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CADENZA: A Jockey Club Initiative for Seniors

CADENZA: A Jockey Club Initiative for Seniors is a $380 million project initiated 
and funded by The Hong Kong Jockey Club Charities Trust in light of a rapidly ageing 
population. Faculty of Social Sciences, The University of Hong Kong and Faculty of 
Medicine, The Chinese University of Hong Kong are the project partners. It aims at 
creating an elder-friendly community which fosters positive community attitude 
towards older people and continuously improves the quality of care and quality of life 
for Hong Kong’s elderly.

CADENZA is an acronym for "Celebrate their Accomplishments: Discover their 
Effervescence and Never-ending Zest as they Age." In classical music, a 'Cadenza' is 
an extended virtuosic section, usually near the end of a movement in a concerto. The 
word is used figuratively to describe the apex of one's life and the celebration of a 
lifetime's accomplishments. 

CADENZA has 4 major project components:

1.	 Community Projects are innovative and sustainable service models to cope with 
changing needs of seniors. One of the innovative projects is the establishment of 
The Jockey Club CADENZA Hub in Tai Po, which is an integrated primary health 
and social care centre for the old and the soon-to-be-old. 

2.	 Leadership Training and Research is to nurture academic leadership in  
gerontology, and conduct research to advance gerontological knowledge and to 
evaluate the outcomes of different CADENZA projects.

3.	 Public Awareness seeks to promote positive ageing and highlight important 
issues pertaining to elderly population, covering 6 major themes: (i) health 
promotion and maintenance, (ii) health and social services in Hong Kong, (iii) living 
environment, (iv) financial and legal issues, (v) quality of life and quality of dying, 
and (vi) age disparities.

4.	 Training includes on-line courses, workshops and public seminars to train different 
levels of professional front-line workers, care givers and the general public.

The findings covered by this book are part of the CADENZA research championed 
by Prof Jean Woo, Dr Pui-hing Chau and the research team. It is the first study ever 
conducted in Hong Kong to systematically compare the well-being of the seniors in 
Hong Kong with other countries. This book is made available to the public with the 
compliments of The Hong Kong Jockey Club Charities Trust.
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The Reference Population
The age reference of the population studied is stated explicitly each time when 

statistics are reported.  For demographics and vital statistics, which are compiled from 
census or administrative records, the whole population (i.e. both the non-institutional 
and institutional populations) is covered.  For other statistics, which are collected through 
sample surveys, most cover the non-institutional population only.  For simplicity, the 
coverage of population refers to the non-institutional population unless otherwise stated. 
It is recommended that readers consult the cited references for the meta-data of the 
surveys.

International Comparison
As the statistics were complied from different sources, the conceptualization 

and compilation methods could vary a lot across countries.  Hence, the international 
comparisons presented in this book can only be interpreted in a broad sense. It is 
recommended that readers consult the cited references for the meta-data of the surveys.

Accuracy of Statistics
While most data in this book are based on large-scale surveys, the estimates are subject 

to sampling error.  In addition, reporting error, such as memory recall bias, might exist for 
self-reported items. 

Rounding of Figures
Owing to rounding of figures, there may be a slight discrepancy between the sum of 

individual items and the total.

Notes in Using This Book
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                                Introduction

One of the world's advancements in the 21st century is the increase in longevity.  An 
increase in life expectancy, together with a decline in fertility rates, has led to an expanding 
proportion of seniors in the population.  This is well-documented in the population 
pyramids of many countries.  In recent years, much effort has been put into promoting 
a healthy and active ageing framework for seniors.1  To facilitate healthy ageing, policy 
makers and service providers have to address the health, social, economic and spiritual 
needs of seniors, according to their different profiles. 

The most commonly used methodology for collecting information on seniors is 
through conducting surveys. Throughout the years, government departments and 
individual researchers have conducted numerous surveys to shed light on profiles of 
the ageing population.  As each of these surveys has a slightly different focus, including 
demographics, physical and social health, lifestyle and nutrition, behaviour etc., results 
from any one of them might not give a full picture.  Nevertheless, these survey findings 
collectively form a powerful database for ageing research.

Being aware of this gap, some researchers have prepared handy reference books 
collecting valuable statistics about seniors in their own countries (for example the United 
States and Australia) or regions (for example, Europe).2,3,4  In Hong Kong, an attempt was 
made by the Department of Health of the Hong Kong Special Administrative Region (Hong 
Kong) Government to compile a report entitled "Topical Health Report No. 3—Elderly 
Health" in 2004 to describe aspects related to seniors' health status.5  

With the same objective of providing a handy statistical reference for researchers, 
stakeholders and services providers, this book represents the most updated statistics 
on the multi-dimensional profile of Hong Kong's seniors in terms of the active ageing 
framework.  In addition, international comparisons with economically developed countries 
in both the East and the West are made, as much as possible, to facilitate readers in 
assessing how well seniors in Hong Kong are doing with reference to these countries.

While there is no universal standard in defining "elderly" or "seniors", the senior 
population in this book generally refers to those aged 65 and above.  Nevertheless, subject 
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to the availability of statistics, other classifications, such as aged 60 and above, may be 
adopted.  When a finer breakdown by age group is possible, the senior population may 
be described in two or more groups, such as those aged 65 to 74 and those aged 75 and 
above.  In each section of this book, the classification of age groups is explicitly stated with 
the statistics being quoted.

As the book title suggests, the statistics presented here aim to describe the well-being 
of the senior population in Hong Kong in recent years.  While much ageing research has 
focused on negative outcomes such as morbidity and disability in the late stage of life, this 
book adopts a positive outlook along the lines of the World Health Organization's Active 
Ageing Policy Framework for promoting active and healthy ageing.1 Accordingly, this 
book will highlight aspects that contribute to successful and productive ageing, such as a 
healthy lifestyle and active social engagement.

The book begins with an overview on the ageing situation in terms of the demographic 
profile (Chapter 1).  Then aspects which may affect health outcomes are discussed.  These 
include nutrition and health-related lifestyle (Chapter 2), social engagement (Chapter 3) 
and financial security (Chapter 4).  Comparisons of functional status (Chapter 5) and health 
status (Chapter 6) are then presented.  Finally, the health-seeking behaviour of seniors 
when health problems are encountered (Chapter 7) is discussed.   

The main data sources are large-scale surveys or the population censuses conducted 
by the Census and Statistics Department of the Hong Kong Government.  Other major 
data sources include surveys conducted by the Department of Health of the Hong Kong 
Government, The University of Hong Kong and The Chinese University of Hong Kong.  For 
some statistics that are not widely available, data from smaller scale studies are used.  It is 
recommended that readers consult the cited references for the meta-data of the surveys.

To facilitate international comparison, statistics of five economically developed 
countries that are usually used for comparison with Hong Kong are also presented.  These 
countries are Japan, Singapore, Australia, the United States and the United Kingdom.  The 
data presented in this book are mostly obtained from official government statistics (for 
example, Statistics Singapore and the Australian Bureau of Statistics).  In addition, large-
scale studies conducted by non-government agencies are also quoted (for example, the 
American Association of Retired Persons).  Data from studies conducted by individual 
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researchers are also used. As the statistics were complied from different sources, the 
conceptualization and compilation methods could vary a lot across countries.  Hence, 
the international comparisons presented in this book can only be interpreted in a broad 
sense. For more in-depth analysis, researchers should take into account the differences in 
the compilation of the statistics.  Again, readers are strongly recommended to consult the 
references for the meta-data of the surveys.  As web-searches were carried out to collect 
the required statistics, failure to obtain such statistics might not necessarily imply that 
these had not been compiled by that country, but rather because they were not made 
available for download through the internet.

This book serves as a quick reference for those who would like to have a general 
indication of the current position of the well-being of Hong Kong's senior population 
compared to other countries.  The information provided in this book could be a starting 
point for conducting more in-depth ageing research in the future.   
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Chapter 1              Demographic Profile

Owing to decreasing fertility rates and increasing longevity, the older population 
accounts for an increasing proportion of the world's population.1  There is a growing 
concern over the economic, physical and psychosocial needs of this ageing population.  
These needs may be very different even among the senior population.  This is because 
people age in unique ways, depending on a large variety of factors, including demographic 
factors.2  To address these needs, policy-makers and service providers should understand 
the profile of the senior population.  In this chapter, the demographic profile of seniors will 
be presented.

1.1. Life Expectancy                                                                        

Life expectancy is commonly used to quantify the longevity of a population.  Life 
expectancy at birth is defined as the average number of years that a newborn is expected 
to live if current mortality rates continue to apply.3  Increasing life expectancy is always 
viewed as one of the achievements of a population or society.  However, it should be noted 
that life expectancy only measures the quantity of longevity, but not the quality of the 
gained years, which will be discussed in Chapter 6.

In the last two decades, the life expectancy of the Hong Kong population has been 
ever increasing.  As of 1986, life expectancy was 74.1 years for males and 79.4 years 
for females; whereas two decades later, in 2006, life expectancy for males and females 
increased to 79.4 years and 85.5 years respectively.4  Hong Kong has one of the longest life 
expectancies in the world.3,5  (Figure 1.1)

Japan is a country well-known for its longevity.  In 2006, life expectancy at birth for the 
male and female population in Japan was 79.0 years and 85.8 years respectively.6  The life 
expectancy of residents of Singapore is also comparable to those of Hong Kong and Japan.  
In 2006, the life expectancy at birth of males was 78.0 years and that of females was 82.8 
years.7  The life expectancy of the population in Western countries was relatively shorter.  In 
the United States, the life expectancy at birth of males and females was 75.0 years and 80.8 
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years respectively in 2006.8  Based on average figures in 2003-2005, the life expectancy at 
birth of males and females in Australia was 78.5 years and 83.3 years respectively;9 whereas 
in the years 2004-2006, for males and females in the United Kingdom it was 76.9 years and 
81.3 years respectively.10  The above figures also highlight the fact that females generally 
live longer than males.  Such a gender gap has implications for the age-sex composition of 
a population, which in turn affects other demographic profiles (for example, marital status).

1.2. Mortality Rate

One of the contributing factors to longer life expectancy is the decline in the mortality 
rates at all ages.  On the contrary, an increasing mortality rate of the whole population does 
not imply a decline in longevity.  In fact, in an ageing population, the proportion of seniors, 
who are at higher risk of dying than the younger population, is increasing, thus resulting 
in an elevated mortality rate.  Therefore, an age-specific mortality rate is more suitable for 
comparison across places.

Figure 1.1  Life expectancy at birth in Hong Kong, by sex, 1986-2006
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In Hong Kong, the age-specific mortality rates of the population have been quite 
stable over the years.  In general, age-specific mortality rates increase sharply with age.  
Analyzed by sex, the mortality rate of males is always higher than that of females in the 
same age group, but the difference narrows at older ages. In 2006, the mortality rate (per 
1,000 population) for those aged 60-64 was 9.9 for males and 4.4 for females, whereas that 
for those aged 85 and above was as high as 128.9 for males and 98.3 for females.11  (Figure 
1.2)
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In Japan, the mortality rates (per 1,000 population) of males and females aged 60-64 
were 10.5 and 4.3 respectively in 2005; whereas those of males and females aged 85 and 
above were 156.9 and 106.7 respectively.12  In Singapore, the mortality rates of residents 
aged 60-64 were 11.3 per 1,000 male residents and 6.3 per 1,000 female residents in 2006; 
whereas those of males and females aged 70 and above were 52.9 per 1,000 residents 
and 41.9 per 1,000 residents respectively.13  In Australia, the mortality rates (per 1,000 
population) for those aged 60-64 were 8.7 for males and 5.3 for females in 2005, while 
those for males and females aged 85 and above were 145.8 and 125.4 respectively.14  In 
the United Kingdom, the mortality rates of males and females aged 65-74 were 25.5 per 
1,000 population and 16.2 per 1,000 population respectively in 2004; whereas those for 
males and females aged 85 and above were 176.3 per 1,000 population and 155.2 per 1,000 
population respectively.15  In the United States, the mortality rates of males and females 
aged 60-64 were 14.1 per 1,000 population and 8.9 per 1,000 population respectively 
in 2005; whereas those for males and females aged 85 and above were 148.9 per 1,000 
population and 133.0 per 1,000 population respectively.16 

Despite the differences in the reference years and reference age groups in the above 
mortality statistics, comparison in a broad sense shows that the age-specific mortality rate 
in Hong Kong was comparable to those in Japan and Singapore.  On the other hand, the 
Western countries had much higher age-specific mortality rates.

1.3. Number and Proportion of Seniors

The number and proportion of seniors is increasing at a faster rate than any other age 
group in the population.17  Understanding the size of the senior population is essential in 
the planning and provision of adequate services for seniors.  In 2007, about 11% (about 
705 million) of the world's population is aged 60 and above.  It is projected that about 22% (2 
billion) of the world's population will be aged 60 and above by 2050.18  

In Hong Kong, there are about 0.9 million people aged 65 and above in 2007, making 
up about 13% of the population.  Compared with the past two decades, the number of 
the seniors has nearly doubled.19  It is projected that the population aged 65 and above 
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will continue to grow.  By 2030, there will be about 2.1 million people aged 65 and above, 
making up about 25% of the population.5  In other words, about one in four people will be 
aged 65 and above by 2030.  (Figure 1.3)

In 2006, the proportions of populations aged 65 and above were 21% in Japan, 
8% in Singapore, 13% in Australia, 12% in the United States and 16% in the United 
Kingdom.20,13,21,22,23  In terms of the proportion of seniors in the population, Singapore has 
the youngest population and Japan has the oldest.  In 2006, the situation in Hong Kong 
was similar to that in Australia and the United States.  

It is projected that by 2030, the proportions of populations aged 65 and above will be 
28% in Japan, 15% in Singapore, 21% in Australia, 20% in the United States and 23% in the 
United Kingdom.24  By 2030, the proportion of seniors in Hong Kong will be just slightly 
less than that in Japan, while Singapore will remain the youngest population. 

2054

871

7.7%

500

1,000

1,500

2,000

2,500

1986 1988 1990 1992 1994 1996 1998 2000 2002 2004 2006 2008 2010 2012 2014 2016 2018 2020 2022 2024 2026 2028 2030

Year

N
um

be
r(

'0
00

)

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Pr
op

or
tio

n
in

po
pu

la
tio

n

Number
Proportion

Sources: (1) Website of the Census and Statistics Department, Hong Kong.
 (2) Hong Kong Population Projections 2007-2036.
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1.4. Male to Female Ratio

Owing to the differences in life expectancy of the male and female population, there 
are progressively more females in the older population.  For planning and provision of 
services to seniors, the age-sex composition of the senior population should be taken into 
consideration.  

In Hong Kong, among the population aged 65 and above in 2007, there are about 
0.4 million males and 0.5 million females.  The male to female ratio decreases from 1.1 for 
those aged 65-69 to 0.5 for those aged 85 and above in 2007.19  (Figure 1.4) 

The male to female ratios of the population aged 65-69 in 2006 were about 0.9 in 
Japan, Singapore, the United States and the United Kingdom, and about 1.0 in Australia. 
20,13,22,23,21  For the population aged 85 and above, the male to female ratios in 2006 were 
0.4 in Japan and the United Kingdom, and 0.5 in Singapore, Australia and the United 
States. 20,23,13,21,22  The male to female ratio was more or less the same in the places studied, 
including Hong Kong.

Figure 1.4 Hong Kong population, by age group and sex, 2007
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1.5. Marital Status 

Marital status is closely related to one's social support.  Spouses play an important role 
as informal caregivers to their partners.  Globally, about 78% of males aged 60 and above 
were married in 2002, while only 44% of females of the same age group were currently 
married.25  Such a discrepancy is due to the longevity of women, as well as the norm that 
men marry younger women.  Therefore, while older men can be cared for by their wives, 
older women usually become widowed as they age.25

In Hong Kong, about 80% of the male population aged 65 and above were currently 
married, as compared to 46% of the older female population in 2006.26  Such a proportion 
for males has been stable since 1991, while that for females has slightly increased over the 
years.27  (Figures 1.5a and 1.5b)

Figure 1.5a Marital status of the Hong Kong population aged 65 and above, 2006
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Figure 1.5b Marital status of the Hong Kong population aged 65

and above, 1991, 1996, 2001 and 2006

0%

20%

40%

60%

80%

100%

Never married Now married Widowed Divorced/Separated

Marital status

Pe
rc

en
ta

ge

1991

1996

2001

2006

Male

Female

0%

20%

40%

60%

80%

100%

Never married Now married Widowed Divorced/Separated

Marital status

Pe
rc

en
ta

ge

1991

1996

2001

2006

Sources: (1) Population Census 2001: Thematic Report—Older Persons.
 (2) Population By-Census 2006: Thematic Report—Older Persons.



20

Chapter 1              Demographic Profile

Analyzed by age groups, in 2006, the proportion of the male population who were 
currently married dropped gradually from 85% for those aged 65-74, to 76% for those 
aged 75-84, and then to 57% for those aged 85 and above.  As for the female population, 
the proportion dropped sharply from 62% for those aged 65-74, to 35% for those aged 
75-84, and then to 18% for those aged 85 and above.26  (Figure 1.5c)

Figure 1.5c Marital status of the Hong Kong population aged 65 and above,
by age group and sex, 2006
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In Japan, the proportions of married males and females aged 65-74 were 85% and 
65% respectively in 2005, whereas the corresponding proportions for the population 
aged 85 and above dropped to 62% and 9% respectively.12  In Australia, the proportions of 
married males and females aged 65-74 were 75% and 60% respectively in 2006, whereas 
the corresponding proportions for the population aged 85 and above were 53% and 14% 
respectively.28 In the United States, the proportions of married males and females aged 
65-74 were 79% and 57% respectively in 2004, whereas the corresponding proportions for 
the population aged 85 and above were 58% and 15% respectively.29  The marital status 
distributions in these places were quite similar, and the proportion of married seniors in 
Hong Kong was relatively high.

Using different age groups, the proportion of married seniors in other places are 
provided for reference.  In the United Kingdom, the proportions of married males and 
females aged 60-74 were 76% and 59% respectively in 2001, whereas the corresponding 
proportions for the population aged 85 and above were 45% and 9% respectively.30  In 
Singapore, the proportions of married males and females aged 65-74 were 84% and 50% 
respectively in 2000, whereas the corresponding proportions for the population aged 80 
and above were 66% and 18% respectively.31

1.6. Educational Attainment

In developed countries, education is a strong predictor of ones' health status and 
mortality.32  While the education level of the population is improving over time, seniors 
generally have a lower education level than the population as a whole.  This would imply 
that seniors might have special needs in terms of services provision and public education.



22

Chapter 1              Demographic Profile

In Hong Kong, about half (52%) of the population aged 65 and above had no schooling 
or had only attended kindergarten in 1991; whereas in 2006, this proportion dropped to 
36%.  Similarly, the proportion of seniors who had attended at least secondary education 
increased from 15% in 1991 to 25% in 2006.  Nevertheless, there existed a gap between the 
education level of seniors and the younger population.26,27  Such discrepancy was mainly 
due to the compulsory education policy imposed in the 1970s.  (Figures 1.6a and 1.6b)

Figure 1.6a Educational attainment (highest level attended) of the Hong Kong
population, by age group, 2006
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Figure 1.6b Educational attainment (highest level attended) of the Hong Kong population
aged 65 and above, 1991, 1996, 2001 and 2006
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Analyzed by sex, about 20% of the male population aged 65 and above had no 
schooling or had only attended kindergarten in 2006, as compared to 50% of the female 
senior population.  Similarly, in 2006, the proportion of male seniors who had attended 
at least secondary education was double that of female seniors (35% versus 16%).  When 
analyzed by age groups, such discrepancy by sex was even larger for those aged 85 and 
above.26  Such discrepancy was mainly due to the Chinese traditional belief that women 
need not be educated.  (Figure 1.6c)

Figure 1.6c Educational attainment (highest level attended) of the Hong Kong population 
aged 65 and above, by age group and sex, 2006
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Owing to slightly different education systems, there is no standard terminology for 
educational attainment.  Furthermore, educational attainment is sometimes measured in 
terms of highest level attended, while sometimes highest level completed.  Comparison of 
the statistics may not be straightforward.  Nevertheless, international figures are presented 
for reference.

In Japan, about 44% of the population aged 65 and above had at least completed 
junior college/higher professional school in 2000.12  In Singapore, the proportion of seniors 
aged 65-74 with at least a secondary education was about 14% in 2005.33  In Australia, 
about 45% of the population aged 65 and above had non-school qualifications in 2006.28  
In the United States, about 73% of the population aged 65 and above were high school 
graduates or more in 2004.29  In England and Wales, about 37% of population aged 65-74 
had academic, vocational or professional qualifications in 2001.34

1.7. Summary

In terms of longevity, the life expectancy at birth of the Hong Kong population is 
among the highest in the world.  This may be due partly to the lower age-specific mortality 
rate in Hong Kong.  While Japan has been facing ageing issues for many years, Hong Kong 
will soon catch up.  By 2030, the proportion of seniors in Hong Kong will be just slightly less 
than that in Japan.  The marital status distribution in Hong Kong is quite similar to that in 
the other places and the proportion of married seniors in Hong Kong is relatively high.  As 
for education, the proportion of seniors in Hong Kong with at least a secondary education 
has been increasing, but there is still room for further improvement.
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Healthy diets and regular, adequate physical activity are major factors in the promotion 
and maintenance of good health, especially in the prevention of chronic diseases.1  More 
importantly, diet and physical activity are modifiable factors in the well-being of seniors.  
Understanding the dietary habits and level of physical activity would help to promote 
healthy ageing in Hong Kong.  

2.1. Underweight and Overweight

Body mass index (BMI) reflects the balance between nutrition intake and physical 
activities.  The World Health Organization has recommended that an individual should 
maintain a BMI in the range 18.5-24.9 kg/m2.1  A BMI less than 18.5 kg/m2 is regarded as 
underweight, where a BMI equal to or more than 25 kg/m2 is regarded as overweight. If an 
adult has a BMI between 25 and 30 kg/m2, the adult is considered as pre-obese; if the BMI 
is equal to or more than 30 kg/m2, that adult is considered as obese.1  

   
Being overweight is well-known for its association with a higher risk of disease, 

especially cardiovascular diseases.  Meanwhile, being underweight is a reflection of 
insufficient nutrition and also makes people more vulnerable to diseases because of their 
weakened immune systems.  For seniors, the risks of being underweight or overweight are 
equally important.  

   
According to a survey conducted by the Department of Health of Hong Kong and 

Department of Community Medicine of The University of Hong Kong in 2003-2004, about 9% 
of people aged 65 and above were underweight.2  On the other hand, about 47% of people 
aged 65 and above were overweight, including 27% of them being obese.  For seniors in 
Hong Kong, the problem of being overweight was more serious than the problem of being 
underweight.  Nevertheless, the problem of obesity is not serious.  (Figure 2.1)

As compared with other countries, the prevalence of being underweight for those 
aged 65 and above was only about 1% in the United States in the years 2003-2004, 
about 1% in England in 2003 and about 3% in Australia in 2004-2005.3,4,5  The prevalence 
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of being underweight amongst seniors in Hong Kong was higher than those in the 
Western countries.  While the figures are not directly comparable, the prevalence of being 
underweight based on different age groups in some Asian countries is presented for 
reference.  In 2004, the prevalence of being underweight for populations aged 60-69 was 
about 5% in Japan and about 6% in Singapore.6,7  

On the other hand, the prevalence of being overweight for those aged 65 and 
above was as high, at about 71% in the United States in 2003-2004 and about 72% in 
England in 2003,3,4 which was substantially higher than that in Hong Kong.  For Australia, 
the prevalence of being overweight for people aged 65 and above was about 48% in 
2004-2005,5 which was about the same as that in Hong Kong.  While the figures are 
not directly comparable, the prevalence of being overweight based on different age 
groups in Japan and Singapore is presented for reference.  In 2004, the prevalence of 
being overweight for population aged 60-69 was about 30% in Japan and about 36% in 
Singapore.6,7    

Figure 2.1 Body mass index (BMI) status of the Hong Kong population aged 65 and above,
2003-2004
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Source: Population Health Survey 2003/2004.
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2.2. Dietary Habits

It is commonly believed that seniors have to avoid consumption of certain high risk 
food in order to maintain good health.  However, it seems there is a lack of emphasis on 
encouraging seniors to consume adequate amounts of nutritious food.  To promote public 
awareness, the Department of Health of Hong Kong has compiled a Food Pyramid for 
Seniors [in poster form] (Box 2.1) to recommend a balanced diet, with quantities of each 
food type stated explicitly, for seniors to follow.8

Box 2.1 Food Pyramid for Seniors prepared by Department of Health of Hong Kong8
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In the following sections, the consumption patterns of the Hong Kong senior 
population of fruits, vegetables, milk, meat, fish and high fat food are summarized from 
the population survey jointly conducted by the Department of Health of Hong Kong 
and Department of Community Medicine of The University of Hong Kong in 2003-2004.2  
International comparisons are made where appropriate.

2.2.1. Consumption of Fruits and Vegetables

In 2003-2004, about 30% of people aged 65 and above in Hong Kong ate two or more 
servings of fruits a day,2 and met the recommendations of the Department of Health of 
Hong Kong.  In 2004-2005, about 65% of people aged 65 and above in Australia ate two 
or more servings of fruit per day.5  In Singapore, about 34% of people aged 60-69 ate two 
or more servings of fruit per day in 2004.9   A rough comparison suggests that fruit intake 
among seniors in Hong Kong was similar to Singapore, whilst it was much lower than in 
Australia.  (Figure 2.2a)

	
For vegetable consumption, about 78% of people aged 65 and above in Hong Kong 

ate at least one bowl (1 bowl ≈ 2 servings) of vegetables a day,2 and met the vegetable 

Figure 2.2a Fruit consumption of the Hong Kong population aged 65 and above,
2003-2004
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Figure 2.2b Vegetable consumption of the Hong Kong population aged 65 and above,
2003-2004
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Figure 2.2c Fruit and vegetable consumption of the Hong Kong population
aged 65 and above, 2003-2004
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consumption recommendations of the Department of Health of Hong Kong.  In Australia, 
about 87% of people aged 65 and above ate two or more servings of vegetables per day in 
2004-2005.5  In Singapore, only about 28% of people aged 60-69 had a daily consumption 
of two or more servings of vegetables in 2004.9  A rough comparison suggests that 
vegetable intake among seniors in Hong Kong was higher than in Singapore, yet there was 
still room for improvement when compared to Australia. (Figure 2.2b)
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Taking fruit and vegetables combined, it is recommended to eat at least 400g or five 
servings per day.1,10  About 17% of people aged 65 and above in Hong Kong had a daily 
consumption of five or more servings of fruits and vegetables,2 thus meeting the World 
Health Organization recommendations.  The proportions of people aged 65 and above 
who ate five or more servings of fruit and vegetables per day were about 27% in England 
in 2004 and about 31% in the United States in 2003.11,12  The relatively low percentage in 
Hong Kong might be due to the low fruit intake.  In this regard, seniors in Hong Kong are 
recommended to increase their fruit and vegetable consumption.  (Figure 2.2c)  

			 

2.2.2. Consumption of Milk
	
In 2003-2004, about 27% of people aged 65 and above in Hong Kong drank milk at 

least once a day.2  Assuming one glass of milk was consumed each time, this implies that 
about 27% of seniors met the recommendations of the Department of Health of Hong 
Kong.  On the other hand, about half of the people aged 65 and above in Hong Kong did 
not drink milk or drank milk less than once a week.2 (Figure 2.2d)

Figure 2.2d Milk consumption of the Hong Kong population aged 65 and above,
2003-2004
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Figure 2.2e Meat consumption of the Hong Kong population aged 65 and above,
2003-2004
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In Singapore, the percentage of seniors who did not drink milk was also high.  In 2004, 
about 64% of people aged 60-69 in Singapore did not drink milk at all.9  But for Australia, 
only 6% of people aged 65 and above did not drink milk in 2004-2005.5  There appears to 
be some cultural difference in the consumption pattern of milk.

2.2.3. Consumption of Meat and Fish
	
In 2003-2004, about 53% of people aged 65 and above in Hong Kong ate meat at 

least once a day.2  This proportion was the lowest among all age groups.  For those who 
did not have a daily consumption of meat, they should consume other high protein foods 
such as fish, dry beans or eggs as a substitute, so as to meet the recommendations of the 
Department of Health of Hong Kong.  (Figure 2.2e)

At the same time, almost half (48%) of people aged 65 and above ate fish at least 
once a day.2  This proportion was much higher than those of the other age groups (except 
for people aged 55-64).2  This might suggest that seniors had a higher intake of fish as a 
substitute for meat.  According to the World Health Organization, fish consumption can 
improve health because fish contains unsaturated fats and a number of other nutritional 
benefits.13 (Figure 2.2f)
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Figure 2.2f Fish consumption of the Hong Kong population aged 65 and above, 2003-2004
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While meat and fish consumption is not measured in similar units in other places, the 
situation in Singapore is presented for reference.  In 2004, about 30% of people aged 60-69 
in Singapore consumed 2.5 or more servings of meat or alternatives daily.9

2.2.4. Consumption of High Fat Food
	
To prevent coronary heart disease, the World Health Organization recommends 

reducing consumption of high fat foods, as well as removing fat from meat and skin from 
poultry.13  

In 2003-2004, about 69% of people aged 65 and above in Hong Kong either did not eat 
high fat food or ate high fat food less than once a week.2  This proportion was much higher 
than those of the other age groups.2  At the same time, about 48% of people aged 65 and 
above in Hong Kong removed all the fat from their food when eating.2  All these healthy 
dietary habits met World Health Organization recommendations.  (Figures 2.2g and 2.2h)    

Singapore was one of the few places which collected similar statistics.  In 2004, about 
48% of people aged 60-69 in Singapore trimmed off all the skin from poultry when eating 
and about 61% trimmed off all the visible fat from meat when eating.9
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Figure 2.2g High fat food consumption of the Hong Kong population aged 65 and above,
2003-2004
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Figure 2.2h Fat removing habit of the Hong Kong population aged 65 and above,
2003-2004
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2.3. Smoking
	
It is widely known that smoking is hazardous to health.  It is equally important to 

prevent non-smokers to become smokers as well as to encourage current smokers to stop 
smoking. 

According to a series of surveys conducted by the Census and Statistics Department of 
Hong Kong in the years 1982 to 2005, the prevalence of daily smokers among those aged 
60 and above in Hong Kong dropped from about 31% in 1982 to about 13% in 2005.14 
(Figure 2.3a)

As shown by another survey conducted by the Census and Statistics Department of 
Hong Kong, about 14% of people aged 60 and above were current smokers in 2004.15  
Nearly 90% of the current smokers (or 12% of people aged 60 and above) were daily 
smokers.15  The daily smoking prevalence for males aged 60 and above was about nine 

Figure 2.3a Prevalence rate of daily cigarette smokers in Hong Kong, by age group, 1982-2005
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times that of females (22.6% versus 2.5%).15  While only less than half (44%) of males never 
smoked, about 92% of the females never smoked.15  (Figure 2.3b)

Similar sex differences in smoking prevalence were shown in Asian countries.  In 
Singapore, the prevalence of daily smokers aged 60-69 was about 18% for males and 
about 2% for females in 2004.7  In Japan, the prevalence of daily smokers was about 28% 
for males and about 6% for females aged 60 and above in 2004.6  On the other hand, 
great sex differences in smoking prevalence were not common in Western countries.  In 
2002-2004, about 9% of males and 7% of females aged 65 and above in the United States 
were current daily smokers.16  In 2004, the smoking prevalence was about 15% for males 
and about 14% for females aged 60 and above in the United Kingdom.17  As for Australia, 
the prevalence of daily smokers was about 11% for males and about 7% for females aged 
60 and above in 2004.18  The daily smoking prevalence of male seniors in Hong Kong was 
higher than those of the other places (except Japan), but the other way round for females 
(except Singapore).  
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Figure 2.3b Cigarette smoking status of the Hong Kong population 
aged 60 and above, by sex, 2004
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2.4. Alcohol Drinking 

Alcohol drinking is commonly perceived as a means of relaxation or of atmosphere 
building in social gatherings.  Nevertheless, alcohol drinking could be harmful.  It is 
recommended by the World Health Organization that men should not drink more than 
two drinks a day and women should not drink more than one drink a day.13

According to the survey conducted by the Census and Statistics Department of 
Hong Kong, about 13% of people aged 60 and above currently had a habit of consuming 
alcoholic drinks in 2004.15  Nearly half (49%) of these current drinkers (or 6% of people 
aged 60 and above) drank more than three days a week.  The prevalence of current 
drinkers of males aged 60 and above was about six times that of females (22.7% versus 
3.8%).15 Nevertheless, as the amount of daily consumption was not revealed in the survey, 
it was hard to comment whether such alcohol drinking habits posed threats to the health 
of seniors.  (Figure 2.4)

Figure 2.4 Alcohol consumption of the Hong Kong population 
aged 60 and above, by sex, 2004
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Noting the possible difference in the amount of daily alcohol consumption, the 
frequency of alcohol drinking habit in other countries is presented for broad comparison.  
In Japan, about 47% of males and 8% of females aged 60 and above drank more than four 
days a week in 2004.6  In Singapore, about 7% of males and 1% of females aged 60-69 
drank more than four times a week in 2004.7  In the United States, about 21% of males 
and 9% of females aged 65 and above drank more than three drinks per week in the year 
2002-2004.16 In Australia, about 62% of males and 40% of females aged 60 and above were 
weekly alcohol drinkers in 2004.18  As for the United Kingdom, about 68% of male and 45% 
of female aged 65 and above drank alcohol in the week preceding the survey in 2004.17  

Similar to Hong Kong, sex differences in the prevalence of alcohol drinkers also 
appeared in Japan and Singapore. But for the Western countries, such sex differences were 
only observed to a lesser extent.  Despite the difference in measurement units, Hong Kong 
generally had lower prevalence of drinkers than other places (except Singapore, to which 
the comparison was not conclusive).

	  

2.5. Physical Activity and Exercise

Appropriate amount of physical activity and exercise is important for all ages, including 
seniors, to maintain good physical and mental health.  The World Health Organization 
recommends that seniors take up four different types of exercise, namely endurance 
exercises, strength exercises, balance exercises and flexibility exercises.13  For endurance 
exercises, it is recommended to have 30 minutes of exercise a day, whereas for strength 
exercises, each main muscle group should be exercised twice a week.13

According to the survey conducted by the Census and Statistics Department of 
Hong Kong, about 73% of people aged 60 and above reported having the habit of doing 
exercises regularly in 2004, of which about 78% (or 57% of people aged 60 and above) did 
exercises daily.15  (Figure 2.5a) 

In Japan, about 38% of people aged 65 and above reported having the habit of doing 
exercises regularly in 2004.6 Among them, 44% (or 16% of people aged 65 and above) did 
exercises daily.6  In the United States, about 22% of people aged 65 and above reported 
engaging in regular leisure time physical activity in 2003-2004.19  In Australia, about 25% 
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Figure 2.5a Exercise habits of the Hong Kong population aged 60 and above, 2004
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Source: Thematic Household Survey Report No. 21.

of people aged 65 and above reported moderate or high exercise levels in the two weeks 
preceding the survey in 2004-2005.5  In Singapore, about 28% of people aged 60-69 
exercised regularly (at least 20 minutes per occasion for three or more days a week) in 
2004.7  It appears that the proportion of seniors in Hong Kong who reported doing regular 
exercises was quite high when compared with other places.

Another survey conducted by the Department of Health of Hong Kong and 
Department of Community Medicine of The University of Hong Kong in 2003-2004 
showed that only about 2% and 14% of people aged 65 and above performed 
vigorous physical activities and moderate physical activities respectively in the week 
preceding the survey interview.2  While these percentages were not high, about half 
of them did the physical activities seven days a week.2  In addition, the mean duration 
of vigorous physical activities performed by those aged 65-74 was about 89 minutes 
and that by those aged 75 and above was about 53 minutes.2 As for moderate 
physical activities, the mean duration was about 75 minutes and 49 minutes for those 
aged 65-74 and 75 and above respectively.2  These were far more than the 30 minutes 
exercises recommended by the World Health Organization. 

Though international comparison was not feasible in a strict sense, the situations in 
other places are presented here for reference.  In Japan, respectively about 1% and 8% of 



Chapter 2              Nutrition and Health-related Lifestyle

44

people aged 65 and above performed vigorous exercise and moderate exercise in 2004.6  
In Australia, respectively about 4% and 24% of people aged 65 and above engaged in 
vigorous exercise and moderate exercise in the two weeks preceding the interview in 
2004-2005.5 As for the United States, respectively about 17% and 42% of people aged 65 
and above engaged in vigorous physical activities and light-to-moderate physical activities 
at least once a week in 2002-2004.16    

It was also revealed by survey findings that walking was the most popular type of 
exercise among Hong Kong people aged 65 and above who exercised in the month 
preceding the survey.2  About 35% of all those aged 65 and above took walking as exercise 
in the month preceding the survey in 2003-2004.2  (Figure 2.5b) 

Figure 2.5b Proportion of the Hong Kong population aged 65 and above performing exercise or 
physcial activity in the month preceding the survey, 2003-2004
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This percentage was more or less comparable to that in Australia.  In 2004-2005, 
about 46% of people aged 65 and above in Australia walked for exercise in the two weeks 
preceding the survey.5  In Japan, about 45% of people aged 65-74 walked, on average, at 
least 6,000 steps a day in 2004.6
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While most seniors in Hong Kong did not take up a formal type of exercise, about 65% 
of people aged 65 and above did housework in the month preceding the survey interview 
in 2003-2004.2  (Figure 2.5b)

	
By the same token, gardening is an alternative form of exercise in other places.  

Historical data revealed that in 1997, about 36% of people aged 55 and above in the 
United Kingdom did gardening as physical activity.20  In Japan, about 43% of people aged 
65 and above did gardening in their leisure time in 2001.21 

2.6. Summary

The prevalence of being overweight among seniors in Hong Kong was lower than 
that of the other countries, whilst the prevalence of being underweight was higher.  The 
consumption of vegetables and avoidance of high fat food followed the recommended 
pattern fairly well.  However, fruit consumption should be encouraged.  Hong Kong 
generally had a lower prevalence of drinkers and female smokers than the other countries.  
However, the prevalence of male smokers in Hong Kong was higher than that of other 
places (except Japan).  Most seniors in Hong Kong had a habit of doing exercise regularly.
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The World Health Organization defines health as "a state of complete physical, mental 
and social well being and not merely the absence of disease or infirmity".1  In other words, 
good physical and mental health does not necessarily imply good health in general.  A 
healthy social life plays an important part in the well-being of individuals, including 
seniors.  A healthy social life can be sought actively by social participation.  Alternatively, 
social support can be provided by family, friends and other people through day-to-day 
interactions.  In this chapter, the well-being of seniors in terms of social participation and 
support will be explored.

3.1. Living Arrangement

Different living arrangements result in different levels of social participation and 
support.  Usually, seniors living in domestic households have more freedom in their 
choices of social participation.  Besides, seniors living with family or others are more likely 
to gain mutual support from cohabiters.  On the other hand, seniors living alone have to 
seek social support outside the household.  For seniors living in institutions, their social 
network may be relatively limited.   

3.1.1. Domestic Households

According to census data, about 90% of the Hong Kong population aged 65 and above 
lived in domestic households in 2006.2  This percentage slightly decreased by about 4% as 
compared with 1991.2,3  Meanwhile, the percentage of people aged 65 and above living 
alone was quite stable during the period from 1991 to 2006 (about 11-13%).2,3  (Figure 3.1a)

Analyzed by sex, the percentage of females aged 65 and above who lived alone was 
higher than that of males (about 13% versus 10%) in 2006.2  Moreover, the percentage of 
those living alone increased with age (except for those aged 85 and above).  The increasing 
proportion of those living alone across age groups could be due to widowhood and the 
moving away of adult children, whilst the drop in the percentage for those aged 85 and 
above could result from institutionalization  (Figures 3.1b and 3.1c)

Social Networking and Engagement
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The United Nations reported that the percentages of people aged 60 and above living 
alone were the lowest in Asia, but the highest in Europe.4  For example, the percentages 
of people aged 65 and above living alone were about 15% in Japan in 2005;5 about 7% in 
Singapore in 2000;6 about 29% in Australia in 2006;7 and about 28% in the United States 
in 2000.8  In the United Kingdom, about 32% of the population over the state pension age 
(65 for men and 60 for women) lived alone in 2004.9  In this regard, the percentage in Hong 
Kong was comparable to those in the Asian countries and much lower than those in the 
Western countries.

                          

Figure 3.1a Living arrangements of the Hong Kong population
aged 65 and above, 1991, 1996,  2001 and 2006
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Figure 3.1b Living arrangements of the Hong Kong population
aged 65 and above, by sex, 2006
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3.1.2. Institutions

Meanwhile, there was a slight increase in the percentage of the Hong Kong population 
living in non-domestic households, mainly homes for the aged, from about 6% in 1991 
to 10% in 2006.2,3  Analyzed by age, the percentage of those aged 85 and above was the 
highest among all age groups in 2006.  About 23% of males and 39% of females aged 85 
and above lived in non-domestic households in 2006.2  (Figures 3.1a and 3.1b)

The United Nations reported that Asia, Eastern Europe and Latin America had the 
lowest levels of institutional living among seniors, whereas Northern and Eastern Europe, 
North America and Oceania had the highest levels of institutional living.4  In 2005, the 
percentage of people aged 65 and above living in institutions was about 3% in Japan.5  In 
2006, the percentage of people aged 65 and above living in non-private dwellings was 
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about 6% in Australia.7  In 2000, about 6% of people aged 65 and above in the United 
States lived in group quarters.8  In 2001, about 5% of people aged 65 and above were living 
in communal establishments in the United Kingdom.10  It should be noted that data on 
institutional living are still fairly poor and the coverage of institutions varies.4  International 
comparisons should be made with caution.  

Figure 3.1c Living arrangements of the Hong Kong population aged 65 and above,
by age group and sex, 2006
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3.2. Social Participation

Seniors living in domestic households have a number of opportunities to actively 
participate in various work or activities which enable them to interact with people in the 
community. Here, several forms of social participation engaged in by seniors living in 
domestic households are presented.

3.2.1. Formal Job Attachment
   
The benefit of having a formal job attachment is more than securing an income.  It is 

rather a way of maintaining a social life and community involvement.  According to statistics 
from the Census and Statistics Department of Hong Kong, the labour force participation 
rate for the Hong Kong population aged 65 and above has been on a declining trend since 
1991, but has become more stable in the 2000s.  It dropped from about 13% in 1991 to 
about 6% in 2006.11  A similar declining trend was also observed for the 60-64 age group, 
which dropped from about 36% in 1991 to about 31% in 2006.11  On the other hand, for 
those aged 55-59, the rates were steady over the years.11  Most of the drastic year-on-year 
decrease happened before the late 1990s. It is uncertain whether the fluctuations were due 
to political instability or economic instability around the time.  (Figure 3.2a)

The same source data revealed that sex differences in the labour force participation 
rate existed in all age groups in Hong Kong.  Such differences widened with age: for those 
aged 65 and above, the labour force participation rate for males was about 10%, while that 
for females was less than 2% in 2006.11  Nevertheless, the labour force participation rate 
dropped considerably when people entered their 60s, followed by a more dramatic drop 
when they reached the age of 65.11 This was partly due to the common retirement age at 
60 or 65.  (Figure 3.2a)

In Japan, the labour force participation rates of the population aged 65 and above 
were as high as 29% for males and 13% for females in 2006.12  In Singapore, such rates 
were about 22% and 8% for males and females respectively in 2006.13  In Australia, such 
rates were about 12% for males and 4% for females in 2005-2006.14  In the United States, 
such rates were 20% and 12% for males and females in 2006.15  In the United Kingdom, 
about 10% of males and 12% of females remained economically active after state pension 
age (65 for male and 60 for female) in the fourth quarter of 2006.16  It was common that 
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a substantial drop occurred in the labour force participation rates of some particular age 
groups because of the state or the usual retirement age.  

The labour force participation rate of seniors in Hong Kong was lower than those of 
other places.  A low labour force participation rate could reflect two possible scenarios—
an involuntary one reflecting societal bias against employing older workers or a voluntary 
one reflecting a personal preference to not re-enter the workforce after retirement.  Further 
research is needed to reveal the underlying reason.
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Figure 3.2a Labour force participation rate of the Hong Kong population aged
55 and above, by age group and sex, 1991-2006
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3.2.2. Voluntary Work

Apart from having a formal job attachment, seniors may take up voluntary work.  
According to a survey conducted by the Census and Statistics Department of Hong Kong 
in 2001-2002, about 3% of males and 4% of females aged 65 and above were engaged in 
voluntary work in the 12 months preceding the survey.17 (Figure 3.2b)

Figure 3.2b Participation rate of the Hong Kong population aged 15 and above in voluntary 
work during the 12 months preceding the survey, by age group and sex, 2001-2002
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Overall, the percentage of people in Hong Kong participating in voluntary work was 
relatively low, regardless of age.  It is thus not surprising that the respective percentage for 
seniors in Hong Kong was also lower than other places.  For example, the proportion of 
the population aged 65 and above who volunteered in the 12-month period preceding 
the survey were about 27% in Japan in 2001;18 about 40% in Australia in 2004;19 and about 
24% in the United States in 2003.20  In England and Wales, about 32% of people aged 65 
and above participated in formal volunteering at least once in the 12 months preceding 
the survey in 2001.21 Unlike the other countries, the volunteer rate of the population aged 
65 and above was quite low in Singapore (about 4% in 2004).22  Despite the difference in 
reference years, the situation in Singapore was quite similar to that in Hong Kong.
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3.2.3. Care Giving

Besides performing voluntary work, which is organized and formal, seniors also offer a 
helping hand on various occasions. For example, seniors living in domestic households are 
sometimes the caregiver to their family members. A survey conducted by the Census and 
Statistics Department of Hong Kong showed that about 22% of people aged 60 and above 
took care of other family members in 2000.23  

It was common in other places that seniors served as caregivers to family members, 
relatives or friends. In Australia, about 19% of people aged 65 and above were carers to 
older people and people with disabilities in 2003.24  In England and Wales, about 11% 
of the population aged 65 and above provided unpaid care to family members, friends, 
neighbours or others in 2001.25  For the younger age group, the proportion of caregivers 
was even higher.  In the United States, nearly half of the population aged 50 and above 
identified themselves as caregivers in 2000.26   

3.2.4. Social Activities

There are various forms of social activities, including cultural, recreational/sports, 
religious, social entertainment and leisure activities, available in the community. 
Participation in these activities can strengthen interpersonal communication and bonds 
within the community.  The survey conducted by the Census and Statistics Department 
of Hong Kong showed that about 63% of people aged 65 and above had participated in 
some kind of social activity during the three months preceding the survey in 2001-2002.17  
Such percentages were about the same for males and females. (Figure 3.2c)

Social activities can be measured in various ways, for example measuring each 
component separately.  Hence, international comparisons cannot be performed and 
related statistics are presented for reference only.  Among the population aged 65 and 
above in Australia, about 61% actively participated in a social or support group in the 12 
months preceding the survey in 2006.7  In England, about 65% of people aged 65-74 and 
47% of people aged 75 and above attended arts activities in the 12 months preceding 
the survey in 2003.10  In 2002, about half of the people aged 80 and above in England 
belonged to at least one organization (for example, social clubs and sports clubs).10  
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3.2.5. Lifelong Learning

In addition, some seniors continue learning as a means to expand their social contacts.  
A survey conducted in 2001 showed that most people aged 55 and above in Hong Kong 
perceived learning as a way to meet more people (82%) and to fill up time (55%).27  A 
series of surveys conducted by The School of Professional and Continuing Education of 
The University of Hong Kong showed that about 12% of people aged 60-64 participated in 
continuing education in 2005, while the percentage in 2003 was only about 3%.28  (Figure 
3.2d)

	
As most training courses are informal, statistics on the participation rate of lifelong 

learning among seniors are not complete.  In making an international comparison, the 
difference in the definition of learning should be noted. In Japan, the participation rate in 

Figure 3.2c Participation rate of the Hong Kong population aged 15 and
above in social activities during the three months preceding the survey,

by age group and sex, 2001-2002
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"studies or research" was about 27% for people aged 60-64 in 2001.18 In Australia, about 
20% of people aged 60-64 participated in structured, taught learning in institutions and 
organizations in 2006-2007.29  In the United States, about 20% of people aged 66-74 
took at least one adult education class in the year preceding the survey in 1999.30  In 
England and Wales, 51% of people aged 60-69 reported some learning in 2002.10  While 
the participation rate in continuing education for those aged 60-64 in Hong Kong 
was increasing, it seemed there was still room for an increment as suggested by the 
participation rates in other places.

Among people aged 55 and above in Hong Kong, practical courses were found to be 
the most preferred courses, followed by hobbies and interests courses in 2001.27  Similarly, 
arts and culture, followed by commerce and business, were the most popular areas among 
those aged 60-64 who participated in studies and research in Japan in 2001.18  Comparing 
Hong Kong and Japan, the preference for study areas were similar to some extent.    

Figure 3.2d Participation rate of the Hong Kong population aged 15 and above in continuing
education during the 12 months preceding the survey,

by age group, 2003 and 2005
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3.3. Care and Support

Care and support is important to seniors, regardless of their physical condition and 
health status.  Caregivers not only provide support in instrumental activities and personal 
care, but also emotional support to seniors.31  Nevertheless, those seniors who cannot seek 
social participation actively have to rely more on the supportive care provided by family 
members, friends and other people. 

There are two types of caregivers, namely informal caregivers and formal caregivers.  
The former are usually family members, friends and neighbours who provide care without 
pay, while the latter are trained health care professionals who provide care with or without 
pay.  

3.3.1.  Informal Care Giving to Seniors

Seniors living in institutions mainly rely on formal care, whereas seniors living in 
domestic household rely more on informal care.  According to a survey conducted by 
the Census and Statistics Department of Hong Kong in 2004, about 55% of the non-
institutional population aged 60 and above who needed assistance had caregivers.32 
Among them, about 37% and 27% of them had their children and spouse as the major 
caregivers respectively. Another 23% received care mainly from domestic helpers or 
nurses.32  (Figure 3.3a)

In Australia, among people aged 65 and above and receiving assistance in 2003, about 
18% received assistance from partners and about 26% to 29% from children.7 In other 
countries, statistics on caregivers are measured in different units.  Related statistics with the 
closest concept are presented here for reference.  In the United States, caregivers to those 
aged 50 and above were likely to be taking care of their mother (about 34%), grandmother 
(11%) or father (10%) in 2003.33  In the United Kingdom, the spouse was the major source 
of help with mobility tasks for people aged 65 and above in 2001-2002.10  It appears that it 
was common for spouses and children to take care of seniors.

Another form of informal care is provided through visits to seniors, including those 
living in domestic households and institutions.  These visits are usually paid for by relatives 
and friends of seniors, and sometimes by volunteers.
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According to the survey conducted by the Census and Statistics Department of Hong 
Kong in 2004, about 40% of the people aged 60 and above living in institutions were 
visited by their children, family members and/or friends at least once a week and another 
16% were visited two to three times a month.32  (Figure 3.3b)

While Hong Kong does not have figures on family contacts with seniors living in 
domestic households, figures on Australia, England and the United States are presented 
for reference.  In Australia, about 76% of people aged 65 and above were contacted at least 
once a week by family and friends living outside the household in 2006.7  In England and 
the United States, intergenerational contact was high.  In England, about 58% of males 
and 64% of females aged 50 and above met their children at least weekly (excluding those 
without grandchildren) in 2002.10  In the United States, about 56% of grandparents aged 
60 and above met their grandchildren at least weekly in 2001.34  

54.7%

45.3%

Had a caregiver

Did not have a caregiver

Source: Thematic Household Survey Report No. 21.

Type of major caregiver

Figure 3.3a Type of major caregiver of the Hong Kong population aged 60 and
above who needed assistance from others in their daily living, 2004

Domestic helpers / nurses: 23.2%

Relatives / friends / neighbours: 13.2%

Spouses: 26.7%

Children: 36.9%
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3.3.2. Support to Oldest Old

It is of particular interest to study support to the population aged 85 and above, 
which is defined as "oldest old".  As most of the informal caregivers are aged 50-74, recent 
research suggested using the oldest old support ratio (the ratio of people aged 50-74 to 
those aged 85 and above) to provide information on the number of potential carers per 
person aged 85 and above.35

Based on the population data, the oldest old support ratio for Hong Kong is 
calculated.36,37  Hong Kong experienced a continuous drop in oldest old support ratio 
in the past decades, from 44 in 1986 to 18 in 2006.  This could be explained by the faster 
growth rate of the population aged 85 and above than that of the population aged 50-74. 
(Figure 3.3c).  

Based on official population statistics, in 2006, the oldest old support ratio for 
Japan was 14; Singapore, 33; Australia, 15; the United States, 13; the United Kingdom, 
13.38,39,40,41,42  In this regard, Hong Kong has the largest potential in developing 
informal caregivers when compared to other countries, except Singapore which had an 
extraordinary high ratio.  

Figure 3.3b Frequency of visits by children, family members, relatives and/or
friends of institutional population aged 60 and above in Hong Kong, 2004
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Not applicable (no family member/
relative/ friend)

Source: Thematic Household Survey Report No. 21.



Social Networking and Engagement              Chapter 3

61

Nevertheless, the institutionalization rate of seniors in Hong Kong increased from 
about 6% in 1991 to 10% in 2006.2,3  So even though the oldest old ratio is currently still 
slightly higher than the other countries in the comparison (except Singapore), a continuing 
falling trend could have profound implications regarding institutionalization.

Figure 3.3c Oldest old support ratio of Hong Kong, 1986-2007
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3.4. Abuse and Neglect

In contrast to social support, abuse and neglect pose a threat to the well-being of 
seniors.  The World Health Organization defines abuse of the elderly (elder abuse) as "a 
single, or repeated act, or lack of appropriate action, occurring within any relationship 
where there is an expectation of trust which causes harm or distress to an older person".43  
Elder abuse does not necessarily imply physical abuse; instead, neglect and emotional 
abuse are the usual causes.
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Based on information collected by the Central Information System on Elder Abuse 
Cases, the number of newly reported elder abuse cases in Hong Kong in 2006 was 522.44  
A survey conducted by the Hong Kong Christian Service in 2002 showed that about 5% 
to 12% (according to different definitions) of the respondents aged 60 and above had 
experienced some kind of elder abuse during the 12 months preceding the survey.45  
(Figure 3.4)

Figure 3.4 Percentage of respondents aged 60 and above encountering elder abuse during 
the 12 months preceding the survey in Hong Kong, by situation, 2002
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(1) Sons or daughters who live separately seldom visit you.
(2) Somebody who is expected to take care of you do not supply your basic needs.
(3) Family members always neglect you or treat you as if you are transparent.
(4) Somebody gossip about, criticize, or look down on you.
(5) You are condemned or threatened frequently.
(6) You neglect your own body or daily diet.
(7) Your privacy is intruded on. / Your self-esteem is damaged.
(8) Your money or properties are taken without your consent.
(9) Somebody cheat you out of money, properties or housing.
(10) You are pushed over frequently.
(11) You are prohibited from getting in touch with your grandchildren, family members or friends.
(12) You are hit.
(13) You are forced to do something against your will.
(14) You are abandoned in hospitals, streets, or elderly hostels. / Someone break o� relationship with you.
(15) Your hearing aid is withheld. / You are not accompanied to the doctors or given any medicine when you are sick.
(16) You are sexually assaulted.
(17) You are prohibited from staying at home in daytime. And you are allowed to home late in the day.
(18) You are prohibited from going outside. / Your freedom of activities at home is restricted.

Note:
(a) "You" was used in the survey questionnaire and referred to the senior being interviewed.

Source: Research on the Phenomenon of Elder Abuse in Hong Kong.

International comparison is not recommended as there are many possible definitions 
and measurements for the surveillance of elder abuse.  Also, case reporting of elder abuse 
is typically under-reported.43  The victims may either not be willing to reveal the problem 
or they may not be aware of the problem.  Here, international figures are presented for 
reference only.  In Japan, while only 53 elder abuse cases were reported in 2006, survey 
results showed that there were at least 498 seniors who suffered mistreatment inflicted by 
staff at nursing care facilities nationwide in the same year.46  In Singapore, there were 186 
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reported elder abuse cases in 2006.47  In 2003, there were about 8.3 reports of abuse in 1,000 
Americans aged 60 and above.48  In the United Kingdom, about 3% of people aged 66 
and above living in private households reported that they had experienced mistreatment 
(abuse and neglect) involving a family member, close friend or care worker during the year 
preceding the survey in 2006.49

3.5. Summary

In terms of social networking, the percentage of seniors living alone in Hong Kong was 
in line with the global pattern, showing such percentages to be lower in Asia, but higher 
in Europe and North America.  On the other hand, the institutionalization rate of seniors 
in Hong Kong has increased over the years.  While the participation of seniors in formal 
job attachment, voluntary work and lifelong learning was relatively low in Hong Kong, 
the participation of seniors in care giving and social activities was comparable to other 
countries.  

It was common that the informal caregivers to seniors were their spouse and 
children.  According to the oldest old support ratio, Hong Kong has the largest potential in 
developing informal caregivers when compared with other countries, except Singapore.  
While the statistics on elder abuse might not be complete, the issue of elder abuse needs 
to be investigated further.
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In 2002, the World Health Organization laid down a policy framework of active ageing, 
identifying financial security as one of the key factors to active ageing.1  Having adequate 
financial resources to support daily living and social engagement is inevitably important 
to the physical and social well-being of seniors.  More importantly, the feeling of being 
financially secure helps to promote the psychological well-being of seniors.  In this chapter, 
the financial security of seniors will be explored in terms of income and expenditure 
analysis.

4.1. Personal Income

In a similar way to social engagement, financial resources can be sought actively or 
passively.  Some seniors may prefer to work or invest in return for income, while some may 
rely on financial support from family members or social security programmes.  

4.1.1. Personal Income

According to the survey conducted by the Census and Statistics Department of Hong 
Kong, almost all (99.6%) people aged 60 and above had a monthly personal income in 
2000.2  However, a similar survey conducted in 2004 showed that only about 91% of 
seniors had a monthly personal income.3 On the other hand, among those with a personal 
income, the median of personal income increased slightly from HK$2,600 in 2000 to 
HK$3,000 in 2004.2,3  (Figure 4.1a)

According to the 2004 survey, seniors received their income from multiple sources.  
Most (about 59%) people aged 60 and above received financial support from children.  The 
second and third most common sources of income were Old Age Allowance (about 54%) 
and employment earnings (about 11%).3  (Figure 4.1b)

Financial Security
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International comparisons of statistics on the personal income distribution of seniors 
are not straightforward, mainly due to differences in the definition of personal income and 
the purchasing power of the currency.  In addition, the inclusion of financial support from 
family members in the personal income of seniors is not common.  The situations in the 
United States, Australia and Singapore are presented for reference only.  For easy reference, 
the foreign currencies mentioned in the subsequent sections are also converted to Hong 
Kong dollars by the average exchange rate in the corresponding years.

Figure 4.1a Monthly personal income distribution of the Hong Kong
population aged 60 and above, 2000 and 2004
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In the United States, about 97% of people aged 65 and above had a personal income 
in 2004 and the median income among those receiving an income was US$15,193 for 
the whole year (or a monthly income of US$1,266≈HK$9,860).4  In Australia, about 88% of 
people aged 65 and above had at least a weekly individual income of AU$160 (≈HK$646) 
in 2001 and the mean gross income among those having a positive income was AU$311 
per week (or a monthly income of AU$1,244≈HK$5,025).5

As for the source of income, financial assistance from children was the main source of 
income for seniors in Singapore.  It was found that in 2000, about 75% of people aged 65 
and above in Singapore relied on financial assistance from children as their main source of 

Figure 4.1b Source of income of the Hong Kong population aged 60 and above
who had monthly personal income,  2004
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income; whilst the other two most common major sources of income were income from 
employment/business (10%) and rental property, savings, interest and dividends (9%).6  In 
this regard, the sources of income were quite similar in Hong Kong and in Singapore.

On the other hand, in Western countries such as the United States and Australia, 
seniors were more likely to rely on government support as a source of income.  In the 
United States, the most common sources of income for people aged 65 and above who 
had an income in 2004 were social security (91%), property income (57%) and retirement 
income (36%).4  Only less than 0.5% of seniors received financial assistance from friends 
or relatives outside the household and less than 0.1% of seniors reported income from 
child support.4  In Australia, about 78% of people aged 65 and above who were not in the 
labour force relied on government income support payment as the main source of income 
in 1999-2000.5   

It should be noted that the apparently low percentage of seniors receiving Old Age 
Allowance in Hong Kong was likely due to the difference in target population of the survey 
(aged 60 and above) and the eligible population for Old Age Allowance (aged 65 and 
above).  In the next section, the social security system for seniors in Hong Kong will be 
discussed in more detail.   

4.1.2. Social Security

Among the various sources of income of seniors in Hong Kong, Comprehensive Social 
Security Assistance (CSSA), Old Age Allowance and Disability Allowance fall under the 
non-contributory social security system provided by the Government.  The CSSA serves 
as a safety net to provide financial support to populations in need, based on satisfaction 
of the residence criteria and the income and assets tests.  The CSSA provides higher 
standard rates for seniors.  As of March 2008, the monthly CSSA rates for those aged 60 and 
above range from HK$2,235 to HK$4,040 depending on their level of disability and living 
arrangement (single person or family member).7  In addition, the recipients are entitled to 
special grants to meet their special needs, including fares to hospital/clinic and medically 
recommended diets and appliances. 
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The Old Age Allowance, which includes the Normal Old Age Allowance (NOAA) and 
the Higher Old Age Allowance (HOAA),  provides a monthly allowance to Hong Kong 
residents aged 65 and above.  NOAA is a means tested monthly allowance at a fixed rate of 
HK$625 (as of March 2008) for those aged 65 to 69.  HOAA is a non-means tested monthly 
allowance at a fixed-rate of HK$705 (as of March 2008) for those aged 70 and above.7  
The Disability Allowance provides a monthly allowance to Hong Kong residents who are 
severely disabled at a fixed-rate of HK$1,170 or HK$2,340 (as of March 2008) depending on 
the level of disability.7  

As of the end of 2007, 78% of people aged 65 and above (or 89% of those aged 70 
and above) receive public financial assistance in the form of CSSA, Old Age Allowance or 
Disability Allowance.8    

4.1.3. Gini Coefficient

The Gini coefficient is often used to indicate disparity in income, with a value of zero 
indicating perfect equality and a value of one indicating complete inequality.  That is, the 
greater the Gini coefficient, the more likely it is that inequality exists. To study income 
inequality among seniors, the Gini coefficient is calculated based on household income.  In 
2006, the Gini coefficient for households headed by a person aged 65 and above in Hong 
Kong was 0.582, which was higher than those for the younger age groups (ranging from 
0.427 to 0.548).9  Even taking into account the effect of taxation and social benefits, the Gini 
coefficient for those households headed by a person aged 65 and above in Hong Kong 
was 0.526, which was still higher than those for the younger age groups (ranging from 0.402 
to 0.499).9 (Figure 4.1c)

In Japan and the United States, Gini coefficients on individual income are available.  
In Japan, it was estimated that the Gini coefficients of the aged population (individuals 
aged 65 and above) was about 0.338 in 2002, which was more or less the same as that for 
the population aged 25 to 59 (0.316).10  In the United States, the Gini coefficient for the 
population aged 65 and above was 0.474 in 2006, which was more or less the same as that 
for the population aged under 65 (0.498).11 
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When compared with the younger population, there seems to be a slightly larger 
income disparity among the senior population in Hong Kong. Nevertheless, the Census 
and Statistics Department of Hong Kong emphasized that Gini coefficients might not fully 
take into account the effects of taxation and social benefits on the reduction of income 
inequality, even after adjustment.  Hence, Gini coefficients have to be interpreted with 
care.  In addition, as the comparison of income inequality may be subject to considerable 
limitations owing to differences in data sources, income definitions and compilation 
methods, international comparisons should be made with caution.9

Figure 4.1c The Gini Coefficient of the households in Hong Kong, by age
group of head of households, 2006
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4.2. Expenditure 

Personal expenditure can be broadly classified into two types, namely expenditure on 
basic necessities of life and expenditure on lifestyle choices.  The availability of financial 
resources affects the pattern of personal expenditure, yet it is not the only factor.  Personal 
lifestyle preference and more importantly the self-perceived adequacy of financial 
resources also play a role in affecting the expenditure pattern.  Nevertheless, statistics on 
these subjective factors are sparse or unavailable.

Figure 4.2a Monthly personal expenditure distribution of the Hong Kong
population aged 60 and above, 2000 and 2004
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Among those who had to pay for personal expenditure:
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4.2.1. Personal Expenditure

According to the surveys conducted by the Census and Statistics Department of 
Hong Kong in 2000 and 2004, almost all (over 95%) people aged 60 and above had to pay 
for their own personal expenses.  As with the increase in personal income, the median 
monthly expenditure of seniors also increased from HK$1,700 in 2000 to HK$2,600 in 
2004.2,3  Nevertheless, the gap between median monthly personal income and median 
monthly expenditure narrowed from a surplus of HK$900 in 2000 to a surplus of HK$400 in 
2004.  (Figure 4.2a)

In 2000, among seniors who had to pay for their own monthly expenses, most had to 
pay regular expenses for food (67%) and transportation (66%). About 37% of seniors who 
had to pay for their own monthly expenses paid for their accommodation.2   (Figure 4.2b) 

Figure 4.2b Items of expenditure of the Hong Kong population aged 60 and above who had to pay for
personal monthly expenditure, 2000
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While the 2000 survey did not reveal information on health care expenses, another 
household survey conducted by the Census and Statistics Department of Hong Kong in 
2005 showed that among people aged 65 and above who had to pay their own monthly 
expenses, about 94% had to pay for food, 90% for transportation, 80% for medical 
expenses and 46% for accommodation.12  Nevertheless, it should be noted that statistics 
collected through the 2000 and the 2005 surveys might not be comparable as the two 
surveys were from different series of statistical surveys.  

Hong Kong is one of the few places which collected data on the expenditure of seniors.  
For other countries, most surveys concerning expenditure used the household as the unit, 
making analysis on individual seniors difficult.13 In addition, international comparisons are 
not straightforward due to differences in purchasing power of currencies.  

Household expenditure figures of households headed by a person aged 65 and 
above in the United States are presented for reference only.  In 2004, the average annual 
expenditure of such households was US$31,104 (or a monthly average of US$2,592≈
HK$20,186).  The largest share of expenditure was on housing (roughly about 33% of 
expenditure), followed by transportation (16%), food (14%) and health care (13%).14  
Among health care expenditures, over half (55%) was on health insurance.14

Based on the mean annual income before tax and the mean annual expenditure 
of these households in the United States, the income-to-expenditure ratio was about 
1.12 (=US$34,988/US$31,104) in 2004.14  Compared with Hong Kong, the income-to-
expenditure ratio, based on median monthly personal income and median monthly 
expenditure, was about 1.00 (=HK$3,500/HK$3,500) in 2005.12  While these ratios were not 
directly comparable, they give a rough idea of the situations of the two places.

4.2.2. Medical Expenses

As many people are concerned with the ability of seniors to pay for medical expenses, 
the affordability of this expenditure component will be discussed in more detail.  The 
amount of out-of-pocket health care expenses depends on several factors, including 
the charges for the services received, the utilization rates of health care services and the 
amount of health insurance coverage.  
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In Hong Kong, public health care services for Hong Kong residents are largely 
subsidized by the Government.  As of March 2008, the fees for outpatient services (including 
general out-patient services, specialist out-patient services, and accident and emergency 
services) range from HK$45 to HK$100 per attendance, while an additional amount of 
HK$10 may be charged for each drug item.  As for public in-patient services, the fees are 
HK$100 per day (plus an admission fee of HK$50 for the first day of admission) for general 
acute beds and HK$68 for other non-acute beds.15  For those with financial difficulties, a 
fee waiver can be granted.  Nevertheless, others have to pay for these services, though at a 
low charge.   

Those preferring more health care choices have to pay even more, ranging from 
hundreds to thousands of dollars.  For example, the charge for a first class bed in a private 
hospital can be as high as HK$3,900 per day; in addition, doctor consultations and all 
other services/supplies, including medicine and therapeutic treatments, are charged 
separately.15  While seniors have a choice over the services, they have to become financially 
secure first.  This could be achieved either by allocating a budget for out-of-pocket 
expenses or by having adequate health insurance coverage.

According to the survey conducted by the Census and Statistics Department of Hong 
Kong in 2005, among the population aged 65 and above who paid for their medical 
expenses, the median of monthly medical expenses was about HK$500.12 A rough 
calculation (the median of medical expenses divided by the median monthly income, 
HK$3,500) showed that the out-of-pocket health care expenses would be approximately 
14% of their monthly income.  

Detailed statistics on health care expenditure (excluding health insurance premiums) 
of seniors in the United States are available. However, it should be noted that these figures 
include expenses paid by the seniors themselves and/or by their families.  Hence, they 
should be used as reference only.  In 2003, about 96% of people aged 65 and above in 
the United States made some expenditure on health care.  Among those with some 
health care expenses, the median out-of-pocket expenses for health care in the year was 
US$861 (or a monthly average of US$72≈HK$559), which was much smaller than the mean 
(US$1,547 a year, or a monthly average of US$129≈HK$1,004).  This was because a small 
proportion of people, in particular those Medicare beneficiaries without supplemental 
insurance coverage, had extremely large expenses.16  It appeared that for the United 
States, health care expenses could also vary a lot, especially with different types of health 
insurance coverage.
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In Singapore, health care expenses vary depending on the type of services provided 
and health insurance coverage.  Here, the fees and charges of the medical services 
of Singapore are presented for reference.  As of March 2008, the consultation fees for 
Singapore citizens aged 65 and above range from S$4 (≈HK$22) at polyclinics (public 
clinics) to as high as S$55 (≈HK$303) at private clinics; and medication is charged at S$0.6 
to S$3 (≈HK$3 to HK$17) at polyclinics per week.17  As for in-patient services, the fees range 
from as low as S$20 (≈HK$110) per day for a bed in an open ward in restructured hospitals 
(public hospitals) to as high as at least S$280 (≈HK$1,542) per day for a single bed ward 
in private hospitals.17  Nevertheless, the large variation can be narrowed by insurance 
coverage.

4.3. Health Insurance

Insurance is meant to secure the unexpected or unaffordable financial needs of the 
insured.  For seniors, sudden but huge acute medical care financial needs, as well as 
long-lasting but moderate long-term care financial needs would probably be the most 
unexpected and unaffordable financial burden to them.  Traditionally, retirement income 
security was based on the three-pillar model—social security, pensions and personal 
savings—recommended by the World Bank.18 While these three pillars can support 
regular daily expenses, they might not be adequate to address financial needs in health 
care expenses.  In view of this, health insurance can take a role in financing seniors, and is 
sometimes referred to as the fourth pillar of income security.19

Health insurance programs can be provided publicly or privately.  Some governments 
provide health insurance coverage, including contributory and non-contributory 
programs, for their senior residents.  For private health insurance coverage, contributors 
include the insured themselves, their employers and/or employers of their family members.  
For places with public health insurance, private health insurance serves as complementary, 
supplementary, or even duplicate protection to the insured; whereas for places without 
public health insurance, private health insurance becomes the primary protection to the 
insured.

For example, in Singapore, there are a large variety of health insurance schemes.  
MediShield serves as a contributory national medical insurance scheme, helping the 
residents up to the age of 85 in meeting the costs of treatment for serious illnesses or 
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prolonged hospitalisation.  On top of MediShield, private insurers offer private medical 
insurance schemes to serve as catastrophic medical insurance plans, offering additional 
benefits.  In addition, ElderShield, a government-launched scheme, serves as an affordable 
insurance scheme to assist people who become severely disabled.20  As of the end of 2004, 
82% and 60% of seniors in their 60s and 70s respectively were covered under MediShield 
and similar protection plans.21

In Hong Kong, there is no public health insurance program for the population, 
including seniors.  Health insurance programs are all privately administrated and usually 
cover medical consultation (including medication) and hospitalization costs.  According 
to the survey conducted by the Census and Statistics Department of Hong Kong in 
2005-2006, only about 8% of people aged 65 and above were covered by self-purchased 
medical insurance and/or medical benefits supplied by employers/companies.22  This 
rate was far less than those for the other age groups.  However, the lower percentage of 
seniors under health insurance coverage compared to other age groups only implies that 
fewer seniors are under protection; the figure cannot reflect the level of protection to each 
insured person.  Therefore, care must be taken in interpreting figures on health insurance 
coverage. (Figure 4.3)

Figure 4.3 Proportion of Hong Kong population entitled to medical bene�ts provided 
by employers/companies and/or covered by medical insurance, 

by age group and sex, 2005-2006
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In the United States, there is a nearly universal health insurance program for seniors—
Medicare.  There are various plans under Medicare.  People aged 65 and above are covered 
by Part A (hospital insurance) without paying a premium if they or their spouse paid 
Medicare taxes while working.23  People receiving Social Security or Railroad Retirement 
Board will automatically be covered by Part B (medical insurance) when they reach the 
age of 65.23  In 2001, Medicare had already covered 96% of people aged 65 and above.24  
Nevertheless, as the out-of-pocket expenses of Medicare could be high and prescription 
drugs are not covered, about 69% of seniors had more than one source of health insurance 
in 2001.24  In addition to Medicare, 32% of seniors had employment-based health 
insurance coverage and 27% had individually-purchased or top-up health insurance 
coverage.24  Taking all types of health insurance together, only less than 1% of seniors in 
the United States were not covered by health insurance in 2001.24

In Australia, there is a universal health care system—also named Medicare, which 
aims to ensure all Australians have access to free or low-cost medical, optometrical 
and hospital care while being free to choose private health services and, in special 
circumstances, allied health services.25  Meanwhile, private health insurance gives a 
voluntary option to all Australians for private funding of their hospital and ancillary health 
treatment.  In 2004-2005, while most (91%) people aged 65 and above were entitled to 
various government health concession schemes, about 47% of seniors were covered by 
private health insurance.26  It can be deduced that some seniors were covered by both 
government health concessions as well as private health insurance.  

While there are universal health insurance plans (plus other health financing schemes) 
in the United States and Australia, seniors still utilize private health insurance in their mode 
of financing.  It appears that the situation in Hong Kong is quite different from the United 
States and Australia.  One possible explanation might be that the costs of health care 
services in Hong Kong are so heavily subsidized by the Government that people do not see 
the need for insurance coverage.

It should be noted that there are other modes of financing health care expenditure, 
such as the health care saving account, the details of which are outside the scope of this 
book.
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4.4. Summary

In Asian economies such as Hong Kong and Singapore, financial assistance from 
children was the most common source of income for seniors.  On the other hand, seniors 
in the United States and Australia relied more on social security as the main source of 
income.  The most common monthly expenditure items of seniors in Hong Kong were 
food and transportation. Nevertheless, statistical comparisons of the personal income and 
expenditure of seniors are not straightforward, mainly due to differences in definitions 
and the purchasing power of currencies.  Public health insurance programs for seniors are 
available in other countries but not in Hong Kong.  
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While functional decline is commonly misbelieved to be an unavoidable part of ageing, 
it actually can be prevented or slowed down at any age.1  Given mild levels of disabilities 
or impairment, seniors are still able to live independently.  However, if physical or mental 
disabilities are severe, seniors' independence will be threatened.1  This will in turn affect 
the physical, social and psychological well-being of seniors.  In this chapter, the level of 
functional status of seniors and its influence on the daily living of seniors will be explored. 

5.1. Sensory Functions

During the ageing process, some people might experience deterioration in seeing and/
or hearing abilities.  These sensory deteriorations do not necessarily imply total sensory 
loss because they can be tackled with specialized visual and hearing aids.  Nevertheless, 
if such deterioration results in total sensory loss, independency in performing activities of 
daily living as well as the social relationships of seniors will be very much affected.  

5.1.1. Seeing

According to the survey conducted by the Census and Statistics Department of 
Hong Kong, about 6% of people aged 60 and above had seeing difficulties in 2000.2  For 
the purpose of that survey, people with seeing difficulties referred to those who (i) had 
been diagnosed as being blind or having low vision under medical assessment tests or  
(ii) perceived themselves as having long-term difficulty in seeing with one eye or both 
whether with or without correcting glasses/contact lenses.2  The proportion of people 
aged 60 and above with seeing difficulties was much higher than those for younger age 
groups (ranging from 0.1% to 1.0%). (Figure 5.1)

Also based on self-reported status, 28% of people aged 65 and above in the United 
Kingdom reported difficulties with their eyesight in 2001, and 17% of people aged 65 
and above in the United States reported trouble seeing (with or without glasses/contact 
lenses) in 2004.3,4  In Australia, about 3% of people aged 65 and above reported complete 

Functional Status
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or partial blindness in 2004-2005.5  Based on visual acuity data, about 23% of Singaporean 
Chinese aged 61 to 79 had visual impairment (blindness or low vision in one eye or both 
eyes) in 1997-1998.6 

These figures seem to suggest the problem of visual impairment among seniors in 
Hong Kong might be less prominent than the other studied places (except Australia).  
However, it should be noted that comparisons across studies may not be appropriate due 
to the variation in the selection of the study population, mode of data collection (self-
reported versus measurement) and definitions of various visual impairments.

5.1.2. Hearing

The survey conducted by the Census and Statistics Department of Hong Kong also 
revealed that about 4% of people aged 60 and above had hearing difficulties in 2000.2  

Figure 5.1 Percentage of the Hong Kong population 
aged 60 and above with seeing difficulties and 

hearing difficulties, 2000
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For the purpose of that survey, people with hearing difficulties referred to those who (i) 
had been diagnosed with a hearing impairment under medical assessment tests or (ii) 
perceived themselves as having long-term difficulty in hearing.2  Again, the proportion of 
people aged 60 and above with hearing difficulties was the highest when compared with 
other age groups (ranging from 0.2% to 1.4%).2  (Figure 5.1)

As for self-reported hearing impairment, 32% of people aged 65 and above in the 
United Kingdom reported difficulties with their hearing (with or without a hearing aid) in 
2001, and 40% of people aged 65 and above in the United States reported trouble hearing 
(without a hearing aid) in 2004.3,4  In Australia, about 33% of people aged 65 and above 
reported complete or partial deafness in 2004-2005.5  In general, it was estimated that 
by the age of 80 approximately 50% of the population would be affected by age-related 
hearing loss, which might be partly due to genetic factors.7

The exceptionally low prevalence of hearing difficulties among seniors in Hong Kong, 
as compared to those in the other studied places, calls for attention in interpreting the 
results.  As with the case of visual impairment, the prevalence of hearing impairment 
could be affected by the selection of the study population, mode of data collection (self-
reported versus measurement) and definitions of various hearing impairments.  Results 
from the study based on self-reported data and those based on measurement could 
differ significantly.  Based on self-reported data, only 4% of people aged 60 and above in 
Hong Kong reported having hearing difficulties in 2000.2  On the other hand, based on 
measurement, it was found that in 2004, about 43% of people aged 60 and above in Hong 
Kong had mild hearing loss and about 37% had moderate to severe hearing loss.8  Hence, 
different studies might not be comparable.   

5.2. Oral Functions

Oral functions, including chewing and speaking, could affect the physical, social 
and psychological well-being of seniors.  For example, malnutrition and communication 
problems might result from chewing and speaking difficulties respectively.  The presence 
of teeth is one of the essential factors for proper oral functions.  While tooth loss by itself is 
non-life-threatening, tooth loss to a certain extent may cause various degrees of impaired 
functions. Although tooth loss is often misperceived as being part of ageing, it is actually 
largely preventable.  Hence, oral hygiene should be promoted.



Functional Status              Chapter 5

87

According to a survey conducted by the Department of Health of Hong Kong, seniors 
in Hong Kong experienced different levels of tooth loss.  In 2001, about 9% of the non-
institutional population aged 65-74 had no teeth at all (edentulous) and about 50% had at 
least 20 teeth.9  For the institutional population aged 65 and above, about 27% had no teeth 
at all and about 24% had at least 20 teeth.9  The prevalence of tooth loss appears to be more 
prominent in the institutional population. This might be because the institutional population 
studied is generally older than the non-institutional population studied.  (Figure 5.2a)

As figures based on the institutional population were rare, only figures based on the 
non-institutional population are used for international comparison.  In Japan, about 10% of 
the non-institutional population aged 65-74 were edentulous and about 50% had at least 
20 permanent teeth in 2005.10  In the United Kingdom, about 36% of the non-institutional 
population aged 65-74 were edentulous and about 29% had at least 21 permanent teeth 
in 1998.11  In the United States, the proportion of edentulous people aged 65-74 was about 

Figure 5.2a Number of teeth present in the Hong Kong population
 aged 65 and above, 2001
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21% in 2004.4  In Australia, based on adult patients at the beginning of a course of public 
dental care, the proportion of people aged 65 and above with no teeth at all was 18% in 
2001-2002.12  In Singapore, about 30% of Chinese residents aged 65-74 were edentulous 
in 1995.13   

The edentulous prevalence among the non-institutional population aged 65-74 
in Hong Kong was about the same as that in Japan, but much lower than those in the 
United States and the United Kingdom.  In addition, a high proportion of the population 
in Hong Kong and Japan had at least 20 teeth.  This might suggest the oral health status of 
seniors in Hong Kong and Japan was better than that in the United States and the United 
Kingdom.  For Australia, as the studied population was patients attending dental care, they 
might represent a population with different characteristics (for example, those who were 
more concerned about their health status; or those who had existing dental problems). 
Hence, such figures should not be used for comparison with other presented figures.  
Comparison with the situation in Singapore will not be conducted as the gap in reference 
time points is too large.

The number of teeth present is just an illustration of the problem of tooth loss.  Its 
consequences, such as the negative impact on daily life, are more important.  Negative 
impacts included chewing difficulties, trouble in pronouncing, as well as other physical 
and psychological aspects of daily life.  According to the 2001 survey conducted by the 
Department of Health of Hong Kong, about 18% of the non-institutional population aged 
65-74, and 12% of the institutional population aged 65 and above reported chewing 
difficulty as a result of their oral health condition.  Also, about 8% of the non-institutional 
population aged 65-74 and 7% of the institutional population aged 65 and above reported 
trouble in pronouncing any words.9  (Figure 5.2b)

Statistics on functional limitations as a result of poor oral health are sparse.  Among 
the chosen places for study, only the United Kingdom published similar data for the non-
institutional population aged 55 and above.  It was shown that in 1998, about 11% of 
people aged 55 and above had functional limitations, including trouble in pronouncing 
words and feeling that their sense of taste had worsened.11  While the target population 
was a younger group, the results generally agreed with those of Hong Kong.
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5.3. Activities of Daily Living (ADL) 

The ability of seniors to perform daily activities independently is largely affected by 
the level of functional status.  As suggested by the World Health Organization, disability 
and functioning are outcomes of interaction between health conditions and contextual 
factors (including external environmental factors and internal personal factors).14  In other 
words, how disability is experienced by the individual depends on the interaction of 
various factors including one's physical, mental and psychological status.  For example, an 
individual not being able to walk independently may be caused by physical impairment, 
the fear of falling and/or inertia.  Here, only the outcomes of such interactions will be 
discussed.

Figure 5.2b Negative impact of teeth problems on aspects of daily life of 
the Hong Kong population aged 65 and above, 2001
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The basic Activities of Daily Living (ADL) are widely used to measure the ability of 
seniors to independently perform basic daily tasks in selected areas, namely dressing, 
eating, ambulating, toileting and hygiene.  For different studies, different specific items 
from these areas will be adapted for the assessment.  

For the survey conducted by the Census and Statistics Department of Hong Kong in 
2004, six specific items were chosen to describe the level of ADL of seniors.  These items 
were (i) transferring between a bed and a chair, (ii) mobility, (iii) dressing, (iv) eating, (v) 
toileting and (vi) bathing.  Among the non-institutional population aged 60 and above, 
most (about 94%) reported that they could perform all six tasks independently.15  On 
the other hand, only 25% of the institutional population aged 60 and above reported 
the ability to perform all six tasks independently.15  The percentages of the population, 
both non-institutional and institutional, that could perform all six tasks independently 
decreased with age.  Comparing the non-institutional and institutional populations, this 
percentage was considerably higher in the institutional population, even for the same age 
group. This might suggest that seniors who were more dependent sought institutional 
care.  (Figure 5.3)

Similar items were selected to describe the level of ADL among seniors in Japan.  It 
was found that in 2002 about 84% of the non-institutional population aged 66 and above 
reported the ability to perform all six selected tasks (bathing, dressing, eating, getting out 
of bed or up from or sitting down in a chair, going outside and toileting) independently.16  
In the United States, ADL limitations were described in terms of bathing, dressing, getting 
in and out of bed or a chair, using the toilet and eating.  In 2003, about 68% of the Medicare 
beneficiaries aged 65 and above (both institutional and non-institutional) did not have any 
ADL limitations.17  In Singapore, using the Barthel Index, a study conducted in 1992-1993 
showed that about 83% of the non-institutional population aged 60 and above were 
independent in performing all ten selected tasks (bowel, bladder, grooming, toilet use, 
feeding, transfer, mobility, dressing, steps and bathing).18  Focusing on mobility limitations, 
about 17% of the population aged 65 and above in the Untied Kingdom reported 
limitations in at least one of the selected activities (going out of doors and walking down 
the road, getting up and down stairs and steps, getting around the house, getting to the 
toilet and getting in and out of bed) in 2001.3  
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Figure 5.3 Level of Activities of Daily Living (ADL) impairment of 
the Hong Kong population aged 60 and above, by age group, 2004
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These figures suggest that the proportion of the aged non-institutional population 
without any ADL limitations in Hong Kong is higher than that in Japan. Nevertheless, 
international comparison was not conducted for other places due to the great difference in 
definition of ADL limitations, coverage and/or reference time point.

5.4. Instrumental Activities of Daily Living (IADL)

Apart from the basic ADL, the Instrumental Activities of Daily Living (IADL) is another 
commonly used measure to describe the functional status of seniors.  While basic ADL 
focuses on fundamental functioning, IADL focuses on more complicated tasks, such as 
cooking and communicating, which integrate proper physical and mental functioning.   

For the survey conducted by the Census and Statistics Department of Hong Kong in 
2004, IADL was described with respect to seven items, namely (i) meal preparation, (ii) 
ordinary house work, (iii) managing finance, (iv) managing medications, (v) phone use, (vi) 
shopping and (vii) transportation.  Among the non-institutional population aged 60 and 
above, about 79% could perform all seven tasks independently.15  As IADL tasks were more 
complicated in nature, it was not surprising that this percentage was moderately lower 
than the percentage of the population that could perform all the ADL tasks. IADL was less 
commonly assessed for the institutional population. Hence, such information was not 
available for the institutional population in Hong Kong. (Figure 5.4)

A similar 8-item IADL scale was used in Singapore in 2004.  It was found that about 
62% of the non-institutional population aged 60 and above did not have any limitations in 
performing the IADL tasks (doing laundry, doing housework, grocery shopping, preparing 
meals, getting to places outside the house, managing money, taking medications and 
using a telephone).19 For Japan, in 2002, about 80% of the non-institutional population 
aged 66 and above could perform all four selected IADL tasks (shopping, using a 
telephone, travelling and doing light housework) independently.16  For the United States, a 
5-item IADL scale (preparing meals, managing money, shopping for groceries or personal 
items, performing light or heavy housework and using a telephone) was used in a study 
conducted in 2003.  About 55% of the Medicare beneficiaries aged 65 and above (both 
institutional and non-institutional) were free of any IADL limitations.17  
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Hong Kong thus appeared to have a higher proportion of aged non-institutional 
population with no IADL limitations compared with Singapore.  On the other hand, as there 
were many discrepancies in the selected IADL items and coverage in the studies of Japan 
and the United States, such figures may not be directly comparable to those of Hong Kong.

Besides basic ADL and IADL, there are different types of ADL that assess higher-level 
functional status in different areas.  For example, intellectual ADL assesses the abilities to 
deal with reading and writing, such as filling in forms and reading newspapers or books; 
while social ADL assesses the abilities to maintain relationships with people and the 
community, such as visiting friends and initiating conversation with younger people.20  As 
intellectual and social ADL are still developing tools, it is expected that their usage will be 
more popular in future. 

Figure 5.4 Level of Instrumental Activities of Daily Living (IADL) impairment of 
the non-institutional Hong Kong population aged 60 and above, by age group, 2004
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5.5. Summary

These figures seem to suggest that vision and hearing problems among seniors in 
Hong Kong might be less prominent than the other countries studied.  The prevalence of 
being edentulous among seniors in Hong Kong appeared to be also much lower than in 
the Western countries.  In addition, both the proportion of the senior population without 
any ADL limitations and the proportion without any IADL limitations appeared to be 
higher than in some of the countries studied.  
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Health refers to physical, mental and social well-being as defined by the World Health 
Organization.1  Maintaining a good physical and mental health status is an important 
component in an active ageing framework.2  While some physical and mental conditions 
(for example, dementia) are associated with the ageing process, many illnesses and 
conditions (for example, cardiovascular diseases and lung cancer) can be largely prevented 
by living a healthy lifestyle throughout the course of life.  In Chapter 2, the lifestyle of 
seniors in Hong Kong was discussed.  In this chapter, the physical and mental health status 
of seniors will be explored.

6.1. Self-rated Health Status

While health status can be reflected by objective measurements on specific conditions, 
it can also be self-assessed by the individuals themselves.  Self-reported health status is a 
commonly used subjective measure to describe the general health and well-being of an 
individual.  It is a complex combination of many factors, including observed morbidity, 
health expectations and social and cultural context.3  Also, it has been shown to be a 
powerful, independent predictor of their future health care use and survival.4

According to the survey conducted by the Census and Statistics Department of Hong 
Kong in 2005-2006, about 0.3% of people aged 65 and above reported excellent health, 6% 
very good health, 31% good health, 43% fair health and 14% poor health.5  The proportion 
of people who reported good-to-excellent health status decreased with age.  This 
proportion dropped from 73% for those aged 15-24 to 38% for those aged 65 and above.  
(Figure 6.1)

Self-rated health status is not only determined by real differences in health, but also the 
differences in the reporting behaviour of the individuals according to different norms and 
expectations.3  Therefore, in international comparisons, the absolute figure of the measure 
should not be emphasized.  Instead, a comparison across different groups in the same 
place would be more meaningful.

Health Status
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The United States and Australia also used the same 5-point self-rated health status 
scale as Hong Kong.  In the United States, about 75% of people aged 65 and above 
reported good-to-excellent health in 2006, while the proportion for those aged 18-64 was 
as high as 90%.6  In Australia, the proportion of people who reported good-to-excellent 
health in 2004-2005 decreased from 93% for those aged 15-24 to 67% for those aged 65 
and above.7  

In Japan and Singapore, other 5-point self-rated health status scales were used.  In 
2004, about 12% of people aged 65 and above in Japan reported good health, 13% 
fair, 40% average, 19% not so good and 4% poor; while the distribution for the general 
population was respectively 25%, 17% , 40% , 10%  and 2%.8  In Singapore, the proportion 
of people who reported very good or good health in 2001 decreased gradually from 88% 
for those aged 18-24 to 45% for those aged 75 and above (another 48% moderate and 
7% bad or very bad).9  Using a 3-point scale, it was found that in the United Kingdom, the 
proportion of people who reported good health in 2001 decreased from 92% for those 
aged 5-9 to 23% for those aged 85 and above.10  

It was consistent that in all the places studied, including Hong Kong, many older 
people did have a positive view of their health status.  Nevertheless, the proportion of 
people with a positive view decreased with age, suggesting higher possibility of illness and 
disability when one aged.

Figure 6.1 Self-perceived general health condition of the Hong Kong population, 
by age group, 2005-2006
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6.2. Chronic Illnesses  

An important effect of chronic diseases is limitation in functional abilities,2 which in 
turn affects one's independence and autonomy.  Hence, prevention and postponement of 
chronic illnesses is an essential part of active ageing.2  Nevertheless, in cases where some 
chronic illnesses are already present, the aim of active ageing is to reduce or minimize the 
disabilities caused by these illnesses.  

6.2.1. Multi-morbidity

Although many people misperceive that chronic illnesses must come together with 
the ageing process, there are people who are free of any chronic illness when they age.  
According to the survey conducted by the Census and Statistics Department of Hong Kong 
in 2004, about 28% and 4% of the non-institutional and institutional populations aged 60 
and above respectively reported not having any chronic illness.11  (Figure 6.2a) 

For the non-institutional population aged 60 and above, 28% reported one chronic 
illness, 21% two and 22% three or more.11  On the other hand, 17% of the institutional 
population aged 60 and above reported one chronic illness, 24% two and 55% three 
or more.11  These figures indicate that multi-morbidity (having more than one chronic 
illness) was common (79%) in the institutional population, whereas less than half (43%) of 
the non-institutional population had a multi-morbidity condition. It appears that multi-
morbidity was more common in the institutional population, yet it should be noted that 
such an observation might be affected by the difference in the age composition of the two 
populations.  (Figure 6.2a)

In the United Kingdom, about 46% of the population aged 60 and above in private 
households reported having limiting long-term illness in 2001, whereas the proportion 
was about 93% for the population aged 60 and above in communal establishments.10  It 
appears that the proportion of seniors in Hong Kong who had long-term illnesses was 
larger.  However, it should be noted that the definition adopted by the Hong Kong survey 
included milder chronic diseases that did not require regular medical treatment, which 
might or might not be limiting activities of seniors.  In Australia, almost all people aged 65 
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and above (99.7%) had at least one long term condition in 2004-2005.7  However, as the 
definition of "long term condition" included not only chronic illnesses but also functional 
limitations, international comparison might not be appropriate.  

Based on actual measurement, it was found that about 86% of the non-institutional 
population aged 65-74 in Singapore had diabetes, hypertension and/or high total blood 
cholesterol in 2004.  In other words, no more than 14% were free of any chronic illness.12  
Despite the differences in the age of the studied population, the situation in Hong Kong 
seemed to be better.  
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Figure 6.2a Number of chronic diseases present in the Hong Kong population 
aged 60 and above, 2004
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6.2.2. Prevalence of Common Chronic Illness

Hypertension was the most common chronic illness among seniors in Hong Kong. 
According to the survey conducted by the Census and Statistics Department of Hong 
Kong in 2004, about 40% and 49% respectively of the non-institutional and institutional 
populations aged 60 and above had hypertension.11  In the non-institutional population 
aged 60 and above, the prevalence of arthritis (25%) and diabetes (16%) was also relatively 
high. In the institutional population aged 60 and above, arthritis (22%) and diabetes 
(21%) were also common.11  In addition, there were chronic illnesses, including dementia 
(31%), stroke (29%) and eye diseases (28%), with an even higher prevalence rate among 
the institutional population.11  The high prevalence of these illnesses in the institutional 
population might be because people with these chronic conditions were more likely to 
need assistance in daily living.  (Figure 6.2b)

As the above figures were based on subjective views of the respondents, they might 
not necessarily respond to medical diagnoses.  Hence, care should be taken in interpreting 
these types of figures.  With this caveat in mind, a rough comparison across different 

Figure 6.2b Prevalence of selected chronic diseases of the Hong Kong population 
aged 60 and above, 2004
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studies was attempted.  As most of the surveys were conducted on the non-institutional 
population, the following prevalence rates refer to those of the non-institutional 
population unless otherwise stated.

Similar to the situation in Hong Kong, hypertension was the most prevalent chronic 
disease among seniors in the United States.  In 2006, about 53% of the population aged 
65 and above had been told on two or more visits to doctors or other health professionals 
that they had hypertension.6  In Australia, while hypertension was the second most 
prevalent chronic disease in 2004-2005, its prevalence rate among the population aged 65 
and above was as high as 39%.7  On the other hand, the prevalence rate of hypertension 
was surprisingly low (11%) among the population aged 65 and above in the United 
Kingdom in 2003.10  Even for an Asian population, Japan, about 39% of the population 
aged 60 and above had been told by a doctor that they had hypertension in 2000.13  These 
figures suggest that the prevalence of hypertension in Hong Kong was lower than that in 
the United States, and was comparable to those in Australia and Japan, yet it was higher 
than that in the United Kingdom.  Using blood pressure measurements, the prevalence 
rate of hypertension among the population aged 60-69 in Singapore was about 56% in 
2004.14  Nevertheless, it should be noted that this figure might not be comparable to the 
self-reported data.

Arthritis was the most prevalent chronic disease among seniors in Australia.  Nearly 
half (49%) of the population aged 65 and above in Australia reported having this condition 
in 2004-2005.7  In 2006, about 49% of the population aged 65 and above in the United 
States had been told by a doctor or other health professionals that they had some form 
of arthritis.6  On the other hand, only about 18% of the population aged 65 and above in 
the United Kingdom reported having arthritis in 2003.10  While Hong Kong had a lower 
prevalence than the United States and Australia, its prevalence (25%) was still much higher 
than that in the United Kingdom.  

As for diabetes, the prevalence rate among the population aged 65 and above was 
about 14% in Australia in 2004-2005 and about 8% in the United Kingdom in 2003.7,10  

In 2006, about 18% of the population aged 65 and above in the United States had been 
told by a doctor or other health professionals that they had diabetes.6  These figures 
suggest that the prevalence of diabetes among seniors in Hong Kong was higher than 
that in the United Kingdom, while it was more or less the same as those in Australia and 
the United States.  Based on blood tests, the prevalence rate of diabetes mellitus among 
the population aged 60-69 in Singapore was about 29% in 2004.14  Combining medical 
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treatment history and measurements of blood glucose level, the prevalence rate of 
(probable) diabetes among the population aged 60 and above in Japan was about 31% 
in 2002.15  While the prevalence rate of diabetes in Hong Kong was lower than those in 
these Asian populations, caution must be taken that the difference might be caused by the 
different estimation methods. 

In Hong Kong, the prevalence of heart diseases was not high.  In 2004, the prevalence 
of heart diseases among the non-institutional population aged 60 and above in Hong 
Kong was about 11%,11 which was much lower than those in the other places.  In the 
United Kingdom, the prevalence of coronary heart disease, one type of heart diseases, 
among the population aged 65 and above was about 15% in 2003.10  In 2006, about 31% 
of the population aged 65 and above in the United States had been told by a doctor or 
other health professionals that they had heart disease.6  For coronary heart disease only, 
the prevalence rate was as high as about 22%.6  From historical data, the prevalence rate 
of heart diseases among the population aged 65 and above in Japan was 12% in 1999.16 
This seemingly lower prevalence rate than Hong Kong might be caused by the difference 
in reference at the time of the study. Nevertheless, while Hong Kong enjoyed a moderately 
low prevalence rate of heart diseases, more effort could still be made to keep this rate as 
low as possible.

6.2.3. Mortality Rate of Common Chronic Illness

Some chronic illnesses and conditions only lead to functional disability, but some 
might lead to more serious adverse effects or even death.  

In 2006, the three leading causes of death for the population aged 65 and above in 
Hong Kong were malignant neoplasms (cancer), diseases of the heart, and pneumonia 
respectively.17  While these causes were also common in other age groups, the ranking of 
these leading causes of death of the senior population was quite different from that of the 
younger population.  (Figure 6.2c)

In 2006, the mortality rate from cancer was 964 per 100,000 people aged 65 and above.  
In 2006, the mortality rates from diseases of the heart, pneumonia and cerebrovascular 
diseases (stroke) were respectively 569, 463 and 340 per 100,000 people aged 65 and 
above.17  While the mortality rates from cancer and stroke were quite stable over the 
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years 2001 to 2006, there was an increasing trend in the mortality rates from diseases of 
the heart and pneumonia.  This increase seems to suggest that people were not aware 
of their role in the prevention of these life-threatening diseases. By adopting a healthy 
lifestyle, such as doing exercises and not smoking, many chronic illnesses could actually be 
prevented.  (Figure 6.2d)

Similar to the situation in Hong Kong, cancer was the leading cause of death among 
seniors in Japan, Australia and the United Kingdom.  The mortality rates from cancer 
among those aged 65 and above were about 976 per 100,000 in Japan in 2005, 1,056 per 
100,000 in Australia in 2005 and 1,223 per 100,000 in the United Kingdom in 2004.18,19,20  

In the United States, although cancer was only the second leading cause of death among 
seniors in 2005, its mortality rate was as high as 1,056 per 100,000.21  The mortality rate 
from cancer in Hong Kong was substantially lower than those in Australia, the United 
Kingdom and the United States, while it was slightly lower than that in Japan.

Diseases of the heart ranked as the leading cause of death among seniors in the 
United States in 2005, with a mortality rate of about 1,443 per 100,000 people aged 65 and 
above.21  In Japan, Australia and the United Kingdom, diseases of the heart ranked second 
in the causes of death among seniors.  The mortality rate from diseases of the heart was 
585 per 100,000 in Japan in 2005.18  In Australia, the mortality rate from ischaemic heart 

Figure 6.2c Number of deaths, by age group and cause of death, 2006
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disease, which is just one of the subgroups of diseases of the heart, was as high as 771 per 
100,000 people aged 65 above in 2005.19  Similarly, in the United Kingdom, the mortality 
rate from ischaemic heart disease was as high as 958 per 100,000 people aged 65 and 
above in 2004.20  The mortality rate from diseases of the heart in Hong Kong was much 
lower than those in the United States, Australia and the United Kingdom, while it was 
slightly lower than that in Japan.

Figure 6.2d Death rates for selected causes of death among the Hong Kong population 
aged 65 and above, 2001- 2006
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While pneumonia was the third leading cause of death among seniors in Hong Kong, 
it was less common in other places.  In 2005, the mortality rates from pneumonia among 
people aged 65 and above were 400 per 100,000 in Japan and 146 per 100,000 in the 
United States.18,21  In the United Kingdom, the mortality rate from pneumonia was 336 per 
100,000 people aged 65 and above in 2004.20  In Australia, the mortality rate from influenza 
and pneumonia among the population aged 65 and above was as low as 65 per 100,000 
in 2005.19  The mortality rate from pneumonia in Hong Kong was the highest among the 
places studied.  

While stroke ranked as the fourth leading cause of death among seniors in Hong Kong, 
it ranked at third place in the other places studied.  The mortality rates from stroke among 
those aged 65 and above were 456 per 100,000 in Japan in 2005, 403 per 100,000 in 
Australia in 2005, 337 per 100,000 in the United States in 2005 and 586 per 100,000 in the 
United Kingdom in 2004.18,19,21,20  The mortality rate from stroke among seniors in Hong 
Kong was much lower than those in Japan, Australia and the United Kingdom, while it was 
similar to that in the United States.  Despite this, the reasons for the lower mortality rate in 
Hong Kong have to be explored.   Also, the caring and service needs of stroke survivors in 
Hong Kong should be addressed.

As cause-specific mortality rates among seniors in Singapore were not readily 
published, the ranking based on the number of deaths in the whole population is 
presented here for reference.  In 2006, the four leading causes of death were cancer, heart 
and hypertensive diseases, pneumonia, and stroke.22  Such a ranking pattern was similar to 
that in Hong Kong.

Cause-specific mortality rates vary with age and sex, even within the senior population. 
In the above paragraphs, only an overview is presented.  Interested parties should refer to 
the cited references for a more detailed breakdown of the statistics.

6.3. Cognitive Status

Apart from physical status, cognitive status also contributes largely to the independency 
and well-being of seniors.  Stroke and dementia are common conditions that lead to 
cognitive impairment.  Although cognitive impairment is not life-threatening, there are 
implications for the caring and service needs of seniors with these conditions.
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6.3.1. Cognitive Impairment

According to the survey conducted by the Census and Statistics Department of Hong 
Kong in 2005, about 30% of the population aged 60 and above were subject to a certain 
level of cognitive impairment (based on Abbreviated version for Memory Inventory 
for Chinese (AMIC) and Mini-Mental State Examination (MMSE), with adjustments for 
education levels). The proportion of seniors with cognitive impairment was higher in 
females than males, regardless of age groups.23  (Figure 6.3a)
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Figure 6.3a Proportion of the Hong Kong population aged 60 and above with positive results in the
cognitive screening tests, by age group and sex, 2005
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Using a MMSE score of 23 or below as a cut-off value for cognitive impairment, the 
prevalence of cognitive impairment (unadjusted for education level) was estimated for the 
United Kingdom, Singapore and Japan. In the United Kingdom, the prevalence of cognitive 
impairment among the population aged 75 and above was about 18% during the period 
1995-1999.24  In Singapore, about 30% of the population aged 60 and above (excluding 
those physically or mentally incapacitated to participate) had cognitive impairment as 
of 2003-2004.25  Historical data show that in 1991, about 22% of the population aged 65 
and above in Japan (excluding those with a medical history of stroke and/or severe vision/
hearing impairment) had cognitive impairment.26  Based on combined immediate and 
delayed recall tests, it was found that about 13% of the population aged 65 and above in 
the United States had moderate or severe memory impairment in 2002.27  As the definition 
of cognitive impairment and the age group of the studied population were different, 
international comparison was not attempted.

6.3.2. Dementia

Dementia is a group of symptoms that are caused by structural and chemical changes 
in the brain.  Two of the most common sub-types of dementia are Alzheimer's disease, 
which accounts for over half of all dementia cases, and vascular dementia.28  

As discussed in an earlier section, the prevalence of dementia in Hong Kong based on 
reported data was respectively about 1% and 31% for the non-institutional population and 
institutional population aged 60 and above in 2004.11  (Figure 6.2b)

Based on clinical diagnoses, some researchers found that the prevalence of dementia 
was about 6% among the population aged 70 and above (in one district of Hong Kong) in 
1995. 29  This prevalence was 5% among the non-institutional population and 17% among 
the institutional population.29  For both the non-institutional and institutional populations, 
the prevalence of dementia increased with age. Analyzed by sub-types of dementia, it was 
found that about 4% of the studied population probably had Alzheimer's disease and 2% 
had vascular dementia.29  (Figure 6.3b)

In other countries, the prevalence of dementia was determined with different tools.  
In the United Kingdom, based on the Expert Delphi Consensus, the latest estimates of 
prevalence of dementia (as of 2007) increased from 1% for those aged 65-69, to 33% for 
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those aged 95 and above.30  In Australia, based on meta-analysis of international and 
Australian studies, it was estimated that the dementia prevalence was about 7% for those 
aged 65 and above in 2004.31  According to a community-based survey conducted in 
Japan in 1998, it was found that about 9% of people aged 65 and above had dementia 
(based on clinical rating and diagnoses).32  A household survey conducted in Singapore 
estimated that based on Geriatric Mental State Examination, the dementia prevalence 
among those aged 65 and above was 6% in 2003.33 Based on clinical evaluation conducted 
in 2000, the prevalence of Alzheimer's disease (a sub-type of dementia) in the United States 
was estimated to be as high as 13% for those aged 65 and above.34 Although different 
assessment or diagnoses methods were used, the dementia prevalence was more or less 
the same in all places studied, except the United States which had much higher prevalence 
of Alzheimer's disease.  
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Figure 6.3b Prevalence of dementia for people aged 70 and above residing in 
a district (Shatin) in Hong Kong, by age group, 1995
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6.4. Depression

There is growing concern over the psychological health status of seniors.  Good 
psychological health is one of the key components in positive ageing.  On the other hand, 
poor psychological health may be a life-threatening condition.  For example, depression 
is a risk factor for suicide attempts.35  The World Health Organization has even projected 
that by the year 2020, depression will be the second most common contributor to the 
global burden of diseases for all ages.36  While psychological health has many domains, 
depression will be discussed in detail in this section. 

One of the common tools to measure depressive symptoms of the older population is 
the Geriatric Depression Scale (GDS).  Based on the GDS (cut-off score of ≥8), a household 
survey conducted in Hong Kong found that about 13% of the population aged 65 and 
above had significant depressive symptoms in 2000.37  The proportion of people with 

Figure 6.4 The Hong Kong population aged 65 and over with "positive" on Geriatric
Depression Scale for significant depressive symptoms, 2000
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significant depressive symptoms slightly increased with age.  Meanwhile, there was a large 
discrepancy in the prevalence among males and females aged 70-79.  (Figure 6.4)

	 Also based on the GDS (cut-off score of ≥8), the prevalence of depression in the 
United Kingdom was about 3% among the population aged 75 and above in 1995-1999.38  
Using GDS (cut-off score ≥6), the prevalence of depression in Japan was about 30% among 
the population aged 65 and above in 2002.39 Based on the Geriatric Mental State (GMS) 
Schedule, the prevalence of depression among the population aged 60 and above in 
Singapore was about 5% in 2003-2004.40 Using another scale, the Center for Epidemiologic 
Studies Depression Scale (CES-D), the percentage of people aged 65 and above with 
clinically relevant depressive symptoms in the United States was about 15% in 2002.27  
Also based on CES-D, the prevalence of depression among the population aged 65 and 
above in Australia was about 14% for the non-institutional population and about 32% for 
the institutional population in 1992-1993.41 It should be noted that the difference in the 
prevalence of depression might be partly due to the difference in assessment tools and the 
definition.  Hence, international comparison was not attempted.

6.5. Healthy Life Expectancy 

Traditionally, life expectancy describes the expected length of survival of individuals, 
the longer the better.  Nowadays, people are concerned about quality of life as well.  
One of the many factors that can give people a sense of well-being is being healthy and 
independent.  Taking into account all states of health and survival experience, the World 
Health Organization introduced the use of Health-Adjusted Life Expectancy (HALE), which 
was named Disability-Adjusted Life Expectancy (DALE) when first introduced, to describe 
life expectancy at birth with an adjustment for time spent in poor health.42  

In Hong Kong, it was estimated that the HALE at birth in Hong Kong was about 70.3 
for males and 75.7 for females in 2000.43  In 2000, the life expectancy at birth of males and 
females in Hong Kong was 78.0 and 83.9 respectively.17 A rough comparison shows that 
both males and females in Hong Kong can expect to spend approximately 8 years of their 
life in poor health.  

According to the World Health Report, the HALE of males at birth for 2000 was 71.2 
in Japan, 69.6 in Australia, 68.3 in the United Kingdom, 66.8 in Singapore and 65.7 in the 
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United States.42  For females, the HALE at birth for 2000 was 76.3 in Japan, 73.3 in Australia, 
71.4 in the United Kingdom, 68.9 in Singapore and 68.8 in the United States.42  In 2000, 
while both males and females in Japan had the longest HALE, the HALE of males and 
females in Hong Kong respectively ranked third and second when compared with the 
World Health Organization member states.43  

Active life expectancy is one form of disability-free life expectancy, which measures the 
average number of years that an individual is expected to live free of disability.  Based on 
actual data collected from a study conducted in 1991-1992, active life expectancy at age 70 
in Hong Kong was 10.42 years for males and 11.01 years for females.44  On the other hand, 
dependent life expectancy (life span with some functional limitations) at age 70 was 2.19 
years for males and 4.44 years for females.44  These figures suggest that females at age 70 
enjoyed a slightly longer active life span than males, but at the same time females would 
have to live double the life span with functional limitations. (Figure 6.5)

Both HALE and disability-free life expectancy suggest that some years with ill health 
and disability will be experienced.  Hence, there is an implication for the long term care and 
service needs of seniors.

Figure 6.5 Active life expectancy and dependent life expectancy of the Hong Kong population
aged 70 and above, by sex, 1991-1992
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6.6. Summary

It was consistent that in all the economies studied, including Hong Kong, many older 
people had a positive view of their health status.  Regarding multi-morbidity, the situation 
in Hong Kong seemed to be better than some countries.  Similar to other countries, 
hypertension was one of the most prevalent chronic illnesses in Hong Kong.  While 
Hong Kong had a lower prevalence of arthritis than the United States and Australia, the 
prevalence was still much higher than the United Kingdom.  As for diabetes, Hong Kong 
had a higher prevalence when compared with the United Kingdom, while it was more or 
less the same as those in Australia and the United States.  

Cancer was the leading cause of death among seniors in Hong Kong, the United 
Kingdom, Australia and Japan.  The mortality rates from cancer and diseases of the heart 
in Hong Kong were much lower than those in the United Kingdom, Australia and the 
United States, while they were slightly lower than those in Japan.  The mortality rate from 
pneumonia in Hong Kong was the highest among the places studied.  The mortality rate 
from stroke among seniors in Hong Kong was much lower than those in Japan, Australia 
and the United Kingdom, while it was similar to that in the United States. 

The prevalence of dementia was similar in most countries studied.  Differences in the 
prevalence of depression were observed in different countries, which might be due partly 
to differences in assessment tools and definitions.
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By living a healthy lifestyle, good functional and health status can be maintained into 
old age.  Nevertheless, seniors might experience times when they suffer from illnesses or ill 
health.  Healthy ageing is not only about how to maintain a healthy life, but also includes 
one's correct attitude and practice towards health-seeking.  Having illnesses or ill health 
is not necessarily a threat to healthy ageing, but poor health-seeking behaviour could 
be a threat instead.  In this chapter, different health-seeking behaviours of seniors will be 
explored with a view to reflecting their ability to cope with ill health and conditions.

7.1. Not Seeking Treatment/Medication

For mildly self-limiting illnesses, people normally recover after few days.  Taking 
enough rest and modifying lifestyle can be helpful in the recovery process.  On the other 
hand, failure to seek treatment for more severe illnesses can be a threat to the recovery 
process and health.  

A survey conducted by the Department of Health of Hong Kong and Department 
of Community Medicine of The University of Hong Kong during 2003-2004 showed that 
among the population aged 65 and above who experienced symptoms in the 30 days 
preceding the survey, about 14% just took rest while 4% did nothing and just ignored 
the symptoms.1  These percentages were much lower than that of the population aged 
15-64.  It appears that seniors were more likely to seek active treatment than the younger 
population.  As it is not common to collect data on the proportion of the population not 
seeking health care, international comparison was not performed.  (Figure 7.1)

Nevertheless, there exist many factors affecting the decision not to seek health care, for 
example avoiding treatment fees, not having a companion, or not perceiving the need.  In 
the United States, it was found that about 2% of the population aged 65 and above failed 
to obtain needed medical care due to cost at some time during the 12 months preceding 
the interview in 2005.2  More research needs to be conducted to investigate the underlying 
reasons for not seeking health care.  

Health Seeking Behaviour
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7.2. Taking Over-the-Counter Medication

It is common for people to take over-the-counter medication when they have a mild or 
moderate illness.  These over-the-counter medications usually help to relieve symptoms.  
Adequate use of over-the-counter medication helps seniors to restore themselves to 
good health without adding a burden on the health care system.  On the other hand, 
misuse of over-the-counter medication may produce harmful effects such as a delay in 
formal medical treatment.  Hence, public education on the proper use of over-the-counter 
medication is important.  

The survey conducted by the Department of Health of Hong Kong and Department of 
Community Medicine of The University of Hong Kong during 2003-2004 found that among 
the population aged 65 and above who experienced symptoms in the 30 days preceding 
the survey, about 26% consumed over-the-counter Western medication and 18% 
consumed Chinese medication or herbs.1  The proportion of seniors who had symptoms 
and consumed Western medication was much lower than that of the population aged 

Figure 7.1   Health seeking behaviours of the Hong Kong population who experienced symptoms in 
the 30 days preceding the survey, by age group, 2003-2004
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15-64.  On the contrary, the proportion of seniors who had symptoms and consumed 
Chinese medication or herbs was much higher.  The difference in the proportions of seniors 
choosing over-the-counter Chinese medication or herbs and over-the-counter Western 
medication was not as large as that of the younger population.  This might suggest the 
popularity of over-the-counter Chinese medication or herbs among seniors. (Figure 7.1)

Again, statistics on the proportion of the population in other countries taking over-
the-counter medications during illness were sparse, if not absent; hence international 
comparison was not performed.  Nevertheless, it should be noted that in the United States, 
the use of over-the-counter medication decreased with age.3  This observation was similar 
to the pattern of use of Western over-the-counter medications in Hong Kong.

7.3. Seeking Treatment 

For moderate to severe illnesses, treatment has to be sought from medical 
professionals.  Also, long-term follow-up consultation is required for some chronic diseases.  
Most commonly, people receive treatment through seeking medical consultation from 
public or private medical practitioners. Sometimes, people seek treatment directly from 
other health professionals such as physiotherapists or occupational therapists.

The survey conducted by the Department of Health of Hong Kong and Department 
of Community Medicine of The University of Hong Kong during 2003-2004 showed 
that about 41% of the population aged 65 and above who experienced symptoms in 
the 30 days preceding the survey sought treatment from public Western practitioners, 
26% from private Western practitioners and 10% from Chinese medicine practitioners.1  
The proportion of seniors seeking treatment from public Western practitioners was 
substantially higher than that of the population aged 15-64.  On the other hand, the 
proportion of seniors seeking treatment from private Western practitioners was much 
lower.  As for Chinese medicine practitioners, the proportion of seniors seeking treatment 
was more or less the same as that of the younger population.  (Figure 7.1)

Among all forms of health-seeking behaviours (including not seeking treatment/
medication, taking over-the-counter medications and seeking treatment), seeking 
treatment from Western practitioners in public clinics or accident and emergency 
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departments of public hospitals was the most popular health-seeking behaviour among 
seniors.  On the other hand, consuming Western over-the-counter medication was the 
most popular health-seeking behaviour among the population aged 15-64, followed by 
seeking treatment from Western practitioners in private clinics or hospitals.

According to another survey conducted by the Census and Statistics Department 
of Hong Kong in 2005-2006, about 38% of the population (both non-institutional and 
institutional) aged 65 and above had a medical consultation in the 30 days preceding the 
survey.4  This proportion was the highest among all the age groups.4  These figures suggest 
that seniors have a greater need for medical consultation than the younger population. 
(Figure 7.2)

Figure 7.2 Proportion of the Hong Kong population (including both 
non-institutional and institutional population) who had medical consultation 

in the 30 days preceding the survey, by age group, 2005-2006
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In Australia, about 42% of the population aged 65 and above consulted general 
practitioners or specialists in the two weeks preceding the interview in 2004-2005, and 8% 
visited casualty/outpatients/day clinics.5  In the United Kingdom, according to a survey 
conducted in 2002-2003, about 24% of the population aged 65 and above consulted a 
general practitioner in the two weeks preceding the interview, and about 24% had been 
outpatients in the three months preceding the interview.6  In the United States, about 94% 
of the population aged 65 and above had office visit(s) to a doctor or other health care 
professionals in the 12 months preceding the interview in 2005.2  In Japan, about 12% 
of the population aged 65 and above used outpatient services on the survey date.7  For 
all these places, the proportion of seniors seeking medical consultation was higher than 
that of the younger age groups, which suggests that seniors were more likely to consult 
a medical practitioner than the younger population.  This observation was similar to the 
situation in Hong Kong.

7.4. Hospitalization

When an illness is more severe or when operations have to be performed, hospital 
admission is needed.  During a hospital stay, medical consultation and treatment will be 
provided.  In most places, including Hong Kong, treatments in hospitals are based on 
Western medical practice.  In some places, such as China, hospitals based on Chinese 
medical practice are also available.

7.4.1. Hospitalization Rate

According to the survey conducted by the Department of Health of Hong Kong and 
Department of Community Medicine of The University of Hong Kong in 2003-2004, the 
proportion of the population who were admitted to hospital in the 12 months preceding 
the survey increased from 4% for those aged 15-24 to 17% for those aged 75 and above.1  
These figures suggest that the hospitalization need of seniors was much higher than that 
of the younger age groups. (Figure 7.3a)
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In the United States, about 18% of the population aged 65 and above had overnight 
hospital stays during the 12 months preceding the interview in 2005.2  In the United 
Kingdom, about 14% of the population aged 65 and above had been hospital inpatients in 
the 12 months preceding the interview in 2002-2003.6  The hospitalization rate of seniors in 
a 12-month period was similar in Hong Kong, the United States and the United Kingdom.

Figure 7.3a Proportion of the Hong Kong population who had hospital admission in the 12
months preceding the survey, by age group, 2003-2004
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While using a slightly different reference period and estimation method, the hospital 
admission rates in Australia, Singapore and Japan are presented for reference.  In Australia, 
about 1% of the population aged 65 and above had been hospital inpatients in the 
two weeks preceding the interview in 2004-2005.5  In Singapore, the public hospital 
admission rates for male and female residents aged 65 and above were about 31% and 
27% respectively in 2006.8  In Japan, about 4% of the population aged 65 and above were 
hospitalized on the survey date.7  Again, all the places studied showed larger proportions 
of seniors being admitted to hospital than those of the younger population.  

7.4.2. Type of Hospital

In Hong Kong, about 94% of the population aged 65 and above who needed 
hospitalization in the 12 months preceding the survey conducted in 2003-2004 had been 
admitted to a public hospital.1  This suggests that seniors relied more on public hospitals 
than private hospitals.  This phenomenon was also observed in Singapore, where the 
hospital admission rate for public sector hospitals was over nine times (288.6 per 1,000 
versus 31.0 per 1,000) that for private sector hospitals.8

7.4.3. Frequency of Hospitalization

In Hong Kong, among the population aged 75 and above who had been admitted 
to public hospitals in the 12 months preceding the interview, about 63% were admitted 
to public hospitals once, 18% twice, and 17% three to ten times.1  The proportion of the 
population aged 75 and above who had been admitted to hospital more than once in the 
12-month period was much larger than that of the younger populations, except for the 
population aged 55-64, which had the largest proportion.  (Figure 7.3b)

In the United States, among those aged 65 and above who had overnight hospital 
stays, about 69% had one admission in the 12 months preceding the interview in 2005, 
18% had two and 13% had three or more.2  The frequency distribution of hospital 
admission of the population aged 65 and above in the United States was similar to that of 
the population aged 75 and above in Hong Kong.
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Figure 7.3b Frequency of public hospital admissions of the Hong Kong population 
who had hospital admission in the 12 months preceding 

the survey, by age group,  2003-2004
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7.4.4. Length of Hospital Stay

As for the length of hospital stay, about 43% of the population aged 75 and above in 
Hong Kong who had been admitted to hospitals in the 12 months preceding the interview 
in 2003-2004 stayed in hospitals for less than 5 days, 32% for 5 to 14 days, and 22% for 
more than 14 days.1 The average length of stay in hospital for those aged 75 and above 
was 8.9 days.1  This figure was greater than that of the younger populations, except for 
the population aged 65-74, which had the longest average length of stay in hospital (10.8 
days).1  (Figures 7.3c and 7.3d)
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Figure 7.3d Average length of hospital stays among the Hong Kong 
population aged 15 and above admitted to hospital in the 12 months

preceding the survey, by age group,  2003-2004
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Figure 7.3c Length of hospital stays among the Hong Kong population admitted to hospital in 
the 12 months preceding the survey, by age group,  2003-2004
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The average length of hospital stay of the population aged 65 and above was about 5.5 
days in the United States in 2005 and 4.6 days in Australia in 2004-2005.9,10  In Singapore, 
the average length of hospital stay of residents aged 65 and above was about 8.9 days 
in 2006.11  In the United Kingdom, the average number of nights spent in hospital as an 
inpatient was 7 for the population aged 65-74, and as high as 12 for those aged 75 and 
above in 2002.12  In Japan, the unit of the relevant parameter was defined differently so 
that a comparison was not performed.  These figures show that the average length of 
hospital stay of seniors varied substantially.  The situation in Hong Kong seemed to be 
closer to that in Singapore.  

Data on average length of hospital stay may not be comparable between those from 
respondent surveys, which are subject to recall bias, and those from administrative records. 
Furthermore, duration of hospital stay may not be an accurate indicator of health, as it 
may be affected by availability of beds as well as quality of care. Hence, more research is 
required. 

It should be noted that as the above statistics on hospital utilization are based on 
surveys targeted for the non-institutional population, they are not directly comparable 
to statistics compiled from administrative records, which also cover the institutional 
population. Statistics covering the institutional population might show higher hospital 
utilization.  

7.5. Summary

In Hong Kong, it appears that seniors were more likely to seek active treatment than 
the younger population. The proportion of seniors in Hong Kong who had symptoms and 
consumed over-the-counter Western medication was the lowest among all age groups. 
On the other hand, the figures suggest that using over-the-counter Chinese medication 
or herbs was popular among seniors in Hong Kong.  Similar to other countries, seniors in 
Hong Kong were more likely to consult a medical practitioner, seek medical treatment 
or be admitted to hospital than the younger population.  The frequency distribution of 
hospital admission of seniors in the United States was similar to that in Hong Kong.  The 
figures show that the average length of hospital stay of seniors in Hong Kong was similar 
to that in Singapore.
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Actually, there is much room for development in statistics on health care utilization.  
While it is common to collect traditional utilization rate statistics, it is also important to 
collect statistics on the withdrawal of health-seeking behaviour (i.e. not seeking health 
care).  In addition, the patterns of and reasons for health-seeking behaviour should be 
further investigated.  
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Hong Kong is an international city as well as a world-class financial, trading and business 
centre.  Apart from its economic advancements, Hong Kong also provides a solid base for 
active ageing.  The senior population in Hong Kong generally live a healthy and active life.  
The figures presented in the previous chapters show that their well-being in physical, social 
and economic terms is of a comparable level to other well developed economies, including 
Japan, Singapore, Australia, the United States and the United Kingdom.  

Demographic Profile 
In terms of longevity, the life expectancy at birth of the Hong Kong population is 

among the highest in the world.  This may be due partly to the lower age-specific mortality 
rate in Hong Kong.  While Japan has been facing ageing issues for many years, Hong Kong 
will soon catch up.  By 2030, the proportion of seniors in Hong Kong will be just slightly 
less than that in Japan.  The marital status distribution in Hong Kong was quite similar to 
that in the other places and the proportion of married seniors in Hong Kong was relatively 
high.  As for education, the proportion of seniors in Hong Kong with at least a secondary 
education has been increasing, but there is still room for further improvement.

Nutrition and Health-related Lifestyle
The prevalence of being overweight among seniors in Hong Kong was lower than 

that of the other countries, whilst the prevalence of being underweight was higher.  The 
consumption of vegetables and avoidance of high fat food followed the recommended 
pattern fairly well.  However, fruit consumption should be encouraged.  Hong Kong 
generally had a lower prevalence of drinkers and female smokers than the other countries.  
However, the prevalence of male smokers in Hong Kong was higher than that of other 
places (except Japan).  Most seniors in Hong Kong had a habit of doing exercise regularly.

Social Networking Engagement
In terms of social networking, the percentage of seniors living alone in Hong Kong was 

in line with the global pattern, showing such percentages to be lower in Asia, but higher in 
Europe and North America.  On the other hand, the institutionalization rate of seniors in Hong 
Kong has increased over the years.  While the participation of seniors in formal job attachment, 
voluntary work and lifelong learning was relatively low in Hong Kong, the participation of 
seniors in care giving and social activities was comparable to other countries.  

Conclusion
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It was common that the informal caregivers to seniors were their spouse and 
children.  According to the oldest old support ratio, Hong Kong has the largest potential in 
developing informal caregivers when compared with other countries, except Singapore.  
While the statistics on elder abuse might not be complete, the issue of elder abuse needs 
to be investigated further.

Financial Security
In Asian economies such as Hong Kong and Singapore, financial assistance from 

children was the most common source of income for seniors.  On the other hand, seniors 
in the United States and Australia relied more on social security as the main source of 
income.  The most common monthly expenditure items of seniors in Hong Kong were 
food and transportation. Nevertheless, statistical comparisons of the personal income and 
expenditure of seniors are not straightforward, mainly due to differences in definitions 
and the purchasing power of currencies.  Public health insurance programs for seniors are 
available in other countries but not in Hong Kong.  

Functional Status
Figures seemed to suggest that vision and hearing problems among seniors in Hong 

Kong might be less prominent than the other countries studied.  The prevalence of being 
edentulous among seniors in Hong Kong was also much lower than in the Western 
countries.  In addition, both the proportion of the senior population without any ADL 
limitation and the proportion without any IADL limitations appeared to be higher than in 
some of the countries studied.  

Health Status
It was consistent that in all the economies studied, including Hong Kong, many older 

people had a positive view of their health status.  Regarding multi-morbidity, the situation 
in Hong Kong seemed to be better than some countries.  Similar to other countries, 
hypertension was one of the most prevalent chronic illnesses in Hong Kong.  While 
Hong Kong had a lower prevalence of arthritis than the United States and Australia, the 
prevalence was still much higher than the United Kingdom.  As for diabetes, Hong Kong 
had a higher prevalence when compared with Australia and the United Kingdom, while 
apparently lower than those Asian populations studied.  
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Cancer was the leading cause of death among seniors in Hong Kong, the United 
Kingdom, Australia and Japan.  The mortality rates from cancer and diseases of the heart 
in Hong Kong were much lower than those in the United Kingdom, Australia and the 
United States, while they were slightly lower than those in Japan.  The mortality rate from 
pneumonia in Hong Kong was the highest among the places studied.  The mortality rate 
from stroke among seniors in Hong Kong was much lower than those in Japan, Australia 
and the United Kingdom, while it was similar to that in the United States. 

The prevalence of dementia was similar in most countries studied.  Differences in the 
prevalence of depression were observed in different countries, which might be due partly 
to differences in assessment tools and definitions.

Health Seeking Behaviour
In Hong Kong, it appeared that seniors were more likely to seek active treatment than 

the younger population.  The proportion of seniors in Hong Kong who had symptoms and 
consumed over-the-counter Western medication was the lowest among all age groups. 
On the other hand, figures suggested that using over-the-counter Chinese medication 
or herbs was popular among seniors in Hong Kong.  Similar to other countries, seniors in 
Hong Kong were more likely to consult a medical practitioner, seek medical treatment 
or be admitted to hospital than the younger population.  The frequency distribution of 
hospital admission of seniors in the United States was similar to that in Hong Kong.  Figures 
showed that the average length of hospital stay of seniors in Hong Kong was similar to that 
in Singapore.

Concluding Remarks
As indicated, the statistics were compiled from different sources and the 

conceptualization and compilation methods could vary a lot across countries.  Hence, this 
international comparison done from a broad perspective should be interpreted with care.  
Nevertheless, the comparisons should stimulate further research.   

For ageing measures that are relatively less favourable in Hong Kong compared to 
other countries, more effort should be invested to improve the current situation, and 
possibly build a better future.  For characteristics that compare favourably with other 
countries, they should be maintained and even taken to a higher standard.  No matter 
how well the older population in Hong Kong is doing at present, our society can always 
find ways to help Celebrate their Accomplishments and Discover their Effervescence and 
Never-ending Zest as they Age.
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