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Cardiac Health Promotion Program in the Community
“Eat healthy and get active: a lifestyle to start and keep !”
Author: Chan K M 1,2, Leung K C 2, Leung K P 2, Tang S W 2, Chair S Y 3, Cheung S C 4
Institution: Physiotherapy Department, Tung Wah Eastern Hospital1
Department of Medicine and Rehabilitation, Tung Wah Eastern Hospital2
Nethersole School of Nursing, Faculty of Medicine, The Chinese University of Hong Kong3
Care for your Heart – Cardiac Patient Mutual Support Association4
Introduction:

Coronary heart disease (CHD) was the dominating component of heart disease in 2007. Most of the risk factors for CHD
and are preventable. A community partnered cardiac health promotion program which was funded by the Health Care and
Promotion Fund, Food and Health Bureau, was launched in March 2007.

Purpose of the Project:

To prevent CHD through early identification and control of modifiable risk factors, promoting knowledge and skills on
healthy lifestyle, balance diet and regular exercise.

Methods:

General population without history of cardiovascular disease (CVD), were recruited in a CHD risk screening program and their
10-year risk for CVD were calculated using Framingham risk equation. Eligible participants were recommended for specific
interventions including exercise training, dietary workshop, health education seminar or physician consultation as indicated.

Results:

215 subjects, aged 51.07 ± 9.52, were recruited for the program, 62 (28.8%) of them were male. The prevalence of the
modifiable CHD risk factors profile were analyzed and illustrated in Figure 1. The subjects’ 10-year risks for CVD were also
calculated, using the Framingham risk equation; 43.1% (n=25) and 12.1% (n=7) of the male subjects have moderate and
high risk for CVD respectively, while 2.1% (n=3) of the female subjects have moderate risk for CVD and no female subject
has high risk for CVD.
When comparing with the 2004 Hong Kong Cardiovascular Risk Factor Prevalence Survey-2, the cohort of this study has
an increased prevalence in the risk factors for CVD, including obesity in men as well as hyperlipidaemia and hypertension
in women. The effect of the interventions in our cardiac health promotion program will be further analyzed upon the
completion of the project by 2009.

Conclusions:

The prevalence of the modifiable
CHD risk factors and the 10-year
risk for CHD in the Hong Kong
population are increasing, cardiac
health promotion program that
collaborate with the community
partner is a feasible service model,
that maybe useful to prevent
CHD.

Figure 1. Prevalence of the modifiable CHD risk factor
Modifiable CHD Risk Factor
Hypertension

SBP
DBP

(mmHg)

FBS

Prevalence Number (%)

Mean±S.D

Male (n=62)

Female (n=153)

Overall (n=215)

21 (33.9%)

50 (32.7%)

71 (33.0%)

127.62 ± 14.39
76.48 ± 9.28

Diabetes Mellitus

(mmol/L)

6 (9.7%)

6 (3.9%)

12 (5.6%)

5.17 ± 0.81

Hyperlipidaemia

LDL
TG

43 (69.4%)

76 (49.7%)

119 (55.3%)

3.31 ± 0.87
1.33 ± 0.77

BMI

33 (53.2%)

53 (34.6%)

86 (40.0%)

24.40 ± 3.38

Waist

31 (50.0%)

80 (52.3%)

111 (51.6%)

83.16 ± 9.59

Lack of Exercise

39 (62.9%)

85 (55.6%)

124 (57.7%)

Smoker

10 (16.1%)

5 (3.3%)

15 (7.0%)

Obesity
Central Obesity

(mmol/L)
(kg/m2)
(cm)

Hypertension=SBP>140mmHg or DBP>90mmHg; Impaired Fasting Glucose (ADA, 2007 standard)=Fasting Blood Sugar 5.6-6.9mmol/L;
Diabetes Mellitus=FBS>7 mmol/L; Hyperlipidaemia=LDL>3.4 or TG>1.7; Overweight (WHO, Asian Standard)=BMI 23-25; Obesity=BMI>25;
Central Obesity=Waist Circumference>90cm in Male or >80cm in Female; Lack of Exercise=less than 5 days of 30 minutes moderate intensity
exercise or less than 3 days of 20 minutes vigorous intensity exercise or less than the required moderate and vigorous exercise at combination

10

Free Papers Presentation

Community Collaboration Towards Bone Health
Author: Wong H W1, Chun C Y2 , Mak W P2,Yu W S2 , Au C Y3 , Chan T J1
Institution: Department of Orthopaedic & Traumatology, Prince of Wales Hospital,CUHK1,
Department of Orthopaedic & Traumatology,Yan Chai Hospital2
Department of Orthopaedic & Traumatology,Queen Elizabeth Hospital3
Introduction:
Osteoporosis, age-related disease, tends to attract less attention in the world (WHO, 2004). Comprehensive information
and services in bone health for elderly are little and not easy to access in current Hong Kong community. To improve the
insufficiency, community client-based healthy bone program conducted in 3 coordinated elderly centers of Shatin District
and extended to other NGOs sectors.

Purpose of the Project:
The objectives are to enhance public awareness and educate diet and muscle strength exercises in bone health, and promote
home exercises, home safety and vibration therapy to public.

Material & Methods:
Since 2000, Community fall prevention campaign started and provided healthy bone educational talks in different districts
elderly centers of Hong Kong. In recent years, it has developed comprehensive and extended with collaboration of NGOs.
Through assessment, education talks, Tai Chi exercises group and VCD, carnivals and Women Association Open Days, active
lifestyle with bone health diet, exercises, fall prevention and home safety promote. Besides, high frequency low magnitude
vibration therapy, non-pharmacological modality to bone health, cites in 3 coordinated elderly centers of Shatin District.
Train-the trainer courses have held to empower community centers staff and volunteers participation.

Results:
Over 200 educational talks performed with over 17000 participants. Graduated trainers achieved 1000 from different
NGOs and non-health sectors. The services have still carried on.

Conclusion:
Building healthy bones in one’s youth are important to help prevent osteoporosis and fractures later in life. Through this
program, healthy bone knowledge and skills can widely extend from individual and family to community and younger
population, like generation tree. However, it may limit in resources, manpower and clinical practices experiences. Further
improvement and promotion need.
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Partnership Program: ENRICH Project Cooperation
with PYNEH
Author: Ms. Chan Yuk Ching1
Institution: Baptist Oi Kwan Social Service1, Pamela Youde Nethersole Eastern Hospital
Introduction:
ENRICH Project is a Lifelong Education Program for people who suffer from mental illness, which aims at facilitating
those service users in developing an attitude of continuous self-improvement through life long education, so as to enable life
mastery and improve quality of life. The program was first provided by “Institute of Cognitive Development” for chronic
psychiatric patients from 2002. After the support from Community Chest in 2006, the program is stretched to Home-based
program and hospital-based program in order to locate and reach out to people with mental illness, who have limited social
support, and establish a bridge for them to link up with the community through the psychosocial education courses as a
result.

Purpose of the Project:
• Objective : to reach out to those mentally ill persons with lower functioning, newly diagnosed patients or to be discharged
shortly from the in-patient psychiatric wards
• This programme is viewed as a starter course which focused on independent living skills and mental health management.
As these target groups are seen as ones who are either unable or have low motivation to take the initiative to attend classes
themselves

Results:
PYNEH is the major partner of this pilot ENRICH’s Outreaching program. The program started in Jan 2008 and has been
cooperating with Patient Resource Centre(病人資源中心), Outpatient Psychiatric Department, Day hospital (Occupation
Therapy Dept.), Exiter Program and Psychiatric Rehabilitation Ward (恆曦社) in PYNEH. In the last nine months, 9 opengroup sessions in Patient Resource Centre, 2 psychosocial education courses in Day hospital, 1 Arts Adventure course in
Exister program and 2 psycho-social education courses in Psychiatric Rehabilitation Ward were held. 80 people participated
in total and over 90% of satisfactory feedback with received. 46 of the 132 participants later registered in “Institute of
Cognitive Development”.
Total participants

Satisfactory Quality of life have Registered in BOKSS Institute
feedback
been improved
of Cognitive Development

Outpatient Psychiatric 47 outpatients
90% of 37
Department
(37 feedback forms have been collected) participants

100% of
37participants

10 participants

Day Hospital

34 outpatients
91% of
(34 feedback forms have been collected) participants

88% of
participants

29 participants

EXITERS Program

12 inpatients
89% of
(12 feedback forms have been collected) participants

66% of
participants

The participants are still in
inpatient status, this indicator
is not applicable.

Psychiatric
Rehabilitation Ward

39 participants
91% of
(39 feedback forms have been collected) participants

81.6% of
participants

7 of 17 participants
(22 participants are still in
inpatient status)

Conclusions:
The Outreaching Approach is a mean to link up the patients from the Hospital treatment to Community Recovery service.
“Institute of Cognitive Development” provides a continuous engagement for people who suffer from mental illness.

Keywords:
Mental Illness, Lifelong Education, Community Recovery Program
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Healthy Start Volunteer Home Visitation Project
Author: Ho O C J
Institution: Against Child Abuse Ltd.
Introduction:
Caring for infants is a crucial time for both children and new parents. Overseas studies (Olds, D. L. & Kitzman, H., 1990;
Krugman, R. D., 1993) have proven home visitation programs have positive impact on strengthening family and preventing
child abuse. Against Child Abuse (ACA) piloted the Healthy Start Volunteer Home Visitation Project in 1997. Two studies
(1997-2000 and 2000-2002) had been conducted to examine the effectiveness of the project by Dr Chan Yuk Chung and Dr
Gladys Lam, Associate Professors of Kong Hong Polytechnic University. Since then, a mixed professional-volunteer model
to provide home visitation support to new born families and risky families has been adopted to other projects such as the
Good Parenting Project in collaboration with UCH (2007-2010) and the Joy at Home Project in collaboration with CAC
(2008-2010).

Purpose of the Project:
1. To provide support and to reduce stress and anxiety of families with new born;
2. To acquire positive parenting knowledge and skills;
3. To prevent child abuse and neglect at an earliest stage.

Material & Methods:
1st Study: UCLA-Loneliness Scale, Chinese Depressive Symptom Scale, Index of Marital Satisfaction and Index of Parent
Attitude were used. A total of 117 mothers in the project and 41 mothers in control group completed the pre-test and posttest questionnaires. Six mothers and six volunteers participated in the semi-structured interview.
2nd Study: Child Abuse Potential (CAP) Inventory was used to measure the direct effect of the project on reducing child
abuse potential. 29 respondents completed the Inventory before and after the project.

Results:
1st Study: Results show that volunteer home visitation is effective in alleviating lonely feeling and depressive symptom.
Marital satisfaction and availability are crucial factors affecting mothers’ emotions and well-being during pregnancy and child
birth. The mothers appreciated the volunteers’ support.
2nd Study: Result shows significant decrease in child abuse potential score upon project completion.

Conclusions:
Home visitation is proven to be an effective strategy of child protection in local context. Volunteers in a pure lay model of
home visitation cannot solve complicated personal and family relationship problem. However, volunteer home visitation
is appreciated by families as a non-stigmatizing service. A mixed model incorporating professional social workers and lay
volunteers is recommended in the local context.
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Proper Use of Physical Restraint at Private Nursing
Homes in Hong Kong East Cluster
Author: Ho S K S, To Y K K, Ho K Y J
Institution: Hong Kong East Community Geriatrics Assessment Team
Introduction:
Physical restraints have been widely used amongst long term care setting and hospital, argument was rigorous between the use
of physical restraint to enhance patient safety and to avoid undesirable consequences due to restrain. The tendency of over
use of restraints was profound in old aged homes. This study adopted the least restraint philosophy as the mission in nursing
care delivery and looked into the use of physical restraints in private residential care setting of Hong Kong East Cluster.

Purpose of the Project:
1. To improve the knowledge and skills of the care givers in proper use of physical restraints.
2. To reduce the number of physical restraints
3. To prevent complication of physical restraints thus enhance quality of life of elderly at old aged homes.

Methods:
An education package that composed of classroom teaching and on site coaching on proper use of physical restraints, the use
of alternate methods and proper documentations was introduced. Based on a survey on all private old aged home (POAH)
residents covered by HKECGAT, 17 POAHs which had a high score on the no. of restraints to residents ratio (i.e. 50%)
were chosen as target of this program. The study commenced in October 2005 and completed in February 2007. The no. of
samples was about 850 to 870 at different phases of the study. Pre and post training audits were conducted to assess on the
knowledge of the care-givers, the restrain rate and the use of alternative therapies.

Results:
Enhancement of knowledge and skill of care giver achieved by nearly 30%.
Reduction of the number of physical restraints by 30.9%.
Reduction of the number of residents being restrained by 25.3% and increase the numbers of residents who received
alternative therapy by 47% - 74%.

Conclusion:
The CQCEI program was effective to enhance proper use of physical restraint in the targeted private nursing homes: it
reduced the inappropriate use of physical restraints, minimized the numbers of residents being restrained at nursing homes.
The CQCEI program was then rolled out to all nursing homes of the HKEC. It is recommended to carry out the educational
program periodically to ensure the sustainability of the least restraint philosophy.
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New Role of Community Rehabilitation Network
(HKSR CRN) in Primary Health Care
Author: Chau W P P, Poon K K P,
Institution: Community Rehabilitation Network, The Hong Kong Society for Rehabilitation
Introduction:
HKSR CRN has endeavored for years in promoting patients self-management. The achievement has been well recognized.
However, with the vision of the health care reform, more emphasis will be put on primary care to take care of the chronic
disease population in soon future. Promoting change on the side of the patients solely is inadequate to tackle the challenge
in health care nowadays. Professional participation and systems change are the pre-requisites on the road ahead for genuine
implementation of patients’ self management. HKSR CRN is going to renovate a new model with the three wheels closely
co-work together: the patients, the health practitioners and the health care system.

Purpose of the Project:
It is to provide an overview of the strategies to be engaged to achieve better chronic care in the community

Material & Methods:
Over the past three years, HKSR CRN has piloted various new initiatives that aimed to facilitate professional participation
and system enhancement on self management. The major three of them are:
New partnership at GOPC in promoting chronic disease self-management
It is a project with the focus on the patients who are in more stable condition. Projects on high blood pressure and DM were
initiated. Referral system, Interfacing services and outcome evaluation have been carried out.
Professional training on self management to the health care practitioners
HKSR CRN has also been proactively launching training to the Institute of Health Care of Hospital Authority. So far, more
than 500 health practitioners were trained and equipped with the core self-management concepts and skills.
New frontier in promoting self-management
Chronic Disease Self-Management has been introduced to Mainland China. Pilot programs were organized in 13 provinces
with encouraging results. Furthermore, HKSR CRN is deriving the partnership with the primary care providers and system
change based on the UK experience.

Results:
1. Self management has proven to be an effective strategy in promoting care in primary health settings while the productive
interactions between the patients and the health practitioners will be the key to success.
2. Besides time resources, professional belief and skills to facilitate patients’ self management behavior are vital to the
“productive interactions”.
3. According to strength-based collaboration, health outcomes will be improved with the joint efforts of the community
partners (strong in behavioral change) and the health clinics (strong in knowledge delivery).
4. Setting up platform in collecting feedback from patients, community partners and the health practitioners could make
continuous systems enhancement a reality and strive for better chronic care.

Conclusions:
New model in chronic care should be established in HK with the focus on promoting self management in primary care.
It should include not only equipping the self management skills for the patients but also the health practitioners. Besides,
strength-based collaboration between community partners and the health practitioners would also be the key to success.
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Patient Empowerment for 						
Management of Chronic Illness:						
Study on Diabetes mellitus
Author: Lee A 1,2, Leung K T3, Siu C F3, Chan C M3, So A3 , Liu K H3 , Lau L1, Wong K K4
Institution: Department of Community and Family Medicine, Chinese University of Hong Kong1
	Division of Health Improvement of School of Public Health, Chinese University of Hong Kong2
Community Rehabilitation Network, The Hong Kong Society for Rehabilitation3
Center for Health Educational and Health Promotion, Chinese University of Hong Kong4
Introduction:
Diabetes mellitus is a typical chronic illness that relies much on the patients to modify their life style to control their diabetes.
Other than medication, we have to find effective means to empower the patients to take actions to change their health
behaviors in order to manage their diabetes.

Purpose of the Project:
The project aims to formulate a patient self management program to empower the patients attending the General Outpatient
Clinics and with unstable control of their diabetes to have better management of their diabetes mellitus.

Material & Methods:
HKSRCRN has developed a referral system with Lek Yuen and Ma On Shan General Out-patient Clinic in Shatin, Sai Wan
Ho in Eastern District, Ngau Tau Kok Jockey Club Clinic in Kwun Tong and Cheung Sha Wan Clinic in Shamshuipo.
Patients with HbA1C reaching 7% or higher would be referred to HKSRCRN by the clinic doctors during their follow-up
visit at the GOPC. Then, social worker of HKSRCRN assessed these patients; invited them to join a DM talk, and recruited
them to join the Diabetes Mellitus Self-help Course (DMSHC) with the purpose of enhancing their self-efficacy to self
manage their diabetes. During the DMSHC, the participants were encouraged to join a mutual-aid self-help group with
monthly gatherings for long-term mutual support among these participants. A randomized controlled study has also been
conducted for the patients referred from Shatin General Out-patient Clinics.

Results:
From August 2005 to December 2008, over 800 DM patients were referred from the above- mentioned GOPCs. The patients
learned and practiced the skills to make use of blood glucose monitors to self monitor their condition. Moreover, they also
learned to relate their blood glucose data to their exercise habits and the foods they have taken in the previous day before
they take the data. It helped to motivate them to do more exercise and better control of the diet as the means to control their
diabetes. The results of the randomized controlled study showed that there was significant increase in the DM Self Efficacy
Scale in the experiment group (p<0.001) and the difference between experiment group and the control group was significant.
Other than the improvement in their self efficacy, there was also significant change in their diet habits including removing
skin when eating poultry. Above all, the Hab1c of the participant have been significantly improved.

Conclusions:
HKSRCRN can work hand in hand with GPOCs to share their burden on empowering the persons with diabetes mellitus to
self manage their disease. In the long run, the demand for medical treatment will be less as these patients are better equipped
with self-management skills themselves.
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A Drug Safety Campaign to Make a Difference for
Community Elderly Care
Authors: Lai A 1, 4, 6, 7, Law C B 2, 4, Heung L W 1, 4, 6, Wong K C 1, 4, Kwan W S 1, 4, Mok K F 3, 5, Liu N 7,
Chan M 1, 4, 6
Institutions:Community Nursing Service1, Department of Medicine & Geriatrics2,
Department of Pharmacy3, Princess Margaret Hospital4, Yan Chai Hospital5,
Kwai Tsing Safe Community & Healthy City Association6,
Tsuen Wan Safe and Healthy Community Steering Committee7
Introduction:
Kwai Tsing (KT) and Tsuen Wan (TW) are two of the 18 Administrative Districts in Hong Kong SAR with 523,300 and
288,728 residents, respectively. There are 91 Old Aged Homes (OAH) providing 12,884 placements for elderly people in
these areas. KT and TW started safe and healthy community projects and adopted the settings approach to enhance safe and
healthy in the elderly homes (安健院舍) since year 2004. The programs were designed with standard criteria to ascertain a
safety management structure in place, together with on-site assessment as part of the accreditation process. So far 22 elderly
homes were accredited in KT and TW.

Purpose of the Project:
In 2008, with strong support from the Occupational Health and Safety Council (OSHC) and the Social Welfare Department,
the Kwai Tsing Safe Community & Healthy City Association and the Tsuen Wan Safe and Healthy Community Steering
Committee launched a 2-year Drug Safety Campaign for all elderly homes in KT and TW. The purposes are: (1) to establish
a safety drug management system; (2) to provide up-to-date information on drug safety practices for OAH staff;and (3) to
prevent drug incidents in the elderly homes.

Material & Methods:
To attract collaborative efforts, a Drug Safety Working Group was set up which composed of community nurses, geriatrician,
pharmacists, OAH staff and community partners. The Campaign included: (1) community nurses and pharmacists collected
baseline drug management practices in the elderly homes through self-assessment check list (appendix 1) and site inspection
audits; (2) a launching ceremony to attract participation and awareness; (3) a tailored-made training programs with a photo
guide and drug dispensing kits were provided to OAH staff by 1Q 2009; (4) a post-education audit with continuous review
on drug incidents would be carried out by 4Q 2009.

Results:
There are 173 self-assessment results on drug management practices in 53 elderly homes in KT and 29 elderly homes in TW.
The overall score is 45 over 50, ranging from 14 to 50. In addition to the site inspections, common problems were identified
and some of them were critical points. They are: (1) improper drug storage – over stocking drugs and keeping them in a
separated place without proper drug labeling; poor temperature control of the drug fridge because of no or non-functional
thermometer; (2) incomplete drug record – for eye drugs, no labeling the name of the resident and the start date over the drug
bottle; no record the drugs after follow up appointments in particular the drug route and the issuing institutions; no record of
drug allergic history; no record filing the prescription of Chinese Medicine into residents’ drug record.

Conclusions:
The Campaign is in progress. About 200 staffs were enrolled for the training on drug safety. The Working Group received
positive feedback; and the community nurses witnessed an increase of staff awareness and changes of drug management
practices in the elderly homes. The Campaign has demonstrated a bottom-up approach in promoting community health in
addition to the formal health services organizations. With the total commitment and dedication of our community partners,
we shall make a difference promoting safer and healthier elderly homes in KT and TW.
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Awareness, Prevention and Early Detection of Cognitive
Impairment (APEC) 先知先覺 智樂計劃
Author: Lee S H, Elsa, Siu W, Maggie, Cheng Y S, Gloria
Institution: Hong Kong Sheng Kung Hui Welfare Council,
Baptist Oi Kwan Social Service, Haven of Hope Christian Service
Introduction:
Senior population and number of people suffering from dementia in Hong Kong is steadily rising each year. It is estimated
that about 10% of the seniors in Hong Kong aged 65 and above are suffering from various kinds of dementia. Dementia
is a debilitating disease affecting a person cognitively, physically and psychologically. Early detection and intervention will
effectively delay the progression of the disease and enhances the quality of life of the sufferers and their caregivers.
The Simon KY Lee Fund for the elderly has funded 3 organizations to implement the APEC project in different districts in
Hong Kong from July, 2008 to Dec, 2009.

Purpose of the Project:
1. To identify potential sufferers of Mild Cognitive Impairment (MCI) and dementia.
2. To engage local people in the screening exercise and promote the culture of mutual care in local community.
3. To build up a network system in the community for early detection, intervention and referral of resources.
4. To enhance the awareness and basic knowledge on MCI and dementia.

Material & Methods:
Services will be provided in 3 levels:
Level

Material and Methods

Individual

• Screening test Including: Clock drawing, 3 things recall, Category verbal fluency test, subjective memory
complaint evaluation, GDS-4, Lawton IADL assessment;
• Intervention programs, such as referral to memory clinic, memory training groups, reminiscence groups
etc
• Educational activities, caregivers support groups, family-based counseling service, etc.

Family

Community • Training for volunteers recruited within the local community.
• Build up community support network among NGOs, public and private medical sectors, schools and
churches.
• Educational activities such as talks, road show, health check, inter-generation program etc.

Results:
As at March, 2009, we have run the project for 9 months, among the different districts, we have served:
• Over 1000 seniors were screened while around 300 have received different kinds of follow up service;
• Over 7500 caregivers or community people have joined our educational activities;
• Over 200 local volunteers were trained. They have been actively participating in the screening test and educational
activities. Their awareness and knowledge on MCI and dementia have been raised a lot.
• Different service support networks have been built within different districts. These networks have exerted their function to
identify, serve and support the people with MCI and dementia.

Conclusions:
This is only the half way of the APEC Project, we have confidence that we can make a difference. We can make the
community better and healthier to live.
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New Health Care Model – 							
Hospital Services Working with Community Partners 		
as a Team Improves Diabetes Care
Author: Siu S C1, Wong Y S1, Lau T2, Au S3, Wong D4, So A5, Li E6, Wong C7, Kam E8
Institution: Department of Medicine & Rehabilitation, Tung Wah Eastern Hosptial1
Department of Medicine, Pamela Youde Nethersole Eastern Hospital2
Department of Integrated Medical Service, Ruttonjee and Tang Shiu Kin Hospitals3
Community Services, Hong Kong East Cluster4
Community Rehabilitation Network, The Hong Kong Society for Rehabilitation5
Diabetes Hongkong6
St James’ Settlement7
Tung Wah Group of Hospitals8
Introduction:
Diabetes mellitus, a life long disease, is epidemic in Hong Kong. It causes many complications and the consequent health
care burden is enormous. Our current practice with hospitals and community resources working independently often fails
to provide adequate care to people with diabetes. We desperately need a new, effective and cost saving diabetes health care
model.

Aims of the Project:
To report on how we started the project and its progress.

Methods:
The diabetes services and the community services of the HKEC hospitals met with NGOs to figure out the project structure
and process. As patients were enrolled, the project was fine-tuned to integrate it with the usual diabetes care. Outcome
indicators were discussed.

Results:
Four NGOs with experience in diabetes care joined the project and together with the HKEC diabetes services, 24 programmes
catering psychological, social and exercise support were designed. Efforts were made to merge these programmes into hospital
clinical practices. At 15 months, a total of 840 diabetes patients had participated. Some patients showed marked improvement
of their diabetes control. However, difficulties were encountered in implementing the project.

Conclusions:
The new health care model may improve diabetes care, setting off a paradigm shift in the care for chronic diseases. Further
studies on the model are needed.
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