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To evaluate the effectiveness of EHCCS

Hospital Utilization Rate

1 year before and after admission

Service users receiving EHCCS with WCHH support for 2 1 year



From 1 Jan 2014 to 31 Mar 2018, 84 service users were eligible
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Gender Impairment
level

Male Female Severe Moderate
43% 57% 29% 71%



Hospital Utilization
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Highlights of Multidisplinary Approach
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Chronic Disease Management

Community «— Hospital

Health Monitoring Referral to
& Education Allied Health Professionals

Health talk to Clinical
Health workers Admission



Wound management

Community «— Hospital

Wound dressing
Close monitoring of wound condition
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Education on advanced wound care Special dressing materials



Pre-discharge Planning / Post-discharge Follow-up

Community «— Hospital

Pre-discharge assessment
(problem solving/ decision
making/ care planning)

Arrange follow-up actions with

allied health professionals On-site Carer Training



Soclal Worker

Community «—— Hospital

» Liaise with/ persuade service users/family on the need of medical

interventions
e.g. clinical admission, unplanned admission, medical treatment plan.

» Close partnership with WCHH nurse to carry out appropriate nursing care

e.g. wound care, apply funding for deprived cases E :

» Develop Long term care plan for frail
service users/ family with HA (palliative nurse)
and WCHH nurse

» Provide good education to carers/users and
avoid unnecessary admission.

» Early detection of case problem and seek
appropriate intervention




Occupational therapy

Community «— Hospital

e Complimentary Treatment:
Class for client with high rehabilitation potential and client
discharged from hospital/day hospital




PT Service in EHCCS

Immediate PT Rx

Tailor-made Home
Exercise

Home AX &
Carer Education

PT class

Pain Relief,

Rehabilitation &
Maintenance Exercise
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OT Interventions

* One-to-one Individualized Cognitive Training

« Hand Function Training

Home Modification

e Preventive Measures for Pressure Sore




Community €= HA collaboration

» Communication with Medical & Nursing Professional
e.g. Letters on rehabilitation progress

» Communication with Allied Health Professional
e.g. P&O about AFO / lower limb prosthetics, dietitian

o® e S
r‘-\
Tung Wah Group of Hospital - . .
ed Home & Community Care Service (Eastern Distriet) - |
. o .o

-

[ Fats Doy | Name 22 A Sum Do AUTRTCEY A =

———— Agerse M/ EHCCSNe: (014
w e e
| Assessment - ul dbzenied. |

= ege of movoent g~

o
“Referral——— '
i — Podiatry
ction | T ik ll_jgt-ti,.eli: bl Y2
. B T por DXl £ 1A e, -
= p il a R 2 i (75

14



Shared Care Records
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