbidity and management patterns of community-based
primary health care services in Hong Kong

YYC Lo, CLK Lam, SW Mercer, DYT Fong, A Lee, TP Lam, R Lee,

B Chiu, J Tang, B Chui, D Chao, A Lam, K Chan

Adbvisor on Clinical Epidemiology

Shelly LA Tse 3§37

Hong Kong Med J Vol 17 No 3 Supplement 3 June 2011

16

20

25

28

33

1



]
International Editorial

Advisory Board

Sabaratnam Arulkumaran
United Kingdom

Robert Atkins
Australia

Peter Cameron
Australia

James Dickinson
Canada

Adrian Dixon
United Kingdom

Willard Fee, Jr
United States

Robert Hoffman
United States

Sean Hughes
United Kingdom

Arthur Kleinman
United States

Xiaoping Luo
China

Jonathan Samet
United States

Rainer Schmelzeisen
Germany

David Weatherall
United Kingdom

Homer Yang

Canada
|
Executive Editor
Cyrus R Kumana
Managing Editor
Yvonne Kwok 2 fiil &

Assistant Managing Editors

Warren Chan P {£ 3%
Betty Lau 215454

ToBacco CoNTROL

New anti-smoking legislation on second-hand smoke exposure of 38
children in homes

SSC Chan, DYP Leung, YW Mak, GM Leung, S Leung, TH Lam

New anti-smoking legislation on youth smoking and quitting 43
behaviours via a smoking cessation hotline

SSC Chan, DYP Leung, AYM Leung, DOB Lam, DYT Fong, TH Lam

Author index 47
Disclaimer 48

2 Hong Kong Med J Vol 17 No 3 Supplement 3 June 2011



EDITORIAL

Dissemination reports are concise informative reports of health-related research supported by funds administered by the
Food and Health Bureau. In this edition, 10 dissemination reports of recently completed health services research projects
related to elderly care, primary care, and tobacco control are presented. In particular, three projects are highlighted owing
to their potentially significant findings, impact on health care delivery and practice, and/or contribution to health policy
formulation in Hong Kong.

In Hong Kong, nearly all elderly persons who have terminal illnesses receive end-of-life care and die in a hospital
setting. As the elderly population continues to increase, there is a need to review this model of end-of-life health care for
the elderly. Chu et al' conducted a comprehensive study of advance directives and community end-of-life care among
1600 Chinese in 140 homes for the elderly in Hong Kong. The investigators found that 88% of elders preferred to have
their own advance directives. Further discussions taking into account practical, legal, and ethical considerations of end-
of-life care are warranted.

Effective primary health care is essential for a high-quality, equitable, and cost-effective health care system. In Hong
Kong, recent health care reform proposals emphasise the need for an effective primary care system, especially for chronic
disease and preventive care. The family doctor model has been put forward as a possible solution. Mercer et al? explored
the incentives and barriers to adopting this model from the viewpoint of patients with chronic disease. They found that
many patients regard family doctors as a luxury and that cost, quality, perceived need, and choice are important barriers
to adopting this model. Incentives to adopting a family doctor include financial subsidies and a long-term therapeutic
relationship with a doctor. A family doctor system in Hong Kong for chronic disease management may be difficult to
implement unless these barriers are addressed.

Exposure to second-hand smoke is harmful to health and causes death, disease, and disability. Comprehensive smoke-
free legislation was implemented on 1 January 2007. Chan et al® studied whether smoking fathers smoked inside their
homes owing to restrictions in non-smoking areas, and whether this led to an increase in second-hand smoke exposure to
their spouse and children. Implementation of the smoke-free legislation showed no evidence of displacement of smoking
from restricted smoking venues to the home, and there was actually a decline in the prevalence of fathers smoking at
home and around children. Hence, second-hand smoke exposure at home was reduced. In particular, mothers responded
positively to the legislation as reflected by a substantial increase in their actions to protect their children from second-
hand smoke exposure and a moderate increase in advice to smoking fathers to quit. These results demonstrated the
effectiveness of comprehensive smoke-free legislation in protecting non-smokers, particularly children, from second-
hand smoke exposure. Other Asian countries with a high prevalence of smoking should consider adopting such a policy
to improve health and save lives.

We hope you will enjoy this selection of research dissemination reports. Electronic copies can be downloaded from
the Research Fund Secretariat website (http://www.fhb.gov.hk/grants). Researchers interested in the funds administered
by the Food and Health Bureau may visit the website for detailed information about application procedures.

Supplement co-editors

]W%/ JAGU.

Dr Jenny Lam Dr Richard A Collins
Associate Consultant Scientific Review Director
(Research Office) (Research Office)

Food and Health Bureau Food and Health Bureau
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Key Messages

1.

Hong

A six-item self-reported screening
questionnaire — Hong Kong
identification of seniors at risk
(HK-ISAR) — was developed for
elders attending the emergency
department (ED) deemed to be at
increased risk of adverse health
outcomes.

The HK-ISAR is the first validated
screening tool for use in an ED
setting in Hong Kong. It addressed
health outcomes such as activities

of daily living, dependence,
history of hospitalisation, and
polypharmacy.

Among the six questions in the
HK-ISAR, attendance at a hospital
ED during the past month was the
most important predictor of poor
subsequent health outcome.

The sensitivity and specificity
of the HK-ISAR for predicting a
poor health outcome was 68.3%
and 49.4%, respectively, with an
area under the receiver operating
characteristic curve of 0.621.

A randomised controlled trial of
a community-based structured
interventional programme found no
difference in the 6-month outcomes
of patients screened positive
(receiving the intervention) or
negative (receiving usual care)
according to the HK-ISAR.

Kong Med J 2011;17(Suppl 3):54-7
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STUDIES IN HEALTH SERVICES

Emergency department intervention
for high-risk elders: identification
strategy and randomised controlled
trial to reduce hospitalisation and
institutionalisation
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Introduction

Ageing populations are a problem of worldwide concern. In 2003, 12.5% of the
population in Hong Kong was aged over 65 years. It is estimated that by 2033 the
proportion of such elderly will increase to 25%.! An ageing population has a huge
impact on the health care system, including emergency department (ED) service
utilisation. Moreover, EDs are a common point of contact for geriatric patients.
Elderly ED patients are at increased risk of hospital admissions, intensive-care
unit admission, and return ED visits, compared to younger cohorts.>* The ED
plays an important role in identification of higher-risk elders.

Identification of seniors at risk (ISAR) was a six-question screening tool
(derived from the original 27-item ISAR questionnaire) developed and validated
in a Canadian population for ED administration for elderly patients. It predicts
adverse health outcomes (death, long-term care admission, or functional decline),
acute care hospital utilisation, and identifies patients with high utilisation of ED
services during the 6-month period after the index ED visit.*® Using a cut-off
score of two or more of the six questions, the ISAR tool predicted adverse health
outcomes and high rates of hospital utilisation with a sensitivity of 73% and a
specificity of 51%; the area under the receiver operating characteristic (ROC)
curve was 0.68.* Similar studies have not been performed in Hong Kong, despite
the huge geriatric population expected in the future.

This study aimed to (1) derive a Hong Kong (HK) version of the ISAR, (2)
validate it in the local population, (3) compare the performance of HK-ISAR
with the original ISAR, and (4) use the validated HK-ISAR to identify high-risk
elderly patients and study the effects of a structured ED intervention and targeted
referral process on hospitalisation and institutionalisation over the next 6 months.

Methods

This multicentre study was conducted from July 2007 to October 2009 in two
phases in three EDs in Hong Kong: the Prince of Wales Hospital, the Pamela
Youde Nethersole Eastern Hospital, and the United Christian Hospital.

Phase 1

This was conducted between July 2007 and July 2008. Patients aged =65 years
and who were about to be discharged from the ED were recruited. The original
27-item ISAR was completed. Patients were followed up by telephone interview
6 months after the ED visit. The composite primary outcome measure was to
identify any of the following adverse outcomes: (1) institutionalisation, defined
as admission to a nursing home or chronic/acute care hospital for =3 months, (2)
admission to an acute care general hospital during the first month after the index
ED visit, (3) early return visit or frequent ED visits (one return visit within one
month or three or more visits during the 6 months following the index ED visit),
and (4) death.

Hong Kong Med J Vol 17 No 3 Supplement 3 June 2011



Multiple logistic regression analysis was performed
on the 27 ISAR screening questions to identify the six
most significant variables with the highest adjusted
odds ratios (OR) to derive the HK-ISAR. This was then
validated.

Phase 2

This was conducted between September 2008 and October
2009. High-risk elderly patients (identified using the
validated HK-ISAR) who were to be discharged from the
ED were recruited into a prospective randomised controlled
clinical trial. Outcomes were compared in patients receiving
an ED-based intervention (which specifically targeted and
maximised timely referrals to community-based geriatric
support and medical and social services) and those who
received routine ED care. The ED-based intervention
included a brief standardised assessment of functional
status, mental state, and relevant social factors (using the
Barthel index, short Geriatric Depression Scale, and Mini
Mental State Examination). The focus was on identifying
new and unresolved old problems that required medical
intervention, a new or increased level of home care or
community-based service. Referrals to a range of clinics and
agencies were arranged according to the individual’s needs
and standardised cut-off points for the study instruments.

Table 1. Baseline characteristics of recruited patients

Emergency department intervention for high-risk elders

Results

Phase 1

Of 2130 patients screened, 1820 were eligible and
successfully followed up (Table 1). The eligible patients
were randomised into derivation and validation groups. The
derivation group comprised 915 patients (50% male) with a
mean age of 74.5 years (standard deviation [SD], 6.23 years).
After entering all patients’ responses into the model, 32 had
not answered the questions clearly and were excluded. Six
questions highly predictive of poor outcome were identified
from the 27 ISAR items. They were (1) Before the illness
or injury that brought you to the emergency department,
did you have any health problems that required you to limit
your activities? (OR, 1.604; 95% confidence interval [CI],
1.171-2.198); (2) Have you visited a hospital emergency
department during the past month? (OR, 2.458; 95% CI
1.725-3.503); (3) Have you been hospitalised for one or
more nights during the past 6 months? (OR, 2.242; 95%
CI, 1.568-3.204); (4) Do you take more than two different
medications every day? (OR, 1.534; 95% CI, 1.126-2.090);
(5) In case of need, can you count on someone close to you?
(OR, 1.711; 95% CI, 1.078-2.716); and (6) Do you usually
have enough income to meet your daily needs? (OR, 1.446;
95% CI, 1.047-1.996)

Characteristic

No. (%) of patients

No. of male:female
Age (years)
65-74
75-84
=85
No. of co-morbidities
0
1
2
3
>4
Median Barthel index score
Median Geriatric Depression Scale score
Short version of identification of seniors at risk (C-ISAR) score

OOk~ wWN = O

Adverse outcomes
Institutionalisation
Admission to acute care general hospital
Early or frequent emergency department visit
Death
Primary composite outcome
Canadian ISAR score of those with adverse outcomes

DO wWN 2O

910:910
975 (53.6))
727 (39.9)
118 (6.5)
297 (16.3
418 (23.0)
409 (22.5)
329 (18.1)
367 (20.2)
1.5
7.5
230 (12.6)
520 (28.6)
564 (31.0)
312 (17.1)
136 (7.5)
50 (2.7)
8(0.4)
Present Absent
11 (0.8) 1809 (99.2)
506 (27.8) 1314 (72.2)
392 (21.5) 1428 (78 5)
55 (3.0 1765 (97
698 (38.4) 1120 (61. 6)
62 (8.9)
165 (23.6)
229 (32.8)
138 (19.8)
71(10.2)
28 (4.0
5(0.7)
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Using the cut-off of two or more out of 6 possible
positive answers, the sensitivity and specificity of HK-
ISAR for predicting poor outcomes were 68.3% and 49.4%,
respectively, with an area under the ROC curve of 0.621.
The validation group comprised 905 patients, of which
25 were excluded because of missing data. This yielded a
sensitivity and specificity of HK-ISAR for predicting poor
outcome of 76.1% and 33.3%, respectively, with an area
under the ROC curve of 0.592.

The Hong Kong version of ISAR comprised six
questions that differed slightly from the short version of
the original ISAR (C-ISAR). Evaluation of the ability of
C-ISAR to identify high-risk patients in the Hong Kong
Chinese population was performed.

Of the 1820 patients recruited, 698 (38.3%) had two
or more positive responses to the C-ISAR. The C-ISAR
correctly identified 471 (67.5%) of the 698 positive cases,
and 523 (46.6%) of the 1122 negative cases (Fisher’s exact
test, P<0.0001), yielding a correct classification rate of

994/1820 (54.6%). The HK-ISAR correctly identified 535
(77%) of the 698 positive cases, and 366 (33%) of the 1121
negative cases (Fisher’s exact test, P<0.0001), yielding a
correct classification rate of 910/1820 (49.5%). In the Hong
Kong population, the HK-ISAR identified 9% more seniors
at risk than the C-ISAR.

Phase 2

At their index visit, 1279 patients were randomised into
the control group (333 males and 309 females; mean age,
75 [SD, 6.8] years) and the intervention group (277 males
and 360 females; mean age 76.3 [SD, 6.8] years) [Table
2]. In all, 224 controls and 255 patients in the intervention
group had a positive composite outcome (P=0.299).
There was no significant difference between the groups
for institutionalisation (7 [1.1%] vs 6 [0.9%], P=0.791),
admission to an acute care general hospital (174 [27.1%] vs
198 [31.1%], P=0.117), early return or frequent ED visits
(120 [18.7%] vs 124 [19.5%],P=0.724), or death (12 vs 12,
P=0.985). Use of the HK-ISAR and structured interventional
programme made no difference to the 6-month outcomes.

Table 2. Baseline characteristics of patients in randomised controlled trial

Characteristic No. (%) of patients P value
Control Intervention
No. of male:female 333:309 277:360 0.003
Age (years) 0.005
65-74 326 (50.8) 266 (41.8)
75-84 251 (39.1) 298 (46.8)
=85 65 (10.1) 73 (11.5)
No. of co-morbidities at recruitment 0.0001
0 158 (24.6) 85 (13.3)
1 170 (26.5) 155 (24.3)
2 134 (20.9) 180 (28.3)
3 100 (15.6) 115 (18.1)
>3 80 (12.5) 102 (16.0)
No. of co-morbidities at follow-up 0.0001
0 133 (20.7) 64 (10.0)
1 150 (23.4) 122 (19.2)
2 125 (19.5) 182 (28.6)
3 124 (19.9) 114 (17.9)
>3 100 (15.6) 144 (22.6)
Median Barthel Index score
At recruitment 18.54 18.46 0.149
At follow-up 18.89 18.85 0.121
Median Geriatric Depression Scale score
At recruitment 5.30 5.06 0.178
At follow-up 6.48 4.45 0.0001
Hong Kong identification of seniors at risk (HK-ISAR) score at recruitment 0.0001
O - -
'1 - -
2 213(33.2) 309 (48.5)
3 251 (39.1) 194 (30.5)
4 131 (20.4) 91 (14.3)
5 41 (6.4) 38(6.0)
6 6 (0.9) 5(0.8)
HK-ISAR score at follow-up 0.0001
0 7(1.1) 3(0.5)
1 43 (6.7) 63 (9.9)
2 144 (22.4) 181 (28.4)
3 226 (35.2) 159 (25.0)
4 82 (12.8) 89 (14.0)
5 29 (4.5) 17 (2.7)
6 - 5(0.8)
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Discussion

This study resulted in the development of a six-item self-
reported screening questionnaire (HK-ISAR) for elders
attending the ED to identify those at increased risk of
adverse health outcomes. It is the first validated screening
tool for use in an ED setting in Hong Kong. The HK-ISAR
is a brief, general screening tool, suitable for an ED setting
to enable clinical resources for the care of elders to be
rapidly deployed and focused on patients with unmet care
needs currently or in the near future. The items included
in the HK-ISAR are well-known risk factors for adverse
health outcomes among elders. They include activities of
daily living, dependence, history of hospitalisation, and
polypharmacy. The HK-ISAR has similar sensitivity and
specificity to the original Canadian short version (C-ISAR)
but is more applicable to the local population; it identified
9% more seniors at risk. Among the six questions in the
HK-ISAR, attendance at a hospital ED during the past
month is the most important predictor of subsequent poor
health outcome. The C-ISAR does not include this item as
one of the screening questions. This indicates a difference
in the Hong Kong and Canadian geriatric populations in
terms of utilisation of ED services. The ED is an important
contact point for the high-risk elderly with high utilisation
of health care resources, for whom effective interventions
are necessary. The intervention was community based, with
referrals to a range of clinics and agencies according to
individual patient needs and standardised cut-off points used
for the study instruments. All the referrals were arranged
within 6 months of the ED visits but made no difference

Emergency department intervention for high-risk elders

to the 6-month outcomes. A main reason for failure of
intervention was lack of a coordinated effort among the
referred parties. Nevertheless, the HK-ISAR is a useful
first step to be implemented in the ED to trigger subsequent
interventions in high-risk elders. Further study is necessary
to explore other strategies to reduce the occurrence of
adverse health outcomes.
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Key Messages

1. Psychological factors play the most
significant role in contributing
to long-term care choices. Older
people’s positive attitude towards
community care services (CCS) and
strong structural solidarity of the
family are two key factors.

2. Stronger family structural solidarity
is associated with the use of CCS,
whereas family structural solidarity
tends to be confined to nuclear
families rather than intergenerational
families, which implies that spouse
and children caregivers have
different needs. Caregiver support
services targeting the elderly
couple’s families and children as
caregivers should be differentiated
and more specifically targeted.

3. In general, CCS serve frail elders
with acute rehabilitation needs, who
are more likely to be cared for by
family members and/or domestic
helpers, whereas residential care
services serve frail elders with a
higher level of cognitive impairment.
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Factors affecting long-term care use
in Hong Kong
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Introduction

The growing elderly population in Hong Kong has increased the demand for
long-term care (LTC) services and supplies. Strategies have been developed to
meet these challenges by balancing residential care and community care for the
frail elderly, particularly to community care services (CCS) that help elderly
people to live independently in the community. This not only helps the elderly
to achieve ageing in place, but also improves cost-effectiveness in allocating
financial resources.! To achieve a sustainable LTC policy in Hong Kong, the
strategies must respond to factors affecting individual choices among various
community or residential LTC services, such as changing demography, social
norms in terms of elderly care, gender and cultural traditions, and the current
development of the welfare regime.

This study was based on the revised expanded model of Andersen’s Health
Service Utilisation.> The original model proposed that people who choose to
utilise certain health care services are affected by three factors: (1) predisposing
factors (eg demographic variables), (2) enabling factors (eg financial concerns,
availability of a caregiver, and coping strategies of both the caregiver and care
recipient), and (3) needs factors (health status, dependency level, caregiver’s
burden, and care-giving intensity).> This model is widely adopted to explore
factors that affect LTC services and their utilisation by the Hong Kong elderly.
In addition, psychological factors, such as attitude towards LTC arrangements,
knowledge about such services, utilisation of such services, family solidarity (eg
consensus solidarity, structural solidarity, and affectional solidarity), and a sense
of control (eg self-efficacy), should also be included.?

This study aimed to investigate the characteristics of elderly people with LTC
needs who opt for CCS (eg integrated home care services, enhanced home and
community care services) or residential care services (RCS) [eg care and attention
homes for the elderly, and nursing homes), and to focus on the four factors.

Methods

This study was conducted from June 2007 to February 2009 and adopted a
multi-stage, cross-sectional survey design, supplemented by qualitative in-depth
interviews. The study was approved by the Survey and Behavioural Research
Ethics Committee of The Chinese University of Hong Kong.

In the questionnaire survey, a cluster sampling method was used. A total of
59 agencies agreed to participate, and 435 dyads were interviewed by trained
interviewers using standardised questionnaires. For older people who had
difficulties communicating, proxy interviews were conducted with their family
members. Among the 435 dyads, 67% and 33% of the elderly were about to
receive RCS and CCS, respectively. Sociodemographics of the elderly and the
caregivers are listed in Tables 1 and 2. Eight of the dyads underwent an in-depth
interview based on a semi-structured questionnaire and purposeful sampling.

The questionnaire consisted of questions related to predisposing factors,
needs factors, enabling factors, psychological factors, and LTC options. All were
measured using validated Chinese version scales. Four of the research team
members independently translated those scales that lacked a Chinese version
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(eg affectional solidarity scale, and filial piety scale),
and a consensus on the translation was reached. A person
fluent in both Chinese and English, but unfamiliar with the
scales, then back-translated them. Satisfactory reliabilities
for measurement instruments were noted. The dependent
variable —whether the respondent opted for RCS or CCS —
was recorded at the time of the interview. Respondents were
asked to report all the independent variables retrospectively.

Results

Hierarchical logistic regression was used to study the odds
for respondents who opted for CCS. Only independent
factors with P values of <0.1 in bivariate group comparisons
were entered in the logistic regression. Four models were
tested: model 1 entered predisposing factors only; model
2 entered predisposing and needs factors; model 3 entered
predisposing, needs, and enabling factors; and model 4
entered predisposing, needs, enabling, and psychological
factors (Table 3).

In model 1, age and marital status were significant
factors. The CCS respondents were more likely to be

younger and married. In model 2, CCS respondents were

Table 1. Sociodemographics of the elderly (n=435)

Factors affecting long-term care use in Hong Kong

more likely to have less cognitive impairment, a shorter
duration of disability in instrumental activities of daily
living (IADL), and a higher level of caregiving burden. In
model 3, the CCS respondents were more likely to have a
lower level of social support, receive care from domestic
helpers, be cared for by a spouse, have perceived financial
implications after choosing LTC services, and receive an
old age allowance or disability allowance. In model 4,
CCS respondents were more likely to have a higher level
of cognitive impairment, a lower level of social support,
more positive attitude towards CCS, prefer CCS more and
RCS less, have a caregiver living in the same household,
and have an economically inactive caregiver.

More CCS than RCS respondents (26% vs 18%)
expected a 60% to 100% probability of changing LTC
arrangements in 5 years’ time, whereas less CCS than RCS
respondents (38% vs 58%) expected no probability of
changing LTC arrangements.

Findings based on in-depth interviews were consistent
with those based on the questionnaire survey. Needs
factors, enabling factors, and psychological factors played
significant roles in LTC utilisation.

Table 2. Sociodemographics of the caregivers (n=435)

Variable m(;' éi/;")eﬁ;
Gender

Male 160 (37)
Female 275 (63)
Mean+SD age (years) 81.06+7.52
Respondent type

Elderly 159 (37)
Proxy 276 (63)
Education level

No education 194 (45)
Primary school 161 (37)
Junior secondary or above 79 (18)
Religion

No religion 134 (31)

Chinese traditional belief 155 (36)

Formal religion 146 (33)
Employment

Full/Part time 4(1)

Retired 340 (78)

Homemaker 91 (21)
Marital status

Currently not married 242 (56)
Currently married 193 (44)
Residential care services

Care and attention homes for the elderly 260 (60)

Nursing homes 30 (7)
Community care services

Enhanced home and community care

services / 97 (22)
Integrated home care services 48 (11)
Mean+SD duration of service received (years) 1.30+0.57

Variable M (%) @i
caregivers

Gender

Male 142 (33)
Female 293 (67)
Age (years)

<40 41 (9)
41-50 126 (29)
51-60 134 (31)
=61 134 (31)
Relationship with the care recipient

Spouses 100 (23)
Children and in-laws 279 (64)
Grandchildren 12 (3)
Other relatives 26 (6)
Friends 5(1)
Others* 13(3)
Education level

Below primary 32 (7)
Primary 118 (27)
F1-F3 85 (20)
F4-F7/TI 119 (27)
Tertiary (non-degree/degree) 81 (19)
Religion

No religion 184 (42)
Chinese traditional belief 91 (21)
Formal religion 160 (37)
Employment

Full/part time 220 (51)
Retired 117 (27)
Homemaker 78 (18)
Others' 20 (4)
Marital status

Currently not married 103 (24)
Currently married 332 (76)
Mean+SD duration of care provided (years) 5.51+6.62

* People from the same hometown or employees
T Unemployed, students, or resigned from a job to take on the caregiver role
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Table 3. Regression analysis on community care service (CCS) respondents

Variable Odds ratio
Model 1 Model 2 Model 3 Model 4
Predisposing factors
Age 0.967* 0.988 0.996 0.959
Gender of the elderly (Female=1) 1.098 0.671 0.431* 0.720
Marital status of the elderly (Married=1) 0.341% 0.4171 0.711 0.456
Needs factors
Activities of daily living (ADL) - 0.983 0.995 1.000
Instrumental ADL - 1.092 1.058 1.040
Cognitive impairment - 0.786* 0.781% 0.685*
Duration of disability in IADL (months) - 0.992f 0.992* 0.990
Hospitalisation in the previous 6 months (No=1)
1 week - 2.669 3.1783 2.608
1 month - 1.494 1.458 1.018
=2 months - 1.983 2.088 1173
Bed-bound in the previous 6 months (No=1)
1 week - 0.236 0.187 0.673
1 month - 0.514 0.518 0.807
=2 months - 1.414 1.227 1.156
Caregiver burden - 1.017* 1.015 1.012
Enabling factors
Social support network - - 0.947+ 0.961*
Living alone - - 0.943 3.297
Receiving care from a domestic helper - - 3.2501 2.372
Care arrangement before receiving CCS or residential care
services (RCS) [self care=1]
Spouse care - - 2.2291 0.100
Children care - - 0.502 0.153
Others - - 0.456 0.223
No. of financial sources - - 1.464 0.964
Perceived financial implications - - 0.518 0.452
Source of financial support
Comprehensive Social Security Assistance - - 2.053 1.464
Old age allowance or disability allowance - - 3.244* 4.9641
Self-rated health of caregivers - - 1.108 1.373
Psychological factors
Positive attitude towards CCS - - - 1.206"
Preference of long-term care arrangements
Domestic helper - - - 1.019
CCs - - - 1.505*
RCS - - - 0.355*
Knowledge about long-term care services - - - 0.982
Use of CCS - - - 0.536
Family structural solidarity: geographic proximity
Same household (different household=1) - - - 7.036*
Family structural solidarity: opportunity structure
Economically active caregiver (economically inactive=1) - - - 0.372*
R? 0.0879 0.2469 0.3497 0.5209

* P<0.05
T P<0.01
* P<0.001

Discussion

Model 4 explained 52% of the variance, and thus all
the included factors explained more than half of the
phenomenon. Psychological factors contributed the largest
proportion (17%) of the explanation, in which a positive
attitude towards CCS and family structural solidarity
significantly contributed to choosing LTC.

The positive attitude towards the CCS led to a preference
for being taken care of by CCS and not by the RCS. From
a rational behavioural planning perspective, an individual’s
attitude towards behaviour reflected his/her personal risk
profile, which included health status, availability of sources
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of support, and availability of domestic helpers at the time
of the interview.

Family structural solidarity indicated that the caregiver
and the care receiver lived in the same household, and
that the caregiver was economically inactive, which was
associated with opting to CCS. Both factors could enhance
the availability of support from caregivers. In a Hong Kong
study, how far apart elderly parents and adult children lived
was associated with the feasibility of caregiving to elderly
parents.*

No significant association was shown between
consensual solidarity (ie inclination to family tradition



and filial piety) and utilisation of CCS. This suggests that
attitude towards family tradition and filial piety is somewhat
de-linked with attitude towards concrete behaviours (eg
LTC arrangements). Older people in Hong Kong still agree
with virtues associated with cultural traditions, such as
intergenerational exchange and filial piety. However, they
also consider reality for their LTC arrangements. Hong
Kong people tend to link family tradition and filial piety
with providing financial support to older parents, but delink
family tradition with behaviours that would demand that
children sacrifice their own life choices.’

Regarding the association between knowledge and
utilisation of LTC services, RCS respondents had a better
knowledge of LTC services. In addition, more RCS than
CCS respondents have been using LTC services, as LTC
knowledge is closely linked to utilisation. Only very limited
knowledge was obtained by non-users. This reflects the
service gap between community support services for elders
without LTC needs and LTC services.

With regard to enabling factors, there were two
observations. First, the relationship between the caregiver
and the carerecipientis very important. The CCS respondents
were more likely to be supported by spouses and/or domestic
helpers than children. When psychological and enabling
factors were considered together, CCS respondents were
more likely to be in ‘older couple families’—a spouse who
was economically inactive and lived in the same household.
Among older couples, partners depend on each other and
they are good companions, but seem to have limited social
support from others. Lack of social support among the
older couples’ families puts them at a great disadvantage
to cope with life events such as illness, accidents, etc.
Children seemed not to give as much support as the
spouses of the elderly in keeping such frail older parents
in the community. Among 35 CCS respondents who had
domestic helpers, only 11% were taken care of by a spouse.
Children caregivers seem to depend on multiple sources of
caregiving: from formal to informal, from paid to unpaid.
This can be explained by declining of intergenerational
bonds and a transition to affection-oriented choices among
adult Chinese children.** This also reflected the ability of
children to allocate extra resources to provide personal care
to frail parents. These changing attitudes and the potential
resources needed by adult children to take care of their frail
parents deserve attention.

The second observation was that CCS respondents were
more likely to have more sources of financial support and
fewer perceived financial implications in deciding LTC
arrangements. They were also less likely to depend on
Comprehensive Social Security Assistance Scheme, and
were more likely to receive old age allowance or disability
allowance. The existing LTC policy in Hong Kong may
influence personal and/or family decisions with regard to
LTC arrangements. Those who have comparatively more
financial support are more likely to stay in the community.

Factors affecting long-term care use in Hong Kong

Those who have comparatively inadequate financial
support are more likely to move to residential facilities.
The residential care facilities in Hong Kong are subsidised
by the government. In the 2008-09 welfare budget, around
HK$6000, HK$8000 and HK$12 000 per head per month
were subsidised to private homes participating in the
Enhanced Bought Place Scheme, Care and Attention Homes
for the Elderly, and nursing home residences, respectively.
The subsidy led to low shared responsibility in terms of co-
payment by the elders and their families. By no means can
this universalist approach to RCS fulfill the care needs of
frail elders. However, one of the unintended consequences
could be economic-driven institutionalisation. For the
long run, policies for supporting CCS should be revamped
by enhancing incentives for frail elders and their family
members.

Based on group comparison analyses of needs factors,
RCS respondents were more likely to have higher levels of
activities of daily living (ADL) difficulties and cognitive
impairment, whereas CCS respondents were more likely
to have higher levels of IADL disability, longer hospital
stay, and longer duration being bed-bound in the previous 6
months. This suggested that CCS needs were more likely to
be triggered by sudden health deterioration or hospitalisation.
Not surprising