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Case management for at-risk elderly 
patients: a review

ACT Leung1 FRCP (Glasg), PhD

ABSTRACT
In Hong Kong, elderly patients recently discharged from hospital are at 
high risk of unplanned readmission, leading to the phenomenon of the 
‘revolving door syndrome’. A review of the literature and also studies 
conducted locally suggest that a case management approach could be 
a useful tool to achieve a more coordinated and better continuum of 
care for this group of patients. The case management tool could also 
contribute to a more integrated care system for the frail elderly, due to 
pooling of expertise and resources from the health and long-term care 
sectors. More studies should be encouraged locally to explore a broader 
application of this approach as a means of improving elderly care for 
the rapidly ageing population of Hong Kong.
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INTRODUCTION

The term ‘revolving door syndrome’ was coined by 
Gordon1 in 1995 to describe the problem of frequent 
return of old aged home residents to hospital shortly 
after discharge. Subsequently, it was observed that 
frail older persons are particularly at risk ending up in 
the gap between health care/hospital and supportive 
social/community care service systems and thus 
they become victimised even further.2 In this group 
of patients repeated admissions consume huge 
resources and block beds in the acute hospitals,3 and 
is a particularly serious problem in Hong Kong. By 
contrast, the United Kingdom has a more hospital-
based health care service delivery system. In 1993, a 
local survey of older medical patients discharged from 
a regional hospital showed that the readmission rate 
was 11% at 1 month and 30% by 6 months.4 A large-
scale cohort study by Kwok et al5 in 1999 found that 
out of 1204 consecutive hospital medical patients 
aged 70 years and above, 38% had at least one 
readmission in 6 months and 18% were readmitted 
within 28 days. Even the Elderly Commission, the 
highest official body to advise the Hong Kong SAR 
Government on policies and services for the older 

persons, acknowledged this unsatisfactory situation 
secondary to the poor interface between the health 
and long-term care system in Hong Kong. “As most 
frail elderly people in need of long-term care (LTC) 
are almost inevitably suffering from chronic illnesses, 
they are also in need of medical care. They are often 
patients of specialist out-patient clinics of the 
Hospital Authority (HA) and other public or private 
sector medical services. In fact, experience worldwide 
has demonstrated that if inadequate medical support 
is given to the LTC system, or if the quality of service 
is unsatisfactory, many of the corresponding elderly 
become frequent users of acute medical services, 
i.e. the so-called ‘revolving door syndrome’. The 
latter phenomenon therefore accounts for a large 
number of readmissions to hospitals and high 
occupancy of medical and geriatric wards. Other 
than having an adverse impact on the health of the 
elderly, this syndrome poses a heavy burden on the 
medical sector.”6 The HA is also acutely aware of the 
impact of this syndrome to the workload in public 
hospitals and the consumption of the limited health 
care resources. Upon re-organisation of the public 
hospitals under HA into seven clusters, statistics for 
unplanned readmission (within 28 days of discharge) 



151Asian Journal of Gerontology & Geriatrics Vol 1 No 3 December 2006

Case management for at-risk elderly patients

to acute hospitals were closely monitored and 
programmes launched to redress this problem have 
met with varying degrees of success.7-10

 The Haven of Hope Hospital is a rehabilitation 
hospital under the HA in Tseung Kwan O, Sai 
Kung. In collaboration with the community-based 
elderly care units of its parent organisation—the 
Haven of Hope Christian Service, it has piloted 
a case management approach to achieve a better 
integration and continuum of care for at-risk elderly 
patients discharged back into the local community 
from hospital.11 This paper attempts to summarise 
the experience and lessons learnt and review the 
literature on case management for post-discharge 
care.

OVERSEAS EXPERIENCE OF CASE 
MANAGEMENT

The value of case management, comprehensive 
discharge planning, and home follow-up services 
for older persons during transitional care have 
been studied in various countries.12 Earlier studies 
mainly in the United States were not encouraging 
and pilot programmes were either not sustainable or 
failed to impact the organisation of the care delivery 
system.13,14 However, more recent studies, including 
fairly large randomised controlled trials, hold out 
much more promise.15,16 The widely quoted study 
from Philadelphia by Naylor et al16 used advanced 
practice nurses as case managers who coordinated 
discharge planning, care coordination, and follow-
up. Compared to controls, elderly patients in the 
intervention group had a lower readmission rate 
up to 24 weeks post-discharge, fewer multiple 
readmissions and there were significant health care 
cost savings in terms of Medicare reimbursements. A 
fairly large randomised controlled trial from Australia 
involved 311 elderly patients in the intervention 
group and 287 controls; its intervention entailed 
post-acute care coordinators with allied health or 
nursing background as case managers.17 The latter 
coordinated discharge planning and provided short-
term intensive case management to support the 
discharged elderly patients and their family care-
givers. Such support included a budget to purchase
both community-based therapeutic (e.g. physiotherapy) 
and supportive services (e.g. personal care and meals 
on wheels) in the immediate post-discharge period. 
This intervention resulted in a significant reduction 

in hospital utilisation and health care costs up to the 
sixth-month post-discharge.

 Substitution of expensive in-patient services 
secondary to unplanned readmission by community 
nursing and home personal care seems to be a 
rational and sensible choice. Well-coordinated home 
care team support for discharged elderly patients 
has been shown to prevent readmission, reduce the 
use of institutional care, and increase the time that 
disabled elderly people spend at home.18 A meta-
analysis study on home care in 1997 showed a small-
to-moderate positive impact in reducing hospital 
days, ranging from 2.5 to 6 days.19

 Upon discharge of frail older persons from 
hospital, few will argue against the importance of 
service continuity and coordination/linkage between 
hospital and community-based/home care. Case 
management intervention targeted to this group of 
the at-risk population has been suggested to be a 
cost-effective approach in transitional care.20 There 
are, however, many challenges in the proper design 
and implementation case management and local 
data from randomised controlled trials and cost-
benefit analysis are lacking.

 Case management for hospital-discharged 
patients can include both short- and long-term 
components. Short-term case management is used to 
facilitate transition of patients from hospitalisation. 
Following discharge, patient care is usually managed 
by nursing and social work staff, typically for 1 
to 3 months. In longer-term case management, 
case managers continue to assist the disabled and 
frail older persons for extended periods, often for 
2 years or more. The case managers have the dual 
role of patient advocacy and resource control.14 Case 
management performs the important ‘bridging’ 
function between acute hospital care and chronic 
health and social services received in the community 
setting. Usually both nursing and social work skills 
are required of case managers, who help to ensure 
that patient care needs are met during this crucial 
post-discharge period.21

CASE MANAGEMENT IN IMPROVING 
TRANSITIONAL CARE IN HONG KONG

In Hong Kong there are few examples of local 
study of case management in health care. The best 
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known is probably the case management study in 
community nursing commissioned by the HA.22,23 
There are indications that the case-management 
model could promote a seamless, integrated tran-
sition and ensures continuity of care but more 
coordinated effort together with in-depth research 
and evaluation are required.24

 From June 2000 onwards, staff in Haven of Hope 
Hospital and the Haven of Hope Christian Service 
have tried to apply case management to achieve a 
more integrated and coordinated care for at-risk 
elderly patients discharged from the hospital. The 
Chinese Minimum Data Set–Home Care (MDS-
HC) was used as the standardised assessment tool 
to categorise the level of impairment of the older 
persons and link the appropriate services according 
to their holistic need.25 A pilot 6-month randomised 
controlled trial study in 260 hospital-discharged 
patients aged 60 years and over showed reduction in 
hospital bed-days occupied and saving in health care 
costs in the intervention group.26 The pilot study also 
revealed that:
(1) Older persons with different levels of health and 

functional impairment require different levels of 
intensity in the case management intervention. 
In general, patients with a mild-to-moderate 
level of impairment, who are socially at risk (e.g. 
if they live alone), could be adequately served 
by trained medical social worker case managers, 
but frail ones with moderate-to-severe levels 
of impairment are better served by community 
nurse case managers supported by the medical 
social workers and specialist geriatrician.

(2) Psychosocial support and empowerment of 
older persons and their informal caregivers 
are important elements in case management 
interventions that enhance tolerance and coping 
capacity at home.

(3) The interdisciplinary case management team 
should be stable and use integrated computing 
databases; support from informal caregivers and 
facilitation of intersectoral collaboration of health 
and social service units need to be under one 
administrative umbrella.

 These caveats are in line with the key issues 
identified in the evaluation of care management 
programmes in the United Kingdom by Challis et al,27 
who concluded that integration of health care and 
social service provision on the basis of differentiated 

care management offers more fruitful outcomes. A fur-
ther follow-up study from the Haven of Hope Group 
entailed a 12-month targeted care management 
project directed at a high-risk population by 
experienced community nurses.28 In this project, 
hospital-discharged frail elderly patients with a 
history of ≥2 hospital admissions in the preceding 
6 months and multiple chronic medical conditions 
derived benefit from intensive case management. 
Compared to the controls (n=47), the intervention 
group (n=45) enjoyed a significant reduction in the 
number of hospital readmissions and hospital bed-
days occupied that resulted in health care cost savings. 
Specialist geriatricians and an interdisciplinary team 
provided close support to the nurse case managers. 
In additional to making home visits and telephone 
monitoring of patients, the nurses were also available 
(8:00 am to 9:00 pm except on Sundays and public 
holidays) for mobile-phone advice/assistance to 
patients and their informal caregivers. By providing 
timely, appropriate, and individualised support, 
the nurse case managers successfully prevented 
disease complications or facilitated early treatment, 
and substituting more cost-efficient alternatives 
such as community nursing services for hospital 
readmission.28 A qualitative study and satisfaction 
survey further revealed that both the patients 
and their caregivers experienced high levels of 
satisfaction with the nurse case managers and the 
services provided.29 The perceived benefits included 
(1) continuity of care by the same person, (2) easy 
access, (3) coordinated care, (4) relief of emotional 
stress, (5) improvement of health status, and (6) 
decreased need for hospitalisation.

 For older persons who are mainly socially at 
risk upon discharge from hospital, short-term case 
management follow-up services by the case medical 
social worker serving them in the in-patient units 
may be the most natural, convenient, and cost-
effective model. This approach with the emphasis 
on patients and informal carers empowerment has 
also been tested by the Haven of Hope Group in a 
pilot study, which showed encouraging results with 
significant improvement in the patients’ psychosocial 
status and reduced hospital utilisation.30

THE IMPLICATION OF THE STUDIES 
AND APPLICATION IN HONG KONG

Case management is a promising tool for achieving 
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continuity and integration of care for at-risk elderly 
patients in transition from hospital to the community. 
Its application in pilot studies in Hong Kong to bridge 
the gap between the health care and social-service 
system was found to be encouraging. However, case 
management alone without system integration and 
eventually a mechanism to enable pooling of health 
and social care budgets may not have a significant 
impact in the presence of a fragmented care system 
for the older persons. In the advancement of the care 
for our ageing Hong Kong population, this is the 
major challenge for all parties, from policy makers to 
front-line workers.

 Under the HA, the public hospital system in 
Hong Kong has been reorganised into seven clusters. 
A population-based funding model is now used for 
resource allocation to clusters. This should encourage 
further expansion of outreach community geriatric 
services such as Geriatric Day Hospital, Community 
Nursing Service, Community Geriatric Assessment 
Team (CGAT), Community Psychogeriatric Team 
(CPGT), and Community Rehabilitation Services. 
Last year, management of General Out-Patient Clinics 
were also transferred to the HA from the Department 
of Health. Dr William Ho, former Chief Executive of 
HA, has openly announced his vision to shift the 
setting of care into the community and, except for its 
name, the term HA will not be confined to hospitals. 
“The number of beds should decrease. Patients will 
gradually identify themselves with the care network 
in the community, where most of their problems 
are solved. This, I would say, is the mature state of 
cluster management.”31 The social services delivery 
system funded and overseen by the Social Welfare 
Department (SWD) in Hong Kong has also recently 
been reviewed and re-organised into 13 districts. A 
lump-sum grant-funding model has been agreed 
and successfully implemented for resource allocation 
from SWD to non-government organisations. The 
latter are the major operators of community-based 
and residential care services for older persons in 
Hong Kong. Upon the recommendation from two 
consultancy studies/reviews,32,33 the social service 
delivery system for older persons has shifted its 
emphasis to home care and supporting services 
and district based coordination through the District 
Elderly Community Centres. Traditional home help 
services have been re-organised and strengthened 
with the introduction of more basic nursing and 
rehabilitation elements to form the Enhanced Home 

and Community Care Services and Home Care 
Teams. Some of these teams have cooperated closely 
with the HA medical and geriatric units, e.g. through 
the purchase of CGAT, CPGT, and rehabilitation 
therapy services.

 These recent developments in the health and 
social service system in Hong Kong, indicate that 
now is the opportune time to re-design a better 
and more integrated care model for at-risk elderly 
patients discharged from hospitals. Such changes 
could facilitate prevention of unnecessary hospital 
readmissions and make better use of the health care 
and social service budgets. In fact, in the final report 
of the consultancy review of day care and community 
services for the older persons commissioned by the 
Hong Kong SAR Government (published in the year 
2000),33 a full chapter was devoted to the topic of 
improving such health and welfare interfaces. The 
consultants commented that this is one of the most 
critical factors affecting the success of “care in the 
community” and “ageing in place”—the two pivotal 
policies for care of the aged in Hong Kong.33 Case 
management, either short-term continuing follow-
up and service coordination by the case medical 
social workers or longer-term and more intensive 
support from community nurses supported by 
specialist geriatricians could be used as the linchpin 
for an integrated and continuing care model.14,28,30

 There are two examples of truly integrated care 
models using case management for older persons 
that have been studied in more depth and could 
serve as our references to develop a more cost-
effective and integrated care models in Hong Kong. 
These are: (1) the integrated social and medical care 
model for frail elderly people living in the community 
developed by Bernabei’s group in Italy, and (2) the 
Programme of All-Inclusive Care for the Elderly 
(PACE) developed by the On-Lok Elderly Services in 
the United States.34-37

 The Italian model used generic case managers 
trained in geriatric assessment and case manage-
ment working in close collaboration with an inter-
disciplinary team in the geriatric evaluation unit and 
with family physicians. It was an integrated com-
munity based social and medical care programme 
using the MDS-HC as the comprehensive care 
needs assessment tool and the case managers as 
the operational arm of the programme team. This 
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gave frail older persons easy access to someone, i.e. 
the case manager who knew their care problems 
and provided the link to their physician and other 
health and personal care facilities as appropriate. The 
programme was evaluated after 1 year, and compared 
to controls, the intervention group had enjoyed a 
significant reduction in hospitalisations and savings 
in total care cost.34,38 A special emphasis was made 
by the authors who emphasised the importance of 
training for the case managers, which needed to 
be focused on comprehensive geriatric assessment 
skills and clinical care planning, as well as the ability 
to coordinate available health and social services 
agencies to provide integrated care.39,40

 The PACE model in the United States is a prepaid, 
capitated managed care programme in support of 
comprehensive primary, long-term, and acute care, 
delivered by not-for-profit or public providers.41 It 
aimed to enable frail, disabled elderly patients to be 
cared for in the community setting for as long and 
appropriate as possible. This innovation was first 
developed as a demonstration project by the On-
Lok Senior Service in San Francisco to address the 
geriatric long-term care needs in Chinatown.42,43 It 
has now been replicated in 25 demonstration sites in 
many states of America and is eligible for permanent 
status federal and state government funding.43 
PACE is an innovative model of comprehensive 
long-term medical and social services and has a 
strong motivation to preserve and support the older 
person’s family unit.37 The model has the following 
major characteristics:
(1) It targets frail older persons residing in defined 

geographic areas.
(2) It offers comprehensive and integrated care 

through an inter-disciplinary team and intensive 
case management.

(3) Providers bear the financial risks, which involves 
financial integration of the health care (Medicare) 
and long-term care (Medicaid) budgets plus 
private funds into a single capitation pool.

(4) It encourages flexibility and creativity in service 
arrangement with financial incentives to imple-
ment aggressive preventive health practices and 
maintain the independence of the older persons.

(5) The major thrust of service provision aims to
 prevent acute illnesses and functional impair-

ment and preference for community as opposed 
to hospital acute care or nursing home place-
ments.44

 At the core of PACE services is the interdiscip-
linary team, consisting of professionals and para-
professional staff. Each PACE team includes a 
primary case physician, nurses, social workers, a 
physical therapist, an occupational therapist, an 
activity coordinator, a dietician, a day-care centre 
supervisor, home-care nurses, health workers, or 
personal care aides and a network of transport staff.41 
Case management is provided and supported by the 
interdisciplinary team which meets once or twice a 
week with the social workers; the home case nurse 
managers usually act as the liaison persons with the 
older persons and their family caregivers.36,37

 Average PACE enrolees have a degree of frailty 
similar to nursing home residents.37 Their mean age 
is 80 years and on average they have 8.1 medical 
diagnoses. Over half are incontinent and dependent 
in 2.9 activities of daily living. More than two thirds 
suffer from mental disorders, including dementia and 
depression. The comprehensive array of services they 
need are provided through an individual service plan 
devised by the interdisciplinary team and carefully 
coordinated and managed by the case managers/
team. Such services include primary medical care, day 
health centre attendance and rehabilitation, allied 
health and diagnostic services, integrated home 
care from skilled nursing to personal care and meal 
delivery as well as in-patient care in acute hospitals 
and nursing homes.37,43 A major cost-effectiveness 
and service quality review demonstrated reduced 
hospitalisation among PACE participants compared 
to the general Medicare population, despite their 
greater morbidity and disability level.45 Williamson46 
wrote an editorial on the achievements of PACE 
in the Journal of the American Geriatrics Society in 
November 2000. He concluded that the data that 
demonstrated community-based care coordination 
for frail older persons utilising the oversight of 
clinicians with expertise in geriatrics and gerontology 
is able to reduce hospitalisation. He regarded this to 
be a major milestone for geriatric evaluation and 
management, which could become the cornerstone 
of future geriatric medicine. He also opined that the 
heart of the successful formula of integrated care 
in PACE lies in its flexibility to use combinations of 
existing financial, family, community, and clinical 
resources creatively, so as to manage chronic illnesses 
rather than to manage them under the guise of an 
acute illness, as is so often the case in traditional 
Medicare. Actually, from a health care expenses 
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perspective, the National PACE Association reported 
an overall 12% reduction in Medicare (acute health 
care) expenditures and based on the San Francisco 
PACE experience there were 5 to 15% Medicaid 
(long-term care) savings.43 Studies have also shown 
a very high degree of satisfaction from the PACE 
participants and their informal caregivers.44,47,48

 Case or care management has also been develop-
ed in the United Kingdom over the past decade in 
the search for more coordinated care for the older 
persons and linking the health and social service 
system. Evaluation of pilot programmes showed 
varying degree of success. The important lessons 
learnt were the requirement to: (1) differentiate the 
level of case management response according to need, 
(2) target appropriately, (3) devolve of budgets, (4) 
ensure continuity of case manager with service user 
involvement, and (5) provide appropriate links with 
specialist health care expertise.49 It was found that 
while the care of all older people should be managed 
appropriately and effectively, the most vulnerable 
elderly often require fuller assessment and more 
intensive forms of care management (DOH, 2001 
para. 239).49 Improvement in the assessment tools 
for frail older persons and flexibility in the intensity 
of care management according to need are import-
ant issues. In linking health care and social services, 
it was opined that integration of care provision on 
the basis of differentiated care management offers 
more possibilities and is fully consistent with recent 
policy initiatives to develop partnerships between 
health and social care by enabling mechanisms such 
as pooled budgets (DOH, 1998).50

CONCLUSION

With the population ageing and especially the rapid 
rise in the ‘old-old’ segment expected in the next few 
decades, health and social policy issues related to the 
care of older persons are posing an urgent challenge 
in most developed countries, including Hong Kong. 
Medical services appear to have made great progress 
in warding of disease, but frailty is often the price 
of longevity. The majority of frail older persons are 
in need of integrated and continuing medical and 
social supporting services, but the present system is 
far from satisfactory.

 Case management is a useful tool to achieve 
service coordination and integration. However, for a

sustainable impact on the total care system, organ-
isational and structural changes involving more 
integrated care delivery and funding are necessary.

References

1. Gordon A. Revolving door syndrome. Elder Care 1995;7:9-12.
2. Coleman EA. Falling through the cracks: challenges and 

opportunities for improving transitional care for persons with 
continuous complex care needs. J Am Geriatr Soc 2003;51:549-55.

3. Bound J, Gardiner P. Hospital readmissions. Return to sender. 
Health Serv J 2002;112:26-7.

4. Woo J, Cheung A. A survey of elderly people discharged form 
hospital. J Hong Kong Med Assoc 1993;45:291-7. 

5. Kwok T, Lau E, Woo J, Luk JK, Wong E, Sham A, et al. Hospital 
readmission among older medical patients in Hong Kong. J R 
Coll Physicians Lond 1999:33:153-6.

6. Long term care for the frail elders. EC/D/5-01:Restricted paper. 
Hong Kong SAR: Elderly Commission; 2001.

7. Leung AC, Yau CN, Liu CP, Tsui TY, Yeoh CS, Siu WH, et al. 
Navigating the intersection of hospital and community services: 
targeted case management approach to elders with repeated 
hospitalization. Paper presented at: 10th Annual Congress of 
Gerontology. November 2002. Hong Kong.

8. Chu LW, Chi I, Chan FH. Case management for the frail elderly 
in Central and Western District: a demonstration project. Paper 
presented at: Hospital Authority Convention, 1997. May 1997. 
Hong Kong.

9. Kowloon Hospital. Interdisciplinary case management and 
networking to serve the high-risk disabled persons: a community 
medical rehabilitation service for central Kowloon. Hospital 
Authority Convention 1998: Best Hospital Program. The art of 
medicine and science of care; 1998.

10. Tsui LL, Leung AC, Liu CP, Tang WY, Li SY, Siu WH. A continuum 
of care for the elderly discharged patients. Paper presented at: 
International Hospital Federation Congress. May 2001. Hong 
Kong.

11. Leung AC, Yau CN, Chui TY, Yeoh CS, Siu WH, Chi I, et al. 
Case management support to improve community care and 
reduce health care cost for medically at risk elderly patients. 
Paper presented at: 7th Asia/Oceania Regional Congress of 
Gerontology. November 2003. Tokyo, Japan.

12. Applebaum R, White M, editors. Key issues in case management 
around the globe. San Francisco: The American Society on Aging; 
2000.

13. MacAdam A, Capitman J, Yee D, Prottas J, Leutz W, Westwater 
D. Case management for frail elders: the Robert Wood Johnson 
Foundation’s Program for Hospital Initiatives in Long-Term 
Care. Gerontologist 1989;29:737-44.

14. Williams FG, Warrick LH, Christianson JB, Netting FE. Critical 
factors for successful hospital-based case management. Health 
Care Manage Rev 1993;18:63-70. 

15. Naylor MD, Brooten D, Campbell R, Jacobsen BS, Mezey MD, 
Pauly MV, et al. Comprehensive discharge planning and home 
follow-up of hospitalized elders: a randomized clinical trial. 
JAMA 1999;281:613-20.

16. Naylor M, Brooten D, Jones R, Lavizzo-Mourey R, Mezey M, 
Pauly M. Comprehensive discharge planning for the hospitalized 
elderly. A randomized clinical trial. Ann Intern Med 1994;120:999-
1006.

17. Lim WK, Lambert SF, Gray LC. Effectiveness of case management 
and post-acute services in older people after hospital discharge. 
Med J Aust 2003;178:262-6.

18. Martin F, Oyewole A, Moloney A. A randomized controlled trial 
of a high support hospital discharge team for elderly people. Age 



156 Asian Journal of Gerontology & Geriatrics Vol 1 No 3 December 2006

Leung

Ageing 1994;23:228-34.
19. Hughes SL, Ulasevich A, Weaver FM, Henderson W, Manheim 

L, Kubal JD, et al. Impact of home care on hospital days: a meta 
analysis. Health Serv Res 1997;32:415-32.

20. Boling PA. The value of targeted case management during 
transitional care. JAMA 1999;281:656-7.

21. Christianson JB, Warrick LH, Netting FE, Williams FG, Read W, 
Murphy J. Hospital case management: bridging acute and long-
term care. Health Aff (Millwood) 1991;10:173-84.

22. Case management pilot scheme in community nursing service. Revised 
CBNS S/C paper 1/6/95. Hong Kong SAR: Hospital Authority; 
1995.

23. Mackenzie A, Lee TF. Case management in community nursing: 
an evaluation of a pilot study in Hong Kong. The final report. 
Hong Kong: The Chinese University of Hong Kong; 1996.

24. Lee DT, Mackenzie AE, Dudley-Brown S, Chin TM. Case 
management: a review of the definitions and practices. J Adv 
Nurs 1998;27:933-9.

25. Leung AC, Liu CP, Tsui LL, Li SY, Tang GW, Yau DC, et at. The use 
of the Minimum Data Set. Home Care in a case management 
project in Hong Kong. Care Manag J 2001;3:8-13.

26. Leung AC, Liu PC, Chow NW, Chi I. Cost-benefit analysis of 
a case management project for the community-dwelling frail 
elderly in Hong Kong. J Appl Gerontol 2004;23:70-85.

27. Challis D, Darton R, Hughes J, Huxley P, Stewart K. Emerging 
models of care management for older people and those with 
mental health problems in the United Kingdom. J Case Manag 
1998;7:153-60.

28. Leung AC, Yau DC, Liu CP, Yeoh CS, Chui TY, Chi I, et al. 
Reducing utilisation of hospital services by case management: a 
randomised controlled trial. Aust Health Rev 2004;28:79-86.

29. Yau DC, Leung AC, Yeoh CS, Chow NW. Global Case 
Management: Hong Kong—care for the hospital-discharged 
frail elders by nurse case managers: a process evaluation of a 
longitudinal case management service project. Lippincott’s Nurse 
Case Management 2005;10:203-12.

30. Chan LM, Leung AC, Chui TY, Chung IW, Liu BC. Enhanced 
post-discharge case management project to empower patients and 
carers. Proceedings of the 4th International Conference in Social 
Work in Health and Mental Health. 2004 May 23-27. Montreal, 
Canada; 2004.

31. Ho W. The post-SARS environment: a population approach to 
healthcare in Hong Kong. Keynote Speech of Hospital Authority 
Convention; 2004.

32. Chi I, Lam Z, Chan P. A review of community support services for 
the elderly in Hong Kong. Hong Kong: University of Hong Kong; 
1998.

33. Chi I, Cheng YH, Cheng BS, Law CK. Consultancy study on the 
review of day care centres, multi-service centres and social centres for 
the elderly and integration of elderly care service. Final Report. Hong 
Kong: University of Hong Kong; 2000.

34. Bernabei R, Landi F, Gambassi G, Sgadari A, Zuccala G, Mor V, 
et al. Randomised trial of impact of model of integrated care and 

case management for older people living in the community. BMJ 
1998;316:1348-51.

35. Landi F, Gambassi G, Pola R, Tabaccanti S, Cavinato T, Carbonin 
PU, et al. Impact of integrated home care services on hospital use. 
J Am Geriatr Soc 1999;47:1430-4.

36. Eng C, Pedulla J, Eleazer GP, McCann R, Fox N. Program of 
All-inclusive Care for the Elderly (PACE): an innovative model 
of integrated geriatric care and financing. J Am Geriatr Soc 
1997;45:223-32.

37. Rich ML. The PACE model: description and impressions of a 
capitated model of long-term care for the elderly. Care Manag J 
1999;1:62-70.

38. Landi F, Onder G, Russo A, Tabaccanti S, Rollo R, Federici S, et al. 
A new model of integrated home care for the elderly: impact on 
hospital use. J Clin Epidemiol 2001;54:968-70.

39. Landi F, Gambassi G, Carbonin PU, Bernabei R. Nurse case 
management of frail older people. J Am Geriatr Soc 2000;48:596-
7.

40. Landi F, Sgadari A, Cipriani L, Castellani M, Pahor M, Carbonin 
PU, et al. A simple program to train case managers in community 
elderly care. Aging (Milano) 1996;8:211-8.

41. Wieland D. Program of All-inclusive Care for the Elderly (PACE). 
In: Mezey MD, editor. Encyclopedia of elderly care: the comprehensive 
resource on geriatric and social care. New York: Springer; 2001:531-
3.

42. Bodenheimer T. Long-term care for frail elderly people—the On 
Lok model. N Eng J Med 1999;341:1324-8.

43. Pierce CA. Program of All-inclusive Care for the Elderly in 2002. 
Geriatric Nurs 2002;23:173-4.

44. Eleazer P, Fretwell M. The PACE model (Program for All-inclusive 
Care of the Elderly): a review. In: Katz PR, Kane RL, Mezey MD, 
editors. Emerging systems in long-term care. New York: Springer; 
1999:88-117.

45. Wieland D, Lamb VL, Sutton SR, Boland R, Clark M, Friedman S, 
et al. Hospitalization in the Program of All-Inclusive Care for the 
Elderly (PACE): rates, concomitants, and predictors. J Am Geriatr 
Soc 2000;48:1373-80.

46. Williamson JD. Improving care management and health out-
comes for frail older people: implications of the PACE model. 
Program for All-inclusive Care of the Elderly. J Am Geriatr Soc 
2000;48:1529-30.

47. South Caroline State Health and Human Service Finance Commission. 
Palmetto Seminar Care Client Satisfaction survey. Columbia: South 
Caroline Department of health and Human Service; 1994.

48. Kunz E, Shannu K. PACE: managed care for the frail elderly. Am J 
Manag Care 1996;2:361-4.

49. Challis D. Achieving coordinated and integrated care among 
LTC services: the role of case management. In: Brodsky J, Habib 
J, Hirschfield J, editors. Key policy issues in long-term care. Geneva: 
World Health Organization; 2003:139-90.

50. Challis D. Care management in the United Kingdom. In: White 
M, Applebum R, editors. Key issues in case management around the 
globe. San Francisco: The American Society of Aging; 2000:50-9.


