SWD’s Report on the Incident
in a licensed residential care home for the elderly —
Shui Qi Convalescent Home located at

Rooms 307-308. 3/F, Man Kee Mansion, 86 Waterloo Road, Kowloon

(September 2004)

INCIDENT

On 7 September 2004, there was wide press coverage of the
suspension of the toilet facilities and an outbreak of gastroenteritis in the Shui
O1 Convalescent Home (the Home) affecting a number of elders and staff of the

Home.

PURPOSES

2. The purposes of the present report are as follows :

(a)  To set out the background of the incident;



(b)  To describe SWD’s handling of the incident;

(c)  To analyse the factors contributing to the incident; and

(d) Toreview :

(i)

(iii)

(iv)

The performance and management of the Home;

The licensing requirements and standards;

Sanctions and enforcement of licensing requirements against

the Home; and

Communication among the Home, SWD and health
authorities, and among SWD, health authorities and HWFB

on the development of the incident.



BACKGROUND

Background of the Home in terms of licensing, layout of toilet and kitchen

facilities in problem, history of joining BPS/EBPS and track record

Licensing history of the Home

3. The Home has been in operation since 1988 in Rooms 307-308,
3/F Man Kee Mansion, 86 Waterloo Road, Kowloon (the premises). Upon the
enactment of the Residential Care Homes (Elderly Persons) Ordinance, Cap.
459 (the Ordinance) in 1994, the Home submitted an application to the
Licensing Office of Residential Care Homes for the Elderly (LORCHE) of
SWD in August 1995. It was granted its first Certificate of Exemption (CoE)
with a capacity of 42 places in January 1996 for continuous operation at the

premises pending improvement works to meet the licensing standards.

Lavyout of toilet and kitchen facilities in question

4. In its application for CoE, the Home operator submitted a tenancy
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agreement relating to the premises. It also submitted a layout plan indicating
the inclusion in the operating area a kitchen and one large toilet/bath room.
The toilet/bath room includes five water closet cubicles, of which two have
shower facilities. These toilet and kitchen facilities are about 7.5 metres or
eight to ten footsteps from the main entrance of the Home. A copy of the

Home’s layout plan is at Annex 1.

5. In April 1997, upon the advice given by the Building Safety
Inspectorate Team (BSIT) of LORCHE, the Home operator was asked to certify
that they did have the exclusive use of the relevant toilet and kitchen facilities.
In response, the Home operator submitted a letter signed by the landlord dated

25 March 1997. In the letter, the landlord stated that :

(a) Since his purchase of the premises some 20 years ago,
individual commercial units of the 3/F of Man Kee Mansion
had installed their own toilets and regarding the toilet and
kitchen area mentioned in para. 4, he has had the exclusive
use and been responsible for maintaining, cleaning,

renovating and for paying electricity and water bills of such



facilities;

(b)  During the nine year period when the Home was the tenant
of the premises, the Home also had had exclusive use of the

facilities; and

(c) That the aforesaid exclusive use had never been objected to

by the Incorporated Owners (10) in their regular meetings.

6. In January 1999, having satisfied all licensing requirements in

accordance with the Ordinance, the Home was issued with a licence. The

adjacent toilet and kitchen facilities were also included in the licensed area.

History of the Home joining the Bought Place Scheme (BPS) and Enhanced

Bought Place Scheme (EBPS)

7. The Home first joined the BPS on 1 November 1989 when eight
places under Category B were purchased. An additional one, five and two

BPS places were purchased from the Home on 16 March 1991, 1 August 1991
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and 20 May 1992 respectively, making up a total of sixteen BPS places. The
sixteen BPS places were upgraded to places under Category EA2 of the EBPS
on 5 February 2002, with an additional six EBPS places purchased on the same

date. A total of 22 places under EA2 Category has been purchased till now.

Inspection actions taken by the SWD in the past and track record of the Home

8. Presently, LORCHE has a total of 30 inspectors including 17 social
work inspectors, 3 building safety inspectors, 2 fire safety inspectors and 8
health inspectors responsible for monitoring a total number of 758 residential
care homes for the elderly (RCHESs) as at 31 August 2004. Since the issue of
the licence in 1999 till August 2004, LORCHE inspectors had conducted a total
of 38 inspections on the Home. The latest inspection was conducted on
16.6.2004 in accordance with “The Policy on Frequency of Inspections to
Monitor RCHEs for Compliance Assurance” at Annex 2. During these five
years, the Home’s overall performance has been maintained at an acceptable

level and was generally in compliance with various licensing requirements.



Annexes
3&4

Background of the Incident

31 August 2004

0. On 31 August 2004, LORCHE received an anonymous call from a
member of the staff of the Home saying that the toilet and kitchen facilities had
been closed by the Management Office of Man Kee Mansion (Management
Office) since 26 August 2004. Until then, LORCHE has received no reporting
in any form from the operator or staff of the Home on the suspension of the use

of toilet and kitchen facilities.

10. Upon receiving the anonymous call, a LORCHE Inspector went to
the Home immediately and found that the IO and the Management Office had
posted notices to the effect that the relevant toilet and kitchen facilities had to be
suspended in order to carry out urgent repair works on water seepage problem
affecting the units downstairs. Copies of notices issued by the 10 and the

Management Office on 24 and 26 August 2004 are at Annexes 3 & 4.

11. The Inspector was also told by the Home operator that the latter



had been advised by the Food and Environmental Hygiene Department that
there was no concrete proof to link the Home’s toilet and kitchen facilities to the
water seepage problem in the units downstairs. The inspector urged the Home
operator to liaise with the landlord immediately for the purpose of negotiating
with the Management Office regarding the re-opening of the toilet and kitchen
facilities. As a result, the Home operator obtained a written authorization from
the landlord for the reopening of the facilities which were re-opened in late

afternoon during the Inspector’s visit.

12. The Inspector also noted that construction works were being
carried out inside the Home premises for the installation of two in-house toilets.
He therefore asked the Home to expedite the on-going installation of the two
toilets, to maintain overall hygiene properly and to report any further

irregularities to him.

1 September 2004

13. The next day (1.9.2004), the Inspector liaised with the Home

operator, the Police and the Management Office regarding the dispute over the



Home’s right to re-open the toilet and kitchen facilities after the Management
Office made a report to the Police on the matter. The Inspector suggested
and the Home and the Management Office agreed that they should meet with all
concerned parties soon to settle the private dispute over the exclusive use of

toilet and kitchen facilities.

14. According to the Home, they reported to the Community Geriatric
Assessment Team/Queen Elizabeth Hospital (CGAT/QEH) about a resident with
vomiting on 1.9.2004. The resident was admitted to QEH in that evening.

(Not known to SWD until 6.9.2004)

3 and 4 September 2004

15. In the late afternoon of 3.9.2004, the Home reportedly attempted to
report to CGAT/QEH when another four residents showed similar symptoms but
no one received the phone call. (Not known to SWD until 4.9.2004) In the
morning of 4.9.2004 (Saturday), the Home got in touch with CGAT/QEH and

reported a cluster of residents with similar symptoms.



SWD’S HANDLING OF THE INCIDENT

Handling of the gastroenteritis outbreak and its aftermath - working with the

Home, DH, HA and HWFB

4 September 2004

16. On 4.9.2004 (Saturday), DH informed LORCHE in accordance
with the enhanced surveillance and notification system' that there was an
outbreak of gastroenteritis affecting a number of residents in the Home. DH
also informed LORCHE that the toilet and kitchen facilities were closed. The
Inspector called the Home and was told that one of the two in-house toilets with
bathing facilities would be ready for use in that afternoon. The Inspector
cautioned the Home to adhere to all disinfection measures as advised by DH
and to take extra care in the handling of food. DH and SWD subject officers
exchanged telephone numbers in case there was any emergencies at the Home

during the weekend.

' An enhanced surveillance and notification system on reporting SARS and infectious disease
has been in use after the SARS epidemics. The designated infection control officer (ICO)
and/or the home manager of a RCHE should report to CGAT and LORCHE on any individual
resident of suspected infectious disease and to DH as well as CGAT and LORCHE on any
outbreak (cluster of ill residents or staff with similar symptoms).

- 10 -



6 September 2004

17. On 6.9.2004 (Monday) morning, DH and SWD made a joint visit
to the Home. It was observed that the in-house toilet was acceptable,
disinfection measures had been taken and the temporary meals delivery
arrangements were properly made. SWD, DH and HA maintained close
liaison and monitored the Home closely. In late afternoon, SWD, DH and the

Home received enquiries from Ming Pao Daily on the incident.

18. Upon learning that the meeting between the landlord and the Home
operator with the Management Office in the afternoon was at loggerheads, and
that the toilet and kitchen facilities would probably remain closed for three more
months, SWD, in consultation with HWFB, advised the Home operator to
prepare immediately for the possible relocation of the residents to the Helping
Hand Cheung Muk Tau Holiday Centre for the Elderly (Holiday Centre). In
the same evening, SWD got in touch with the Helping Hand about detailed
arrangements. A LORCHE officer paid a night visit to the Home to further

assess the Home’s situation and discussed the logistics for relocation, should



such a move prove to be necessary.

7 September 2004

19. On 7.9.2004 (Tuesday), there was wide press coverage of the
suspension of the toilet facilities of the Home. Some of the headlines
highlighted that faeces of the residents of the Home were improperly handled by
staff and that there was subsequent outbreak of gastroenteritis affecting 18 elder

residents and staff.

20. On the same day, CHP/DH, CGAT/HA and LORCHE Inspectors
paid another joint visit to the Home. A stand-up press briefing was given by
CHP/DH affirming that the Home’s disinfection measures and hygienic
conditions were acceptable. LORCHE initiated contact with the Management
Office for possible re-opening of the toilet facilities in view of the Home’s
gastroenteritis outbreak but was met with unfavourable response. AD(E)/SWD
visited the Home in the afternoon and had a stand-up press briefing
re-confirming DH’s comment on the Home’s hygienic situation as being

acceptable.
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21. DS(ES)HWFB convened a meeting in the evening of 7.9.2004
together with Ag. DSW and AD(E)/SWD, Dr Thomas Tsang and Dr Christina
Maw of CHP/DH and Dr Daisy Dai of HA. After hearing reports from field
observations and taking into account the hygienic conditions of the Home, the
meeting agreed that there was no immediate need for decanting on public health
grounds. However, all parties should maintain close monitoring over the
Home and step up preparatory work for relocation of residents in case there was

such a need.

Warning letters to the Home

22. On 8.9.2004, a warning letter was issued to the Home by LORCHE
to sanction against admission of new residents with immediate effect (Annex 5

refers). SWD had since then temporarily suspended the admission of new

cases under EBPS.

23. On 10.9.2004, another warning letter was issued to the Home

stating that the incident was being under investigation and that the Home might



have breached licensing requirements (Annex 6) and SWD reserved the right to
take appropriate action against the Home pending legal advice on possible

sanctions.

The Relocation Exercise

8 to 10 September 2004

24, On 8.9.2004 (Wednesday), DS(ES)HWFB, Ag. DSW,
Controller/CHP and Chief Building Surveyor of the Buildings Department paid
a joint visit to the Home and to the Holiday Centre. DS(ES)/HWFB and Ag.
DSW both felt that the living environment of the Home left much to be desired
with the construction work of the toilets and kitchen going on in the premises.
They also found that the environment of the Holiday Centre was suitable for the
purpose of accommodating the Home’s residents in a relocation exercise. In
order to ensure a proper living environment for the elderly residents, SHWF

instructed that relocation should start at once and be completed expeditiously.

25. Alternative accommodation was also arranged in view of the



preferences of some residents and their family members to relocate to the
RCHESs within the vicinity of the Home. With the help of SWD caseworkers
doing a lot of counseling and persuasion, consent of all residents and their
family members were secured. The relocation exercise was smoothly
completed on 10.9.2004. All the 31 elderly residents are closely taken care of
by caseworkers regarding their longer term accommodation plan and welfare

needs.

FACTORS CONTRIBUTING TO THE INCIDENT

26. The reasons why the incident has attracted much media attention

are probably due to :

(@) Unlike in the case of most elderly homes, the toilet and kitchen
facilities of this Home are located outside of the main operating

area;

(b)  The toilet facilities were suspended and no satisfactory alternative

arrangements were made; and



(c) There was dispute between the Ilandlord/Home and the

Management Office/IO over the former’s exclusive use of the toilet

and kitchen facilities.

REVIEW

The performance and management of the Home

General Management

27. As stated in paragraph 8, the Home’s overall performance in the
past five years has been maintained at an acceptable level and was generally in
compliance with various licensing requirements. The Home had also met
general requirements in terms of staff employment, and had proper maintenance
of essential records including residents’ health record, accident record and daily
log etc. The Home’s environment and hygiene had been kept at an acceptable
level up to the time of the incident. Feedback from residents and their family

members on the Home’s general performance collected during our inspections



was largely favourable.

Crisis Management

28. The Home’s failure to report to either SWD or DH on the
suspension of toilet and kitchen facilities, and its use of buckets to collect and
dispose faeces, however, all indicated that the Home’s crisis management was
poor and its knowledge and skills in infection control is inadequate. The
Home also failed to report in a timely manner the suspected outbreak of
gastroenteritis to the relevant authorities, i.e. CHP/DH and SWD in accordance
with the established notification mechanism as stated in paragraph 16. There
is a need to strengthen the Home’s training on infection control, preventive

measures, and management skills especially in handling crisis.

The licensing requirements and standards

Infection Control




29. It is stipulated in the Code of Practice for Residential Care Homes
(Elderly Persons)(the Code) that in the event of any staff or residents suffering
or suspected to be suffering from an infectious disease, the Home manager
should report the case to LORCHE and DH immediately. The sick resident
should be placed in an isolation area and prompt medical consultation should be
sought. Measures of precaution should also be taken to ensure that the health
of other residents is not endangered. To enhance the relevant licensing
requirements in infection control, SWD has required RCHEs to designate
certain staff with nursing and/or health care training as infection control officers
(ICOs) since November 2003. In collaboration with DH and HA, SWD
provides ongoing training and support to ICO and RCHE staff. The incident
reflects the unsatisfactory level of alertness and inadequate knowledge on

infection control on the part of the Home. It is recommended that SWD

should :

(@) Enhance RCHE’s capability in infection control in collaboration
with DH including making referrals for arrangement of educational
talks and on-site demonstration, and paying paired visits to conduct

environmental assessment and survey on staff’s knowledge on



disinfection measures, etc;

(b)  To strengthen the licensing requirements on infection control in the
Code which revision is being undertaken and consultation with

various professionals is in progress; and

(c) Make available tailor-made trainings on infection control and crisis

management under concerted efforts with training institutes and

concerned parties.

Deed of Mutual Covenant (DMC) Issues

30. At present, 70% of the total provision of residential care places are
provided by 585 private RCHE with a total capacity of 47 000 and an enrolment
of 33 000 elderly residents. Over 80% of these 585 private RCHEs are located
in commercial or residential buildings under co-ownership of landlords

governed by DMC.

31. In the course of processing licence applications for RCHEs in
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private buildings, SWD has from time to time received complaints on breaches
or alleged breaches of the DMC provisions. SWD has in the past sought legal
advice on many occasions. The legal advice re-affirmed that enforcement of
DMC is not among the objects of the Ordinance and that SWD, as the licensing

authority, should not intervene in such private disputes.

32. To ensure RCHE operators appreciate the importance of DMC
compliance, we have included in the Code a paragraph to remind potential
operators of their responsibility to ensure that the premises for the operation of
the RCHE comply with lease conditions and DMC (Extract of para. 6.2 of the

Code at Annex 7).

33. A court case and the DMC issue had been reported to the LegCo
Panel on Welfare Services on 9 June 2003 and the Elderly Commission on 23
June 2003 respectively. The long term objectives and measures are delineated

in the relevant Panel and EC papers.

34. In another case in 2003, there was dispute over the land lease

between the 10 and a RCHE. In that case, the legal advice re-confirmed that



breaches and alleged breaches of land lease/sales conditions are private matters
between the parties involved and are irrelevant considerations as far as

applications under the Ordinance are concerned.

35. As for the present case, we have sought and will further seek legal
advice on whether our existing policy of leaving the onus of proof of the
exclusive use of the premises to the licence applicant is legally in order. We
pointed out to the Department of Justice that the issue has wider implications in
the Government because many licensing authorities such as those relating to

guest houses, kindergartens, restaurants, etc. all face similar problems.

Sanctions and enforcement of licensing requirements against the Home

36. Subject to legal advice being sought as mentioned in paragraph 23,
SWD would take appropriate actions to ensure the Home would make all
necessary rectification works and improvement measures to comply with all the
licensing requirements before it would be allowed to admit new residents and
readmit the existing ones depending on their own wishes. Moreover, variation

of EBPS Agreement would be made to effect the reduction of purchased places.



Communication among the Home, SWD and health authorities, and among

SWD, health authorities and HWFB on the development of the incident

Among Home, SWD and health authorities

37. The incident reveals that communication between the Home and
SWD has room for improvement. The Home has failed to report the
suspension of the toilet and kitchen facilities, and even the suspected
gastroenteritis outbreak to SWD. Despite the reminder by LORCHE inspector
on 31.8.2004 to the Home to report any irregularities, the Home still failed to
take the initiative to make a timely notifications to SWD of the gastroenteritis

case(s) mentioned in paragraphs 14 and 15.

38. SWD’s monitoring of the Home following the inspector’s visit on

31.8.2004 could also be more intensive by on-site review instead of merely

monitoring over the phone.

39. In regards to the Home’s communication with other health



authorities, though the Home, in accordance with the notification system,
allegedly had consulted CGAT/QEH on 1.9.2004 and 4.9.2004, it has never

shared the information of suspected outbreak with CHP/DH or SWD.

40. While training needs to be further strengthened, we suggest
including a higher standard and requirement for timely reporting of outbreak of

infectious diseases by imposing sanctions in case of non-compliance.

Among SWD, health authorities and HWFB

41. As regards communication among HA, DH, SWD and RCHE,
although there already exists a mechanism to notify outbreak of infectious
disease, it could be further improved. For instance, in case of infectious
disease outbreak warranting decanting of RCHE elderly residents, there should
be closer coordination and established mechanism with provision of designated
off-site cohorting or residential facilities, transport and medical assessment

arrangement before and after removal, and proper escort, etc.



SUMMARY OF PRELIMINARY SUGGESTIONS

42.

Due to the time constraints, we have attempted to formulate some

preliminary suggestions. A summary is as follows :-

Training
For Home
All staff of the Home would be required to receive training on
infection control from DH while the management level be required
to attend management course such as those courses for RCHE
management personnel now available under the Skills Upgrading

Scheme on Elderly Care.

For LORCHE

We also suggest stepping up training for LORCHE staff in
monitoring the performance of RCHE, especially in the area of
infection control, crisis management, supervisory advice and

support, etc.



(b)  Review of licensing requirements and standards
We propose to strengthen the licensing requirements and standards
on infection control and make provisions for sanctions through

review of the Code.

(¢) DMC and lease issue
Since 3.9.2004, we have strengthened our practice by issuing a
standard letter to remind all potential RCHE operators to ensure
that his/her premises for the operation of RCHE comply with the
lease conditions and the DMC at the early start of the pre-licensing
stage. This enables them to get well prepared and understand that
the lease and DMC are legal binding documents and their RCHE
may be ordered to terminate operating in the premises in civil

proceedings.

(d) Communication
Communication among RCHE, SWD, DH and HA could be further

improved through review of the enhanced surveillance and



