Extra Notes for the Lecture on
Introduction to Health Services in Hong Kong – (updated on 23 Sept 2011)
Government Spending (公共開支):

1) Education (21%)

2) Social Welfare (16%)

3) Healthcare (15.2%) – Dept of Health (2.5%) & HA (12.7%)

Mismatch of funding (in terms of G.D.P)

1) Public (~2.7%) for 91% In-Patient & 29% Out-Patient + Public Health

2) Private (~2.5%) for 9% In-Patient & 71% Out-Patient

Staff Overload => Moral is low

Crowded Environment => Nurses did the observation at the corridor

Driving force to change because people expect more when they get richer

Greater demand for better quality of services
Some terms:

補助醫院 - Subvented Hospital

東華三院 - Tung Wah Group Hospital

Some Key points for HA

推行以｀病人為中心＇文化 - Promote Patient centered care

完善病人投訴機制 - Transparent complain system

統一管理醫院營運制度 - Unify all hospitals

醫管局的職能 - Term of reference

設立公立醫院, 管理及發展公立醫院系統 - Set up and run the public hospital

就公眾對醫院服務的需求及應付該等需 求所需的資源，向政府提供意見 - Collect the demand and reflect to the Government
就公眾對醫院服務的需求及應付該等需 求所需的資源，向政府提供意見 - Training of new staffs including specialty training
公立醫院Public hospital

專科診所Specialty Clinic

普通科診所General outpatient clinic

家庭醫學專科診所Family doctor clinic

康復及外展服務Rehabilitation and outreach services
There are 13 Private Hospitals in Hong Kong
Money from Tax payer -> Government (through global budget總體預算) -> top pay over 90%
Self payment or out of the pocket payment - 用者自付
Use the Insurance to pay the private hospitals
Voluntary Insurance Scheme - 私營保險
Some keywords and major points:
Risk pulling, Risk selection
US Health-care Reform by Obama – because 60 Million citizens in US not insured (from Wiki – In 2007, 15.3% of the US population or 45.7 Million is not insured).
Market share 公私營分配
In-patient is most expensive (ICU cost $30000-$40000; where General OP bed $3000 per day)

Out-patient is relatively cheap. 

Guiding Principle - 醫療政策
“不會有市民因經濟原因而得不到適當的醫療照顧”
No body will be denied of medicine care and treatment because of a lack of means

Note: Appropriate care only (tricky clause) and also medicine is expensive, e.g. CA (medicine for fighting cancer) cost 600 per pill

Cost arises from:

1) Medicine;

2) Medical care;

3) Consultation;

Data to show the government’s subsidies:
· $100 for the first visit and $60 for follow up
· Percentage of subsidization (subsidy) is 82% - 97%
Prioritized the case and have them wait

Safety net for the 3 group of people

非綜援的三類人士
· 低收入人士

· 長期病患者

· 貧困年長病人
In summary:

Private Healthcare System (private pay) vs. Public Healthcare System (highly subsidized)

in-balance – sustainability
Patient have to wait

Efficiency in public or inefficient in private (famous doctor is expensive)
No choice of doctors in public, because we have to train the junior doctors

Driving Force -推動改革主因
· 老年人口增加 - Aging problem / population (Japan is ahead of Mainland China in 20 Yrs) Female longevity

· 醫療科技進步引致服務需求不斷上升 - New technology and new drug are expensive

Aging population -> More need for in-patient medical care

Global Budget -> pressure
Acute and Emergency 急症
Under privilege group 低收入人士和弱勢社群
Expensive technology – Liver transplant > $1M

Training 培訓醫護專業人員
Typical pattern for developed country who provide service to the citizen

Elite of the society -> salary account for 80% to attract the elite group of the society

Inappropriate care (extra CT-scan) for extra income
Management under finite budget
Clustering / uneven distributed / inequality of care (not fair)

In each cluster we have one major hospital – for more severe people, specific cases, no duplications, less wastage, repositioning of hospital, cost effective treatment.
Not in china, because of the lack of central funding.

Reduce Administration staffs, Concentration of cases,
Expertise can grow and platform to train the junior doctors, Patient safety
Community care
Re-habitation bed and old age home

Clinician: good patient care, they have a heart to their profession.
Customer-center/Clinician oriented
Bulk purchasing – resources sharing & higher bargaining power
Cheaper price, facilitate recalls, no kick back from the hospital, 

New drug/technology not equals to safe drug

Old drug may not be bad because of its long history and known side effects.
New drug may not be the best – no history and usually more expensive
Ensuring patient safety, and cheap (cost effective)

You have your own choice to get the best of it but pay by your own
Evidence-based approach => safety which is of utmost important
Doctor can generate demands – in-balance

Physician induced demand -> not a free market

Incident quarterly – transparency => AIRS 
Create a lot of mistrust -> time & pressure to the staff

Public-private partnership

e.g. Cataract Surgeries: Max 13000 (5000 subsidized) Normal: 15000

Hospital accreditation by 3rd party:

Have to benchmark with others, but cannot over do it.

Patient safety => people are more aware => quality services (pay for performance p4p)
For management point of view:
What cannot be measured, cannot be managed
Outcome:
Key performance indicators

Reward system

Incentive other than money
