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Person-centred Care — From Dream to Reality
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Set of 9 voluntary global NCD targets for 2025

Premature
mortality
Harfil from NCDs
armful use .
o aféohol 25% reduction Essential NCD
10% reduction medicines and
technologies
80% coverage
Physical
inactivity
10% reduction Do therae
‘and counseling
50% coverage
Salt/
sodium intake
30% reduction
Diabetes/
obesity
0% increase
Tobacco use Raised blood
30% reduction pressure @ ortaity and Morbidity

25% reduction Risk Factors for NCDs
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Global Monitoring Framework

Mortality & Morbidity Risk Factors National Systems Response

Unconditional probability of dying
between ages 30 and 70 years
from cardiovascular diseases, cancer,
diabetes or chronic respiratory diseases

Cancer incidence by type of cancer

Total nurber of related indicators in brackets

25

(7Y, World Health
%1V Organization
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NCDs are included in the global sustainable development
agenda for the first time.

3 of the 9 health targets under Sustainable Development Goal 3 on
health and wellbeing focus on NCD-related issues. The Framework
Convention on Tobacco Control (FCTC) is included as a means of
implementation target. This is an important shift in setting global
health and sustainable human deviopment priorities.

_ #2030Agenda
NCDAlliance ncdalliance.org




Getting to 2030: Global vision

By 2030, reduce by one third premature mortality from NCDs

2025 milestone: 9 voluntary global NCD targets

A

2018 milestone: Four time-bound commitments

Components of national NCD responses

Governance M Health systems

2011 UN 2014 UN WHO Global :
roical | | oucome | | weo cton | | N etins
Declaration on Document on Plan 2013- Pla
NCDs NCDs 2020 =
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Raison d’étre: NCDs dominate GBD

Communicable

maternal, perinatal and ( J
nutritional conditions
34%
Injuries
14%
[ ]
NCDs
52%
[ ]
Cardiovascular
diseases
37% Diabetes
mellitus
4%
Respiratory
diseases
8%
Malignant Other NCDs
neoplasm 23%

27%

Global causes of death before age 70 years

NCDs accounted for 68% of all deaths
globally in 2012

About 42% of all NCD deaths occurred
before age 70 years

Four killers accounted for 82% of all NCD
deaths:

- Cardiovascular diseases

- Cancer

- Chronic respiratory diseases

- Diabetes

WHO Global Status Report on Noncommunicable Diseases 2014



China

Both sexes, All ages, DALYs per 100,000

1990 rank

1 Lower respiratory infect

2 Neonatal preterm birth

3 Hemorrhagic stroke

2013 rank

1 Ischemic heart disease

2 Hemorrhagic stroke

3 Low back pain

4 COPD

4 COPD

5 Ischemic heart disease

6 Drowning

7 Diarrheal diseases

8 Self-harm

9 Low back pain

10 Neonatal encephalopathy %

oWy

NCDs accounted for 87% of all deaths in
Chinain 2014

Cardiovascular diseases, including stroke
and ischaemic heart disease, remain the
top killers
- High rates of smoking and
hypertension continue to drive the
epidemic

5 Lung cancer

6 Ischemic stroke

7 Neck pain

8 Diabetes

9 Major depression

10 Other hearing loss

Communicable, .
maternal, perinatal  [njuries
and nutritional &%
conditions
5%

Other NCDs
8%

Diabeatas
2%

Chrenic respiratory
diseasas
1%

Cancars
23%

Institute tor Health Metrics and Evaluation 2013

Cardiovascular
diseases
45%

WHO Noncommunicable diseases country profiles (China) 2014



Dietary risks

High blood pressure

Smoking
Air pollution

High fasting plasma

glucose
Alcohol use

NCDs are largely avoidable

Burden of disease attributable to 15 leading risk factors in 2010, expressed as a percentage of China DALYs

Digtary risks

High blood pressure
Smoking

Amblent PM pollution
Haougehold air poliution
High fasting plasma glucose
Alcohol use
Oecupational risks

High body-mass index
Priysical inactivity

High tatal cholesterol
Drug use

Iron deficiency

Intimate partner violence

Lead

Leading risk factors of disease

in China (2010)
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DALY's attributable to risk factors

Institute for Health Metrics and Evaluation 2013
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Hypertension~A Community Problem (o R u | e Of H 3 |V e Sn

JOSEPH A. WILBER, M.D. The major problem in achieving better control of hypertension
J. GORDON BARROW. M.D. in a community is based on the fact that hypertension is a silent
asymptomatic disease. Ignorance of the general population as
to the nature of elevated blood pressure, its morbid effects and
the methods of maintaining its control is widespread and con-
tributes to the large percentage of undetected and untreated hy-
pertensive subjects in a community. It is suggested that com-
munity screening programs combined with simplified diagnostic
evaluation and intense patient education and follow-up may
greatly increase the percentages under continuous treatment
and control.

Atlanta, Georgia

Census Population
/ 22,983 People over 15 \

Not Screened Screened
16,971 (73.8% census population) 6,012 (26.29%, census population)
Normotensive Borderline Hypertensive or Receiving
3,534 (58.89% screened group) 1,120 (18.69%, screened group) Treatment
1,358 (22.6% screened group)

“Unaware’’ Hypertensive Subjects ‘‘Aware’’ Hypertensive Subjects
: o X ) o - .
From the Cardiovascular Disease Control 263 (19.4% all hypertensive subjects) 1,095 (80.6% all hypertensive subjects)
Service of the Georgia Department of Pub- o ) ] L N
lic Health and the Georgia Regional Medi- / \
P . i
éi;ntr‘)ﬁ:mz;h:e?rug?: ”;isgi:fr:z?o;::igﬁ Not Receiving Treatment Receiving Treatment
Program. Also in part pursuant to Contract 317 (23.3 %ba.llcltw)pertensive 778 (67.3% all hypertensive
110.€9. . i subjects, . subjects
No. HSM-110-69-407 with the Health Ser (28.99, of the “aware’) 71.19 fich ) "
vices and Mental Health Administration, 770 (71.1% of the “aware”)
Department of Health, Education and Wel-
fare. Requests for reprints should be ad-
dressed to The Cardiovascular Disease
Control Service, the Georgia Department of T T T T T 'Net Yicontrolled” I “Controlled”
lr;ﬁgce'iig:a’ 3[”073;:11.n 1y Avenve, S-W.. At 289 (21.39% all hypertensive 'subjects) 489 (36.0% all hypertensive subjects)
’ (37.19, of those receiving (62.9% of those receiving
treatment) treatment)
Fhe American Journal of Medicine Figure 1. Status of the screened population at time of initial interview,

Volume 52, May 1972



Normal blood pressure
68.4%
(n=10,511)

Blood pressure

The size of the pie charts is
proportional to the sample size

All hypertensives,
blood pressure not under control
81.4%
(n=3,943)

Blood pressure level among
™. those with doctor-diagnosed
“.. hypertension

All hypertensives, All hypertensives,
. with medication, without medication,
blood pressure under control  blood pressure under control
N 13.6% 5.0%
Undiagnosed hypertension (n=661) (n=242)

53.8%
(n=2,608)

/ Doctordiagnosed
hypertenswn
46. 2%
(n=2,238).

Without medication
30.3%
(n=679)

Level 2: Management of hypertension

With medication.
69.7%
(n=1,559)

Not under control
57.6%
(n=898)

Level 3: Control of hypertension
Under control (<140/90)

42.4%
+k (n=661)

y bt -l Leung et al. Int J Epidemiol 2015

A Jockey Club Initiative for a Harmonious Society
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Rosean shift of whole distributions
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Prevalence, %

35

30

25
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Prevalence of diagnosed diabetes in HK, 2014

O Male
O Female

@ Both Sexes

Overall
10.3%
[ =T
20-29 30-39 40-49 50-59 60-69 70-79 80+ Total

Age group




Incidence, per 1,000 person-years

25

20

15
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Incidence of diagnosed diabetes in HK, 2014

O Male
O Female
@ Both Sexes

Overall
95
I ——
20-29 30-39 40-49 50-59 60-69 70-79 80+ Total

Age group




Potential burden

e Prevalence of 10.3% after adjusting for patients who
only use private care as at 2014

— unadjusted prevalence of 9.0%

* Hong Kong is the most and longest developed
Chinese city
— Conservatively assuming 36.4% are unaware as per US
—> actual prevalence rate of 16.2%



The Grand Convergence of Means

BRjing 2002




What have we done
about NCDs in HK?
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e4health.gov.hk



Hong Kong’s Action on
Salt and Sugar Reduction
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Protecting Hong Kona's health
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PRIMARY HEALTH CARE
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HEALTH FOR ALL
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Report of the Warking Party
an Primary Health Care

Primary Health Care

Now
More

Than
Ever

{2 World Health
¥ Organization
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Our partner for better health

Primary Care Development in Hong Kong:

Strategy Document

December 2010

1978

Public

\

Non-healthcare Sector in the
Community




Primary Care Initiatives NE E B ®

PRIMARY CARE

|
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HEALTH AND

= Care DH Department
CARE SYSTEM: oty of Hoalth

April 2013
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Providing care

Commission

Healthwatch
NHS
Q England Litieation

Authority

Local SR
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Wellbeing Health
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Care Information
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] i England
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Healthcare Products

Regulatory Agency AN\gp:nO‘*"
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REGULATION & SAFEGUPY
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Source: nhs.uk, 2013



D= CHCs FHNs
L Ontario

Year Mid-1980s 2001 2003 2005 2006

Physician Salary Blended Blended fee Blended Blended salary

Reimbursement capitation for service capitation

Governance Community Physician-led Physician-led Physician-led Mixed
Board

After-Hours Yes Yes Yes Yes Yes

Requirement

Accountability Yes No No No Yes

Agreements

Formal Enrollment No Yes Yes Yes Yes

Community Yes No No No Yes

Outreach/HP

Loss of Bonus No Yes No Yes Yes

Payment for outside
Primary Care Use



i  Primarycare Patient-centered care
Chaotic maze of care Planned care Payment reform

Source: http://www.ghinnovates.org/
Larson NEJM 2009



http://www.ghinnovates.org/

Who will deliver universal primary care?

17th GHWA Board
meeting reviews drafts

GLOBAL HRH STRATEGY: KEY TIMELINES (it 2 O
Third {final draft} of

8 thematic papers
. reflecting inputs of
Consultation at public consultation 18th GHWA Board
e PMAC 2014:8 and outcome of ™* meecting reviews
thematic working UNGA 2014 & synthesis paper
groups establishad with recommenda-
Public tion on global HRH UNGA 2015
World Health consultation on Sratagy defines
Assambly requests tha B thematic 5"5"'2“15
WHO DG to papers (launch evelopment
GH(U:A Board develop global at Cape Town Developmant agenda, goals
WDH;{;_? group stratagy on HRH health system of 0 draft WHO and targets
on = hS;:jang ey global stratagy
skl symposium)

TRARTER 1

16th GHWA Board
meating decides to trigger Pendush £ Collation of avidence and
process to develop a ; “;"d‘mf‘: axternal consultation WHO Global
global strategy on HRH - s o opportunities with member | Strategy on
thematic of 8 thematic sritas HRH adapted to
working groups| papers raflect RCs inputs
develop collate WHO Regional Committoas and outcome of
avidenca for UNGA debates {RCs) consider draft WHO UMGA 2015
papers with post-2015 Global Strategy on HRH
inputs from development ) 4
stakeholders agenda and goals
Development of synthesis

paper with overarching *~
recommendations

2014
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FOR THE 21" CENTURY:

A GLOBAL INDEPENDENT COMMISSION

Health professionals for a new century: transforming
education to strengthen health systems in an

interdependent world

Julio Frenk*, Lincoln Chen*, Zulfiqar A Bhutta, Jordan Cohen, Nigel Crisp, Timothy Evans, Harvey Fineberg, Patricia Garcia, Yang Ke, Patrick Kelley,
Barry Kistnasamy, Afaf Meleis, David Naylor, Ariel Pablos-Mendez, Srinath Reddy, Susan Scrimshaw, Jaime Sepulveda, David Serwadda,

Huda Zurayk

tit-
utions train about 1 million new doctors, nurses,
midwives, and public health professionals every year.
Severe institutional shortages are exacerbated by
maldistribution, both between and within countries.

Published Online
November 29, 2010
DOI:10.1016/50140-
6736(10)61854-5

See Online/Comment
DOI:10.1016/50140-
6736(10)62008-9
DO0I:10.1016/50140-
6736(10)61968-X

*Joint first authors

Harvard School of Public
Health, Boston, MA, USA
(Prof ) Frenk MD); China Medical
Board, Cambridge, MA, USA
(LChen MD); Aga Khan
University, Karachi, Pakistan
(Prof Z A Bhutta PhD); George
Washington University Medical
Center, Washington, DC, USA
(Prof ) Cohen MD); Independent
member of House of Lords,
London, UK (N Crisp KCB);
James P Grant School of Public
Health, Dhaka, Bangladesh
(Prof T Evans MD); US Institute
of Medicine, Washington, DC,
USA (H Fineberg MD,

P Kelley MD); School of Public
Health Universidad Pervana
Cayetano, Heredia, Lima, Peru
(Prof P Garcia MD); Peking
University Health Science
Centre, Beijing, China

(Prof Y Ke MD); National Health
Laboratory Service,
Johannesburg, South Africa

(B Kistnasamy MD); School of
Nursing, University of
Pennsylvania, Philadelphia, PA,
USA (Prof A Meleis PhD);
University of Toronto, Toronto,
ON, Canada (Prof D Naylor MD);
The Rockefeller Foundation,
New York, NY, USA



A landscaping assessment of China’s postgraduate primary
care medical training under the new “5+3” framework

Pop. density per sq. km

[ Jo-s0
[_]s1-100
[ 101-200
[ ] 201-300
[_] 301-500
[ ] so1-7s0

[_] 751-1,000
[ 1,001-1,500 * Study site visits

[ 1,501-3,000 @ Tertiary clinical medicine degree programmes

[_] >3,000 © Vocational schools/colleges 500 1000 km
| ]




Official documents issued by:

State Council * Official documents related to GP
Ministry of Health (MQOH) /
National Health and Family Planning Commission (NHFPC)

Ministry of Education (MOE)

2011

and State Administration of Traditional Chinese Medicine

Jointly issued by NHFPC, MOE, Ministry of Finance, National
Development and Reform Commission, State Commission Office of
Public Sectors Reform, and State Administration of Traditional
Chinese Medicine

I Wi

Outline for Standardized
Clinical Residency
Training System

e PR 1 o B= i T AL 55

Y%A
1995

Opinions on the
Development of General
Practitioner Education

RESHEZHEHELN
2000

2006

The Development of
Residency Training for
Specialists (Pilot)

1993

Implementation of Pilot
for Standardized
Residency Training

1998
Pilot Work for
Standardized General

Practitioners Training

e R o B VA £ B Program ETFEEHERS
PRAT M %ﬂ;&}ﬂ;ﬂ?ﬁﬁ{c%wl* I3k & T fER9iE A
AT

Outline for Standardized
General Practitioners
Training Program

£RLE T L ) K g0k

The Measures for Certificate
Issues in Standardized Clinical
Residency Training system

(Trial Implementation)
leREREIFI L EIIEHE
FEMEEESE (MT)

Guideline on Setting up

Opinions on Establishing
Standardized Residency

" Trainin
loin‘tlvissued b‘{ NHFPC & MOE General Practitioners %?Egv{f[ﬁli'ﬁﬂﬁfﬁ
Jointly issued by NHFPC, MOE, Ministry of Finance, National SteT T oRE ZIFHENRESERL
Development and Reform Commission, Ministry of Human Resources % ek E% - #
and Social Security, State Commission Office of Public Sectors Reform, EHENESER * 2013

Approval of the First Batch of
Clinical Medicine
Professional Master's Degree
for Training Reform (Pilot)
T HEE e R E
T E R EEFEN
ME R AR AE A

2013

2012

Approval of the First Batch of Excellent Physician
Education Programme
FTHEE M EREEHEEFITRTE
A BT RER

Opinions on Medical Education Reform

ATERBEREZHEZSAFNETERL

Opinions on Implementing Excellent Physician
Education Program

FFLRERELAHFERITUNERL

Benchmarks of Standardized Residency Training
for General Practitioners (Trial Implementation)

SREEMEHERITE GRFK

Benchmarks of Residency Training for
Assistant General Practitioners

HELREESIRE (RN

Opinions on Deepening Medical
Education Reform

XTEZMEREEREZA
FRFNENEL

= 2014

Change of 7-year Clinical Medicine
Programme into Integrated”5+3" Model

AT tEFlEREZHEIRESN
“5+3” —fEU AN EFUETEMEN

2015

2014

Resident Doctor Standardized Training

Management Methods (Trial Implementation)

R ERATEAFINERE G

Entry Criteria for Authorization of Institutions of

Standardized Residency Training
(Trial Implementation)

fE EFREAZIER N ERE 4T

Requirements of Standardized Residency
Training Bases

FF T EREMAEI S EmERT
{EBIE A

Benchmarks and Connotations of
Standardized Residency Training
(Trial Implementation)

FEREMATELEZINAESFE GRT)



" n * Foreign-Language Proficiency Examination & Standardized Qualifications Awarded
Befo re 5+3 Professional Examination
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Licence to Certificate of

Certificate of Graduation “~/iE = Recognition of degree holder's education experience Practice Graduation

Year 5 6 7 8 9 10 11

8-year Joint Study of Bachelor Doctor of Clinical
and Doctoral Degree J J Medicine Degree

i RS 7 % i L fir

\ 4

B4l A i

7-year Joint Study of Bachelor
and Master Degree

TEE ) A& 3

Master of Clinical
J J Medicine Degree
I A B 2 Ml i - 2 43

Professional
Master Degree

el il = 24

Optional Path Master/Doctor of

* *
5-year Bachelor Degree M| Residency ﬁelsidencv ’ J Clinical Medicine Degree
SERH A} Training 3 years || Training 3 years W R B 2 i B/ 2
Stage | Stage |l
Bachelor of Clinical
J J Medicine Degree
PR % M 3 S fr

National Medical Licensure Exam National Postgraduate Entrance Examination Application of Equivalent Academic Attainment of Master/Doctor of

B= I B 4% 5 of E B LA A SR Clinical Medicine Hig Il FRE % T k%% (Bt /f4) 5

National College Entrance Examination (NCEE)
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POSt N5+3H * Foreign-Language Proficiency Examination & Standardized Qualifications Awarded
Professional Examination — -

SMERFH RN LTI EMEREEKTFEEG R R : Licence to | Certificate of | Clinical Medicine

Practise Graduation

Certificate of Graduation “£/iE = Recognition of degree holder's education experience . .
i FIUNE S

Year 5 6 7 8 9 10 1

8-year Joint Study of Bachelor ns
and Doctoral Degree Standardized DO':?T of Clinical
Residency Training Medicine Degree

\ 4

E‘ B4F il A< 18 3% 2 AR B 2l
g Wt == fr
Fg:

S ¥ :

R Joint Study of Bachelor and

£ i"ﬁ’ ’ Master Degree (Integrated 5+3)

£ “5+37 —ik{k AWy Standardized

5 4 Residency Training

o U

§ é’g Master of Clinical
= Medicine Degree
e

w ;L‘.]., Professional llﬁ%%ﬁﬁﬂk
g‘:, lq,]t. Master Degree Tt

2 TUEEEN

Q Standardized

t_L; H'EJ Residency Training

g A

.0

S ’ 5-year Bachelor Degree Master of Clinical
2

54F ffill A~} *~ Medicine Degree
v v I HRESE L

Bl =447
Standardized
Residency Training Bachelor of Clinical

Medicine Degree
PR EEE
= ==

Residency Training Final Exam

B BRI AT AL B I 3

National Medical Licensure Exam National Postgraduate Entrance Examination Application of Equivalent Academic Attainment of Master of Clinical
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Training locaiton Specialty Length of rotation (Month)
GP Assistant GP
Hospitals Internal medicine 12 85
Emergency 35 25
Neurology 2 2
Pediatrics 2 1
Surgery 2 1.5
Gynecology 1 1.5
Psychiatry 1 0.5
Dermatology 0.5 0.5
Ophthalmology 05 0.5
Otolaryngology 0.5 0.5
Infectious Diseases 0.5 0.5
Rehabilitation Medicine 05 0.5
Traditional Chinese Medicine 0.5 0.5
Other Elective 05 -
Subtoral 27 20.5

Grass-roots Health
Care Institutions

1. Theory learning: Medical ethics and 1. Theory leaming: basic theories of GP,
communication, law, clinical research, behavioral and psychological issues and
theories of clinical medicine. General communication at primary care settings.
practice, community health service and 2. Clinical services: training of basic clinical
public health. skills, diagnosis of common diseases and

2. Clinical skills: the detailed requirements is critical illness.
determined by the specific clinical 3. Primary care and public health: preventive
specialty the trainee is rotated to. health care, common chronic disease

kc]jnica] practice at primary care settingy \management, emergency managernent./




3-4 year 4-year Doctor of
Undergraduate Medicine
A4FH AR AL B 2 ~ Canada

5-6 year Bachelor of Medicine and Hong Kong

Surgery Degr VI CIE!

5-64E il 44 UK / Singapore

6-7 year Doctor of Medicine Degree

- THEHI 2 - Taiwan

6 year Doctor of Medicine
64F il B 21 -1

8-year Joint Study of Bachelor & Doctor of Clinical Mainland China
o ke c = 1MNe
Medicine 84l 4 M %%
Joint Study of Bachelor & Master of
Clinical Medicine (Integrated 5+3)
“53" — B FUUEEE | Mainland China

Professional
5-year Bachelor of Medicine Master Degree

54 AR} Mainland China

5-year Bachelor of Medicine

- Mainland China

Formal postgraduate
training in family medicine
or general practice



Key Issues Arising

More than a hundred flowers currently bloom

1.1. Different schools have different starting points

1.2. Different impact on pre-existing admission tracks

1.3. Standardized assessments that should befit standardized residency training
Vying for primacy: academia vs hospitals

2.1. Locus of control

2.2. Job markets ultimately guide trainee behavior
Where does one find the founder generation of GP trainers?
3.1. Insufficient number of GP training bases

3.2. Lack of GP department in most training institutions

3.3. More rotations for GP training

3.4. In need of more qualified GP trainers

3.5. Minimal incentives for GP trainers

Are there willing GP trainees?

4.1. Mismatches along the training supply chain

4.2. In need of a national matching system

4.3. Difficulties in filling GP training posts

4.4. Avicious cycle hindering development of GP specialty



A
" Direct costs:
-E.{EEU 3 ing Ef' ortion
: Include the costs
fan foés ol gr covered
SEHI'I(E;
Extend to noole i
non-covere
Lervices:
- which services
Population: who is covered? are covered? WHR 2010

Three dimensions to consider when moving towards universal coverage

Services that A Y axis represents
1. UHC cube entail acost | direct costs,
to the user specifically the
proportion of all
3. HRH cube: theoretical coverageby | healthservices not
<'__ "availability” of health workforce / requiring a fee at the
: point of service.
E Gaps in
essential
/ services
B e .~ 7 axis represents the
Population needing Population: Who is provided effective coverage? Xis1ep ,
services butnot <@ > proportion of essential
covered Effective coverage gap services covered.
<

X axis represents the population, specifically the percentage of the population covered by health services. Campbell et al. Bull WHO. 2013



20+ years of plans and counting...

1999 Harvard Report — Social 2008 Your Health, Your Life — Review of
insurance; vertically integrated MCOs health financing typologies; health services
in both public and private sectors reform vis-a-vis primary care and informatics
75 o1 U PRI 2B AR AT
: 3 A Lifelong
kﬁifﬁ;ﬁﬁf??‘? Investment in Health
(020) GG R e i i i
Improving Hong Kong's

TOWARDS Health Care System:
BETTER Why and For Whom?
HEALTH W By The Harvard Team®

{Executive Summary

© Frrakers amd Frdlems of Harvast Lollege.

1993 “Rainbow Report” — Income- 2001 Lifelong Investment in Health — 2010 My Health, My Choice — “Health
dependent graduated percentage subsidy, “Health Protection Accounts”, i.e. Protection Scheme”, i.e. voluntary,
itemised charging for semi-private Singaporean-style medical savings regulated private insurance with an
services and coordinated voluntary accounts without the insurance component emphasis on post-retirement care

private insurance
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