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Goal
ldentify gaps, fill and knit the web

The Matrix In Integrated Community Care:

Knitting The Web, Filling The Gap
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Disease spectrum

Heart disease - 2"d killer in HK (>50% CAD)

Risk factors Heart disease




Cardiac disease - Multi-dimensional

Disease onset/presentation

Primary prevention Secondary prevention
Early Late
Risk factors
Single organ Multi-organ

—

Interventions (chronic disease management )
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Exercise
training
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Doctor

consultation

Social support
(financial,
carer, ADLs..)

Vocational
counseling+

training
/
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support
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lac patients

Nutritional counseling
Lipid management

Education
self
management

T Hypertension
\ Smoking cessation
\ Weight management

Psychological

Diabetes management

Individualized




Cardiac disease

When

Primary/Secondary
prevention

Acute management

Stages of disease

h

Hospital /clinics

Who

doctor

=
D
—
)

Nurse
Hospital day centres
PT/OT

HA health Nurse

fallied health clinics SN R el

MSW
NGO centres

Self help group

Trained personnel

Client Based individualized care

Education

Exercise

Risk assessment

Doctor/nurse
consultation

Self help support
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Middle age
manual worker

suffered from
Ml

Low risk
Exercise

Strict Risk factors
modification

Vocational counseling
Self empowerment

Community /web
service

old frail man
suffered from
MI + HF

High risk

Functional /ADL training
(supervised)

Home based support



HKEC cardiac service providers




Cardiac services

¢ Clinic based

e Consultation

e Education

e Patientempowerment

* Share care program with HA ( mainly HT, DM..)

General

Practitioners




Cardiac services

IN —patient Acute —convalescent care
OUT —patient clinics /consultation
Hospital based patient support group
Ambulatory day centres (rehabilitation)
Community health centres

Multidisciplinary team program based support
* PEP (e.g. DM with NGOs)
* RAMP (HT, DM .....)

HF program

Nurse & allied health clinic (r
post-discharge support f

Community outreach team (CNS, PT ....)
Community health call centre

Patient information website =




Hospital based ambulatory centre

* One — Hub centre
* Multidisciplinary

* Transport a/v

* Medical input

* Nurse led clinic

* Special programs
* Triage for community service
* 400 new cases, 12000 attendances /yr




HA Community Health Call Centre (CHCC)F;B%'E@EFJ%?*%

* Target - discharged high-risk elderly patients, other chronic disease empowerment programs ...

e Clinicians, nurses, HA clinics , NGOs , private doctors
* Timely referral and intervention VU




Cardiac services

Education \
Workshops / seminars

Self — helf /mutual support groups

Exercise Training (limited)

Outreach Home care ( drug supervision, ADLs..)

NGOs

(Community

partners) e Day care centres
e Financial support
e \Volunteers
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Community Rehabilitation

Patient
Education
Patients’ Mutual-aid Peer Ps}r{;h;}_ Rehabilitation
Self-help Self-help Visitation therapeutic Course / Self-
Organization Gr’Dllp Scheme Gmup Management
Course
Information Information Sharing of .
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HOH Community Rehabilitation
Day Centre (CRDC )-Wan Chai
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Dx group

W 1.CVA fstmoke / hemni

2 Neck and Back

[ 3 other Onhpedic problem (UL, LL
& Ampuee)

04 Neurosurgeries

W5 Parkisonism

B &,Other neumlogical disorders

M7 .Tumar

B2 Cognitive deficit

M2 Cardiac/ Pubmonary

I 10 Others




Wan Chai Methodist Centre
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in-pat
TWEH convalescence/Rehabilitation in-pat

SOPD/Day centre
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Hurdles — patient’s perspective

Long waiting time (follow up, intervention..)

Scattered /piecemeal services (private-public, within public providers,
support and liaison)

Not tailor-made (unclear cluster based services provision and pathway)
Cost

Carer stress /support

Accessibility /transport e
\;y;.

Non- office hour support *
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Hurdles — hospitals’ perspective

Manpower /resources limitation -> priority in acute care
Frontline staff

Unclear / changing government policy and funding issue

Inefficient public —private interfacing

Intra-cluster overlapping services (hospital, specialty.....)

Scattered services (not holistic enough)

no clear patient care pathway (inadequate continuum of care)



Hurdles — NGOs’ (community) perspective
Resources limitation (venue, manpower, facilities..)
Financial constraints
Lack of expertise & health care providers empowerment
Inadequate liaison/communication with other partners (hospital)
Lack of referrals and feedback (isolated for health care service)

Focus on secondary prevention, early disease but less severe
/complex disease




Future /ideal model

HKEC working parties as a whole
-- collaboration, communication between different sectors

Division of work (cross hospital, specialty, NGOs.....)
-- draw together the strength of various sector

Skills transferral to services providers

Individualized patient care delivery (stratification) and triage
system

Self care, patient empowerment

Government vision — involvement of all stakeholders + Financial
support reconstruction
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Tin Shui Wai Community Health Centre




4 win situation
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