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Welcome to this issue of HKPGA newsletters. You will read the technical and service 
advance of the psychogeriatric services of the Pamela Youde Nethersole Eastern Hospital 
and will learn from Dr. Adelina Tsoi and Ms. Sandy Cheung, the 2022 HKPGA Research 
Award winners about anxiety disorders in dementia caregivers and the Hong Kong Brief 
Cognitive Test versus Montreal Cognitive Assessment respectively. Please visit www.
hkpga.org for archives of the HKPGA newsletters and make your submission via info@
hkpga.org.
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Telehealth for the Psychogeriatric services in 
Pamela Youde Nethersole Eastern Hospital (HKEC)

Telehealth is the delivery of health care from a distance using technologies such as 
telephone, email, computer, interactive video, digital imaging, and health care monitoring 
devices. It is a broad term that covers many different types of healthcare including not 
only clinical but also non-clinical medical services such as education, research, and 
administrative functions. Telemedicine is a subset of telehealth. It describes the use of 
technology to provide clinical services (1).
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Fig. 1  Telehealth service in Department of Psychiatry, PYNEH
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Prior to the global outbreak of COVID-19, utilization of telehealth in healthcare including 
psychiatric setting in Hong Kong remained low as in other overseas countries. Hospital 
Authority piloted Telemedicine Service with Correctional Services Department in 2016 and 
regularized the service in 2018, providing teleconsultation to clinically stable psychiatric 
outpatients who are in the custody of Correctional Services Department. Telehealth service 
expanded during the pandemic of COVID-19 in many countries. It can facilitate access to 
care, reduce risk of transmission of COVID-19 (2). 

During the Emergency Response Level of COVID-19 by Hospital Authority in February 
2020, there was service adjustment due to infection control measures. Community outreach 
services including psychogeriatric outreach service to elderly homes was minimized 
except for crisis intervention and patients with unstable mental condition. Drug refill and 
telecare (telephone support) were in place instead. Psychiatric day hospital services were 
suspended as well in February 2020 and in other periods during peaks of subsequent 
waves of the pandemic. 

In order to enhance psychiatric support to patients during pandemic and minimize 
detrimental effect of service adjustment or suspension, and infection control measures 
on patients’ treatment and rehabilitation journey, Department of Psychiatry of Pamela 
Youde Nethersole Eastern Hospital (PYNEH) implemented telehealth service in phases 
since February 2020. In the first phase, psychogeriatric team of PYNEH piloted the 
Teleconsultation Service to elderly homes covered by psychogeriatric outreach service. 
Department of Information Technology of PYNEH prepared links for teleconsultations with 
elderly homes using commercial software Zoom. Clinical workflow and consent form in 
bilingual versions were developed during pilot phase (3). All elderly homes under care 
of psychogeriatric outreach service joined the Teleconsultation Service by the end of 
2020. Liaison and education to elderly home staff were important elements besides virtual 
consultations provided to patients through Teleconsultation Service. 

TelevisitTeleconsultation
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As the pandemic continues, psychogeriatric outreaching nurses developed initiative of 
TeleVisit during third wave of pandemic (in July 2020) when COVID-19 hit elderly homes 
severely, which was also joined by community psychiatric nurses of PYNEH. During 
TeleVisit, virtual visits are provided to domiciliary patients and elderly home patients. 
Patient selection criteria include clinical risk assessment, consent, feasibility of visits, and 
other factors, etc. During TeleVisit, psychoeducation and assessments and interventions 
are carried out besides routine mental state and physical condition monitoring. Joint 
assessment with occupational therapist for home environment was conducted in selected 
cases during pilot phase. 

Study period from February 2020 to November 2020 to evaluate effectiveness of 
teleconsultation and satisfaction survey showed that there was no significant increase 
(p<0.01) in attendance at Accidents & Emergency Department nor walk-in attendance 
at psychiatric outpatient clinic of PYNEH after implementation of teleconsultation and 
TeleVisit Services (4). 

Psychogeriatric teleconsultation and TeleVisit services were regularized in early 2022. 
Clinical governance has been defined at different levels including corporate, cluster and 
department levels. “Guidelines on provision of Telemedicine (teleconsultation and televisit) 
Service by Psychogeriatric Service” was supported and endorsed at corporate level. 

Psychiatric Day Hospital service including Psychogeriatric Day Hospital was suspended 
in different periods during pandemic, and service has never been resumed in full capacity 
even during peaceful zero-case period in 2021. Psychogeriatric Day Hospital of PYNEH 
piloted TeleTraining (“Learn from Home Service”, 腦友直播室 in Chinese) since August 
2020 to provide virtual rehabilitation and treatment programmes. TeleTraining programmes 
adopted multidisciplinary interactive approach. Besides continuing therapeutic activities, 
mental state monitoring and caregiver support are also important objectives of the initiative. 
TeleTraining service was regularized in early 2022.  

TeletrainingTeletraining
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There have been longstanding demands from patients having difficulties attending 
psychiatric outpatient clinic for follow-ups, especially elderly patients having mobility 
problems, frail physical conditions, or fair social support yet requiring assistance for escort 
for follow-ups. Psychiatric outpatient clinic of PYNEH started service of TeleClinic in April 
2022. Stable elderly patients joined the initial phase. TeleClinic is telehealth service provided 
by Hospital Authority through platform of HA Go apps, this service has developed rapidly 
and promulgated widely in recent years. To ensure smooth operation of the TeleClinic 
sessions, staff of Psychiatric Outpatient Clinic of PYNEH engages interested patients 
and/or caregivers with detailed explanation of software application and procedures of 
TeleClinic.

During pandemic, medical-social collaborations adopt virtual mode complying with 
infection control measures especially during peaks of pandemic. Teleconferencing service 
of telehealth in terms of webinars of education, skill-building and other natures were held. 
Topic of Mental Health Month was “Happy Elderly” for PYNEH in 2021/2022, promoting 
resilience in elderly during pandemic. Multidisciplinary webinar was co-organized with 
Social Welfare Department and different community partners including elderly service 
providers. 

Streamlining medication collection with alternative options would be the way forward. 
Medication delivery to patients will be the future direction. Other development of telehealth 
includes prescription of education materials in digital mode. Digital literacy has always 
been the hurdles of utilization and further promulgation of telehealth in elderly population. 
Further education is required and alternative mode of service delivery will be explored 
further. With rapidly aging population of Hong Kong, telehealth will become more important 
regarding capacity building and resources reallocation.
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Background:
Anxiety disorders are prevalent in informal caregivers of people with dementia (PWD) and 
may cause detrimental impact on both informal caregivers and PWD, and increase the 
societal cost in dementia caregiving. However, there has been a relative paucity of well-
designed study focusing on the prevalence of and factors associated with anxiety disorders 
in informal caregivers of PWD, and the scenario in Hong Kong has not been investigated 
to date. Objectives: To investigate the prevalence of anxiety disorders, clinically significant 
anxiety symptoms, as well as comorbid anxiety and clinically significant depressive 
symptoms among informal caregivers of community-dwelling PWD in a local Chinese 
population. The factors associated with anxiety disorders in these informal caregivers 
were also investigated. 

Method:
This was a cross-sectional study that recruited 145 informal caregiver-PWD dyads from 
a psychogeriatric specialist outpatient clinic of a regional psychiatric hospital in Hong 
Kong by convenience sampling. The socio-demographic and clinical characteristics of the 
informal caregiver-PWD dyads, and caregiving characteristics of informal caregivers were 
collected through interview and review of medical records using a structured questionnaire. 
Diagnoses of anxiety disorders in informal caregivers were made with the Chinese-
Bilingual Structured Clinical Interview for the Diagnostic and Statistical Manual of Mental 
Disorders, Fourth Edition Axis I Disorder, Patient Research Version (CB-SCID-I/P). The 
Chinese version of State-Trait Anxiety Inventory (C-STAI), the Hong Kong (Cantonese) 
version of Quick Inventory of Depressive Symptomatology (Self Report) (QIDS-SR16), 
the Chinese version of Zarit Burden Interview (CZBI), the Chinese abbreviated version 
of Lubben Social Network Scale (LSNS-6), and the Chinese version of Neuropsychiatric 
Inventory Questionnaire (NPIQ) were administered to the informal caregivers. PWD were 
assessed with the Montreal Cognitive Assessment, Hong Kong version (HK-MoCA) and 
the Chinese version of Disability Assessment for Dementia (CDAD); while both informal 

The Prevalence of Anxiety Disorder among Informal 
Caregivers of Dementia Patients in a Psychogeriatric 
Specialist Outpatient Clinic of a Regional Psychiatric 

Hospital of Hong Kong: A Cross-Sectional Study

Adelina Tsoi, 
Associate Consultant, United Christian Hospital
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caregivers and PWD were assessed with the Cumulative Illness Rating Scale (CIRS). 
Independent factors associated with anxiety disorders in informal caregivers of PWD were 
identified by bivariate analysis followed by multivariate logistic regression analysis. 

Results:
The point and lifetime prevalence of anxiety disorders in informal caregivers of PWD was 
11.7% and 13.1% respectively, with generalized anxiety disorder (GAD) being the most 
common subtype. The point prevalence of clinically significant anxiety symptoms in informal 
caregivers of PWD was estimated to be 40.7%. Moreover, comorbid clinically significant 
depressive symptoms were present in 64.7% of informal caregivers with anxiety disorders 
and 40.7% of informal caregivers with clinically significant anxiety symptoms. Higher 
trait anxiety levels and heavier subjective caregiver burden in informal caregivers were 
identified as independent factors associated with anxiety disorders in informal caregivers 
of PWD.

Conclusion:
Anxiety disorders, clinically significant anxiety symptoms, and comorbid anxiety and 
clinically significant depressive symptoms were shown to be prevalent among informal 
caregivers of PWD in Hong Kong. Clinicians should be particularly vigilant in detecting 
anxiety disorders in informal caregivers with high trait anxiety levels and heavy subjective 
caregiver burden. Timely diagnosis and treatment of these psychiatric morbidities would 
benefit both informal caregivers and PWD, and reduce the societal cost in dementia 
caregiving.
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Introduction
The prevalence of dementia has imposed a threat to the healthcare system worldwide. 
There has been an increasing number of people with dementia who are subjected to early 
institutionalization and a high mortality rate in Hong Kong (Yu et al., 2012). As a result, 
it was believed that early screening of cognitive decline could provide timely intervention 
and maintain functioning of elderly (Xu et al., 2014), which can minimize the burden in 
social and medical systems. In order to improve the diagnosis accuracy, Kansagara and 
Freeman (2010) suggested the development of new and more cost-effective screening 
methods.

Among different cognitive assessments, Hong Kong Montreal Cognitive Assessment (HK-
MoCA) is one of the most commonly used and validated assessments for detecting Mild 
Cognitive Impairment (MCI). Nevertheless, studies have proven the influence of age and 
education in prediction of the MoCA score (Freitas, 2012; Rossetti et al., 2011), leading to 
the development of stratified cut-off scores at 16th, 7th, and 2nd percentiles with reference 
to age and educational level (Wong et al., 2015). Those patients with scores smaller or 
equal to 2nd percentile were classified as having Major Neurocognitive Disorder (NCD). 

In recent years, a new cognitive test, Hong Kong Brief Cognitive Test (HKBC), has been 
developed locally for detecting cognitive impairment in elderly, especially those with lower 
educational level, which is defined as those with or below primary school educational 
level. In the validation study, cut-off scores of 16 and 17 were adopted to differentiate 
between mild and major NCD respectively, with no benefits from adjusting to educational 
levels (Chiu et al., 2018). Since HKBC is a novel screening tool, limited studies have been 
performed to examine its diagnostic accuracy and to compare its utility with HK-MoCA on 
patients with dementia in everyday clinical use.

Comparison of the use of 
Hong Kong Brief Cognitive Test (HKBC) and 

Hong Kong Montreal Cognitive Assessment (HK-MoCA) 
as cognitive screening test in patients with Dementia

Sandy Cheung,
Occupational Therapist, Shatin Hospital
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Objectives & hypothesis
This study aims at investigating (1) the correlations between HK-MoCA and HKBC in 
screening cognitive impairment and (2) the effects of age and educational levels on 
HK-MoCA and HKBC scores. It is hypothesized that in the two highly correlated tests, 
educational levels will have influence in HK-MoCA but not in HKBC while age will have 
influence on both assessment results.

Materials and Methods
Study Design and sample size
This is a retrospective and correlational study. The estimated sensitivity for the HK-MoCA 
and HKBC is 0.9 and 0.8 respectively (Chiu et al., 2018; Yeung et al., 2014). According 
to the method of calculating sample size for reliability studies (Walter et al., 1998), the 
baseline and target agreement are set at 0.50 and 0.80 respectively.

Data collection
A total of 60 patients aged ≥60-year-old, who were referred for Occupational Therapy, 
were recruited from the Psychogeriatric ward of Shatin Hospital via convenience sampling 
during 2020-2021. Those patients with (1) difficulty in comprehending instructions limited 
by hearing impairment, dysphasia and aphasia; (2) visual impairment to complete paper 
and pencil tasks; and (3) delirium or neuropsychiatric disorders as charted in the medical 
record were excluded in the study. All recruited patients were instructed to perform HKBC 
and HK-MoCA, conducted by the same registered Occupational Therapist (OT) alternately 
within seven days. They were further classified as diagnosed with and without dementia 
in data analysis. Twenty OT from SH were invited to complete the qualitative survey on 
comparing the user experience of the two cognitive assessments in clinical settings. Ethical 
approval was obtained from the Joint Chinese University of Hong Kong–New Territories 
East Cluster Clinical Research Ethics Committee (Reference number: 2022.052)

Results
A total of 60 patients, 40 diagnosed with dementia and 20 without the diagnosis were 
recruited.

Comparisons of HK-MoCA and HKBC by educational groups
A statistically significant difference was found in the HK-MoCA scores between lower 
and higher educational groups (ρ < 0.017). No statistical difference was found in HKBC 
between the two groups as revealed by independent t-test.
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Correlations among age, education, HK-MoCA and HKBC
There was a significant and positive correlation of 0.824 (ρ< 0.001) found between the total 
score of HK-MoCA and HKBC. When considering the effect of age on the two assessments, 
a negative correlation was resulted yet it was not statistically significant  (r= 0.136; ρ 
= 0.351). A statistical significant correlation was found between the level of education 
and HK-MoCA (r = 0.328; ρ = 0.011 ) but such statistical significance was absent when 
comparing the level of education and HKBC (r= 0.241; ρ<0.01). Simple Linear Regression 
showed that level of education was a significant predictor of HK-MoCA score (R=0.328, 
F=6.984, p=0.011). Educational level accounted for 10.7% of the variance (adjusted 9.2%) 
of HK-MoCA score.

Qualitative survey
It was found that HKBC was more convenient to use and easier in giving instructions. In 
terms of the results interpretation, therapists regarded HK-MoCA as more useful and could 
reflect the cognitive functions better than HKBC. An average of 9.2 and 13.5 minutes were 
required for conducting HK-MoCA and HKBC respectively.

Conclusion
This study suggests that HKBC is one of the options in considering cognitive assessment 
for patients with Dementia. It is highly correlated with HK-MoCA, which is the golden test 
for cognitive impairment and is more culturally relevant. It is cost-effective and feasible for 
use in Hong Kong clinical settings. Future large-scale cross-sectional study to investigate 
the choice of cognitive assessments in different types of dementia is suggested.
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COUNCIL NEWS
The International Psychogeriatric Association (IPA) Congress 2023 will be held on 29 
June to 2 July 2023 in the city of Lisbon, Portugal.  It is the first and long-awaited face-
to-face IPA event since 2019.  The congress theme is “New Perspectives in Changing 
World: Social Connectedness, Aging and Mental Health”.  More details on the program 
and registration will be available soon.  Please stay tune to their website for updates. 
https://www.ipa-online.org/events/2023

With the pandemic finally winding down, the HKPGA is also happy to announce that our 
Annual Scientific Meeting 2023 will be a face-to-face event to be held in November 2023.  
It will be a great opportunity for our colleagues and members to catch up, mingle and 
discuss professional issues.  More details of the event will be announced to our members 
promptly through email, newsletter and website.  We are looking forward to meeting you 
in person again!
https://www.hkpga.org/

The HKPGA Council would like to remind that if there is any change in your membership 
contact information, please kindly send your updated information to info@hkpga.org at 
your earliest convenience so that you can continue to get the most updated news and 
announcements from the HKPGA.
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