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Chapter 1 Introduction

11

1.2

According to the Institute of Medicine (IOM), patient-centred healthcare
(PCH) is “care that is respectful of, and responsive to, individual patient
preferences, needs and values™. It is personalized care that provides the
chance for patients to choose whether and to what extent to have control over
their health care decisions (Cropley, 2012; Hudon et al., 2011). Recently,
growing empirical evidence shows that implementation of PCH may
contribute to a series of positive outcomes such as improved quality and
safety of care (Isaac et al., 2010; Wolf et al., 2008); enhanced emotional
health status and life satisfaction (Steward et al., 2000; Wolf et al., 2008);
and lower readmission and referral rates (Cropley, 2012). Owing to the
positive effects of PCH, an increasing number of healthcare organizations,
research institutions, public policymakers, and patients themselves all over
the world have been interested in examining PCH. There is an also increasing
recognition of the importance of fostering compassionate, respectful and
dignified healthcare.

The study, consisting questionnaire surveys in 862 patients with chronic
conditions and telephone interviews with 20 self-help organizations (SHO’s),
aims to examine the development of PCH in Hong Kong public hospitals by
comparing the patients’ subjectively-perceived views towards its past,
present, and expectations for future in terms of right to know, respect, choice,
support, involvement in relevant policymaking process and access to
information. In addition, this study attempts to identify the perceptions of
PCH in Hong Kong among different disease groups of patients. Findings of
this study are of great significance to enable health policy debate and to
facilitate evidence-based policymaking.

Background of the survey

13

Based on the Declaration on Patient-Centered Healthcare (IAPO, 2012)
published by the International Alliance of Patients’ Organizations (IAPO)
in 2006, the Alliance for Patients’ Mutual Help Organizations (APMHO)
and the Community Rehabilitation Network of the Hong Kong Society
for Rehabilitation (CRN) had launched a survey project named “The
implantation progress of patient-centered healthcare in Hong Kong” ( " A4
B | (EEEMEEIEA) between December 2011 and September 2012.
Two surveys were conducted from December 2011 to May 2012 and
3



re-validated.
1.4 The objective of the survey project is to:

(@) Compare the patients’ subjective views towards six critical domains
with reference to evaluation of the past situation, present condition and
future expectations.

(b) Set up a base line for measuring the implantation of patient-centered
healthcare in Hong Kong with the effort of patients from different

patients’ self help organizations.

(c) Serve as the protocol for future advocacy work

(d) Serve as a significant event celebrating the 20th Anniversary of the
APMHO.

15 In the Declaration on Patient-Centered Healthcare published by the IAPO

in 2006, it proposed five principles which health care should based on:

(@ Respect

(b)  Choice and empowerment

(c) Patient involvement in health policy

(d)  Access and support, and

(e) Information provision

Research Methodology

1.6 The survey consists of 2 parts: (a) Self-reported questionnaire filled by
members of SHO’s affiliated to the APMHO (quantitative research), and (b)
An in-depth telephone interview with the representative of the executive
committee members of SHO’s affiliated to the APMHO (qualitative
research).

1.7 Both the self-reported questionnaire (Chapter 3 Data  Analysis

for Quantitative Survey

3.1 Among the 862 completed questionnaires, 492 (57.1%) were under the age
of 60 whereas 339 (39.3%) aged 60 or above. On the other hand, 355 (41.1%)

4



3.2

3.3

3.4

were male whereas 498 (57.5%) were female.

They reported chronic conditions or illness as follows: brain trauma (24%);
neurology (15%); rheumatology (17%); visceral disability (9.3%); spinal
injuries (4.3%); visual or hearing impairment (3%); mental illness (4%);
cancer (3%); and others (2.6%).

As for their self-care ability level, 36 (4.2%) rated themselves as dependent;
348 (40.9%) rated themselves as partially dependent; and 467 (54.9%) rated
themselves as independent. In addition, 9 (1.1%) participants rated their
mobility level as bed-bound; 286 rated themselves as assistance needed when
walking; and more than half (n=555; 65.3%) stated that they could walk
without any aid.

Patients’ perception of PCH

(@)

(b)

(©)

(d)

(€)

Among the six domains for PCH, patients rate the following in the
descending order (Table 3.1): (1) HCP’s attitudes toward patients and
family members; (2) patients’ right to know the real situation; (3) HCP
support and encouragement; (4) patients and families’ right to access
different treatment choices; (5) provision of relevant information and
resources; and lastly (6) patient involvement in the formulation of
health and medical policies.

For all six domains, there is a trend that the patients rate the present
situation (total score = 18.85) better than the past situation (total =
17.32), whereas the future situation (total = 24.98) also better than the
present one.

With reference to people with different self-care abilities, people with
higher self-care ability tend to rate higher than people with lower
self-care ability. People with higher activity level also tend to rate
higher than people with lower activity level.

People with higher ages tend to rate the current medical system higher.
People with the chronic illness earlier than 2002 also rate higher than
those who attain the illness after 2002.

As far as the satisfaction is concerned, the highest rating is the service

from rehabilitation agencies and self-help organizations (mean = 3.51),

followed by fee (3.46), service from paramedical services (3.37),
5



treatment quality of doctors (3.32), support from medical social
services (3.18) and the waiting time (2.49). It shows that patients in
general would like to have a shorter waiting time. The total mark for
satisfaction is 19.4/30, i.e. 65%, which is not a high satisfaction rate.

Table 3.1

Patients’ Perceptions of Various PCH Domains

Patients’ Perceptions of PCH

Ratings for the Ratings for ~ Expectations for
PCH Domains Past (Mean)  Present (Mean) Future (Mean)

1. patients' right to know the real situation

about their illness 2.99 3.27 4.24
paired sample t-test 0.28*** 0.96***

2. HCP's attitude (respect and courtesy)

towards patients and their family members 3.27 3.4 4.18
paired sample t-test 0.14%** 0.77%**

3. patients and their families’ right and access

to different treatment choices 2.91 3.14 4.17
paired sample t-test 0.23*** 1.03***

4. HCP's support and encouragement for

patients 3.07 3.27 4.17
paired sample t-test 0.21%** 0.91%**

5. patient involverment in the formualtion of

health and medical policies 2.39 2.7 4.02
paired sample t-test 0.31%** 1.33%**

6. provision of relevant and useful information

and social resources 2.79 3.06 4.17
paired sample t-test 0.27*** 1,12%**




Chapter 4  Data Analysis for Qualitative Survey

4.1

4.2

Interviewees were instructed to share four questions (Appendix Il for the
questions). In question 1, they were required to rate the development of the
implantation progress of patient-centered healthcare in Hong Kong with a
5-point scale (1 being no progress whereas 5 being excellent progress).
According to Table4.1, among the 20 interviewees, the average score was
2.65. The mode is 3, maximum is 4 and minimum is 1. There is no 5.

The scores in question 1 reveal that among patients, there was certain
improvement in patient-centered healthcare in the past 5 years, but the rate of
improvement was not substantial enough. The progress is by and large
viewed as fair only from the modal scores. This observation matches with the
result showed in the quantitative survey.

Table 4.1
General perceived progress of healthcare system when compared 5 years ago
Score N %
1 (no progress) 1 5
2 (little progress) 6 30
3 (fair progress) 12 60
4 (some progress) 1 5
5 (excellent progress) 0 0
Total 20 100

Principle in counting the responses

4.3

4.4

4.5

It is not easy to differentiate the three hierarchical levels of concerns, i.e.
Area (3f7H) -~ Domain (#ifE) ~ task (JHH) — the same item could be
mentioned by the interviewees in all three questions during the interviews.
Thus the responses for these three questions are analyzed together.

If the item is mentioned again in more than one question, it will be counted
separately.

For questions 3 and 4 (domains and tasks), as the questions are not specific,
therefore the number of items raised by different interviewee is different. All
the items raised by the interviewees are all counted.



4.6

The statistical result is listed in Table 4.1.

Table 4.1
Major areas, domains and tasks that the current Healthcare System should work on in
descending order

Item

Major
area

Domain Tasks

Total
counts

10.

11.

12.
13.

14.

15.
16.

Lower patient’s financial burden for
medication and other area

Increase the number of medical professional
Ensure or raise the service quality and type of
service

Reduce the waiting time of follow-up
consultation

Promote the patient’s right in information,
participating in policy making and other
related rights

Enhance the self-help ability of the patients,
the ability and capacity of their care-taker
Settle the Healthcare Financing Reform
Educate the public and promote "Prevention
is better than cure™ ideology

Prepare for the ageing problem and long term
health care burden

Pay attention to some minority illness about
their needs and difficulties

Reactivate the promise of the government for
taking care of the SARS patients

Educate the public about organ donation
Expand the kind of service of public health
care system

Synchronize the drug labeling system and
make it more disability friendly

Improve the air quality

Popularize the merge of Chinese and Western
medical therapy

8

15

9 11

28

25
18

14

11




4.7

4.8

Among the 16 mentioned items, 4 out of the top 5 items fall into the principle
of “Access and Support”, which include:

(a)
(b)
(©)
(d)

Reducing patient’s financial burden for medication and other area;

Increasing the number of medical professional;

Raising the service quality and type of service; and

Reducing the waiting time for follow-up consultation.

From the perspective of the interviewees, barriers exist which deter patients
from getting quality services. These barriers include:

(a)

(b)

(©)

Insufficient medical professionals:

Long waiting time for follow-up consultations. Interviewees
were worried that they would miss the golden period for
accepting proper treatment. Otherwise, the condition may get
deteriorated or even possess other complications; and

Short consultation time. Patient may be not able to enquire all
the guestions they have got. Interviewees felt that their right to
know about their own condition and choice for possible
treatment options being infringed.

Different doctors managing the same case at different contact points:

The doctor may lack the holistic view or fully understanding
about their situation. Advice or treatment provided by an
individual doctor depends on the current situations. They are
often ad-hoc and sometimes not the best option;

Advice obtained from different doctors contradicts to each
others. Patients are confused;

Doctor-patient relationship cannot be strengthened as each
time is a new visit; and

Doctors in general tend to ignore psychosocial stresses arisen
by the illness as they only focus on the medical aspects.

Patients experience financial difficulties for obtaining better drugs with

9



fewer side effects or more advance treatment methods

(d) Patients do not fully understand the treatment modes and treatment
direction.
4.9 Besides, the result also reveals that patients in general would like to give a

strong voice to the Healthcare System in Hong Kong. They raise several
paramount needs:

(a)

(b)

(©)

(d)

(e)

Increase the manpower of medical professional by:
i Increasing the number of training quota;
ii. Increasing the number of recruitment;
iii. Retaining public doctors by various measures;
Iv. Lowering the criteria for recruiting oversea doctors; and
V. Establishing a specific committee for formulating long term

medical policy.

Set up a registered system for community health workers including
nurses and social workers.

Purchase more state-of-the-art medical apparatus and pharmaceutical
products vis-a-vis private hospitals.

Include drugs with less side effect into the HA Drug Formulary.

Provide financial aid for patients:
I to subsidize medical apparatus and pharmaceutical products;
ii. to subsidize private medical service;
iii. to provide transportation allowance or discount; and

iv. to streamline the application procedure for subsidy.

4.10 Right of the patients is another concern among patients. The rights included:

(@ Right to know more about the side effects of different kind of medicine.

10



(b)

(©)

(d)

(€)

With the misunderstanding of the medicine, many patients stop taking
medicine with their own decision;

Right to participate in formulating the HA Drug Formulary;

Right to request the doctor to explain clearly the medical reports to the
patients;

Right to discuss with doctor about the health condition in more details
so that the patients can make self-conscious choices about their

healthcare; and

Improve the mechanism in handling complaints.

11



Chapter 5  Discussion

5.1

5.2

5.3

Patients are positive on all six PCH dimensions, and they felt that the six
aspects have all improved in the past five years while their expectations for
its improvement in the coming five years are extremely high.

The priority of needs is different in people with different self-care abilities,
mobility levels, age, and duration of chronic illnesses. When the principle of
PCH is observed, the healthcare system should be sensitive to the different
needs of different types of patients.

The healthcare system is evaluated by and large as “some progress”. The
quality of the healthcare system can be improved by a more coherent
treatment plan by different professionals, increased medical professionals,
more consultation time, financial aids for patients in need and enhanced right
to know.

12



1.8

1.9

1.10

111

1.12

1.13

1.14

1.15

Appendix 1) and the individual interview guideline (Appendix II) were
prepared by the APMHO.

Both questionnaires and interviews were conducted and completed between
December 2011 and March 2012. For the quantitative survey, there were
about 1000 distributed questionnaires with the assistance from the CRN, and
862 were completed (Completion rate = 86%) with 158 online input directly
through Internet. For the qualitative survey, 20 individual in-depth telephone
interviews had been conducted by two interviewers from the APMHO.

For the qualitative survey, participants were selected by APMHO
representing 20 SHO’s out of 43 SHO’s and 18,500 patients out of 40,000
patients of the Alliance in Hong Kong

The inclusion criteria for the qualitative survey are: (a) diagnosed with at
least one chronic illness; (b) use services in public medical healthcare system;
and (c) cognitive capable to understand the questionnaire.

Ethical consent procedures were carried out by both APMHO and CRN
during data collection.

The questionnaires were conveniently distributed to the target participants
when they came to the CRN centers for participating activities organized by
their affiliated SHO’s. Completed questionnaires were collected immediately.
APMHO also notified the individual SHO’s to encourage their members
sending in their input through the Internet Questionnaire.

For the telephone interviews, the target participants were all leaders of the
SHO’s. Questions were discussed interactively over the phone with the
respective leaders and the interviewer was responsible for transcribing the
interview on the questionnaire form. The transcribed form was sent via email
to the interviewee who would discuss among executive committee members.
The result of the discussed form in each SHO was returned to the interviewer
V.

Descriptive data of both the quantitative and qualitative parts were generated
by the person-in-charge of the survey from the APMHO.

13



1.16

1.17

1.18

Data had been inputted and analyzed by the APMHO and the CRN between
February and March 2012.

The first preliminary survey and the phone interviews results were prepared
on 27 March 2012 during the meeting of the APMHO.

The EXCEL3 project of the University of Hong Kong (HKU) was invited
by the APMHO to validate the survey results and prepare the first version of
this survey report for the further processing of APMHO and CRN.

Measurements for Quantitative Survey

1.19

1.20

A six-item form of PCH was used. Informants are requested to rate the
subjective experiences of the following items three times, i.e. five years ago,
present and future expectation. The six items are:

(@) Patients’ right and access to information;

(b) Health Care Professionals’ (HCP) attitude (respect and courtesy)
towards patients and family members;

(c) Patient and their families’ right and access to different choices;
(d) HCP support and encouragement to patients;

(e) Patient involvement in the formulation of health and medical policy;
and

(f) Provision of relevant and useful information and social resources from
HCPs and the hospital.

For the satisfaction towards current medical system, informants are requested
to rate the current medical system in terms of:

(@) Fee;

(b) Doctors’ treatment quality;

(c) The services by paramedical professionals;

(d) The support from medical social services;

(e) The waiting time; and

14



(f) Services from rehabilitation agencies or self-help groups.

Scope of Validation

1.21  The scope of validation conducted by the HKU includes the research
methodology and data re-analysis of both qualitative and quantitative studies.

15



Chapter 2 Evaluation of the Research Methods

Self-report questionnaire (Quantitative Survey)

Design of the questionnaire and the reliability of the measuring tools selected

2.1

2.2

2.3

2.4

2.5

2.6

Please refer to Appendix | for the questionnaire content.

Questions used in the questionnaire of the survey have high internal
consistency (alpha value between 0.84 and 0.93). It shows that the
questionnaire has a satisfactory reliability. Besides, the result could be
generalized to the populations, which are the people with chronicle illness.

Questions used in the questionnaire are designed base on the Declaration on
Patient-Centered Healthcare. It provides an evidence base foundation and a
framework for the survey. It is suggested that the same framework provide
by the literature could be used in the data analysis part.

For the questionnaire, it provides 2 options about the role of the participant:
“Patient” or “Care-taker”. In the original data analysis, all 862 completed
questionnaires (688 from patients; 139 from care takers; 35 status unknown)
are analyzed together. It is suggested that the data could be divided into 2
separate groups, patient group and care-taker group, during data analysis.

For question 9 in the questionnaire, it requires the respondent to score the
service level for 5 years ago. It is suggested that those respondent who
suffered from the illness for 5 years or less should be eliminated.

For question 9 in the questionnaire, it requires the respondent to score the
service level for 5 years ago. The reliability for 5 years of memory of the
participants will be in doubt. It is suggested that a longitudinal study should
be conducted instead of trajectory or post-hoc evaluations

Sampling method of the survey

2.7

The questionnaires were distributed to the respondents when they were

present in CRN centers for participating event of their self-help groups. The

questionnaires were collected immediately afterwards. The result of this

sampling method may bias towards those individuals with higher physical

mobility, better health situation and higher engagements in self help
16



organizations. It is suggested that more data collection methods could be
used in order to enhance the randomness and thus the finding generalizability.
Examples included are mailed questionnaires, data selection by random
draws, or online questionnaires, could be used in order to raise the
randomness.

Respondent rate of the survey

2.8

2.9

The sampling size (n=862) of the quantitative survey is satisfactory. The
estimated size of the population of each group — Patient and care taker — is
suggested to be indicated in the report as well.

The incomplete questionnaires or rejected rate of the surveys have not been
recorded.

Telephone Survey (Qualitative Survey)

Design of the questionnaire and the reliability of the measuring tools selected

2.10

211

2.12

2.13

For question 1, the 5 point Likert scale ranges from no progress to excellent
progress (1 being no progress, 3 being average, 5 being excellent progress).
It is recommended that backward or negative progress should also be
included in the scale.

The use of the constructs for each level (area, domain, task , i.e. 55 ~ FifE
JHH) was defined but not clearly understood by the interviewees. This
results in similar responses in different levels. For a hands-on interview, it is
not easy to administer the conceptual differences for three levels. It is
suggested that only two levels of constructs would be adopted and the
constructs are also well-defined with examples before the commencement of
the interview.

The use of the two interviewers with one handling the same disease groups
of three to conduct all the telephone interviews is good. This could avoid the
error lead by the difference between each interviewer. However, there is also
a concern that the same interviewer may pose certain bias or sensitivity
towards a particular type of answers. The interview data is suggested to be
analyzed by at least by two persons and the inter-rater reliability can be used
to enhance the trustworthiness of the result.

The result of the discussion in each SHO is reported by one of the
17



2.14

representative after the discussion of the questions inside the organization.
Although it was explained to the person that he or she represents the
organizations, he or she may represent himself or herself subconsciously.
Sampling method of the survey

Organizations with different maturity are included in this study: years of
history and number of members. This may raise the reliability of the survey
when making comparisons.

Data recording methods

2.15

The conversation of the telephone interview is recorded as summary by the
interviewer. The interviews were tape recorded and transcribed on the
questionnaire form. The audio-record could allow at least one more person to
perform analysis with the same set of data. The conclusion of each analysis
could then be compared thus a more objective conclusion could be obtained.

18



Chapter 3  Data Analysis for Quantitative Survey

3.1

3.2

3.3

3.4

Among the 862 completed questionnaires, 492 (57.1%) were under the age
of 60 whereas 339 (39.3%) aged 60 or above. On the other hand, 355 (41.1%)
were male whereas 498 (57.5%) were female.

They reported chronic conditions or illness as follows: brain trauma (24%);
neurology (15%); rheumatology (17%); visceral disability (9.3%); spinal
injuries (4.3%); visual or hearing impairment (3%); mental illness (4%);
cancer (3%); and others (2.6%).

As for their self-care ability level, 36 (4.2%) rated themselves as dependent;
348 (40.9%) rated themselves as partially dependent; and 467 (54.9%) rated
themselves as independent. In addition, 9 (1.1%) participants rated their
mobility level as bed-bound; 286 rated themselves as assistance needed when
walking; and more than half (n=555; 65.3%) stated that they could walk
without any aid.

Patients’ perception of PCH

(f) Among the six domains for PCH, patients rate the following in the
descending order (Table 3.1): (1) HCP’s attitudes toward patients and
family members; (2) patients’ right to know the real situation; (3) HCP
support and encouragement; (4) patients and families’ right to access
different treatment choices; (5) provision of relevant information and
resources; and lastly (6) patient involvement in the formulation of
health and medical policies.

(g) For all six domains, there is a trend that the patients rate the present
situation (total score = 18.85) better than the past situation (total =
17.32), whereas the future situation (total = 24.98) also better than the
present one.

(h) With reference to people with different self-care abilities, people with
higher self-care ability tend to rate higher than people with lower
self-care ability. People with higher activity level also tend to rate
higher than people with lower activity level.

(i) People with higher ages tend to rate the current medical system higher.

19



People with the chronic illness earlier than 2002 also rate higher than
those who attain the illness after 2002.

(J) As far as the satisfaction is concerned, the highest rating is the service
from rehabilitation agencies and self-help organizations (mean = 3.51),
followed by fee (3.46), service from paramedical services (3.37),
treatment quality of doctors (3.32), support from medical social
services (3.18) and the waiting time (2.49). It shows that patients in
general would like to have a shorter waiting time. The total mark for
satisfaction is 19.4/30, i.e. 65%, which is not a high satisfaction rate.

Table 3.1

Patients’ Perceptions of Various PCH Domains

Patients' Perceptions of PCH

Ratings for the Ratings for ~ Expectations for
PCH Domains Past (Mean) Present (Mean) Future (Mean)

1. patients' right to know the real situation

about their illness 2.99 3.27 4.24
paired sample t-test 0.28*** 0.96***

2. HCP's attitude (respect and courtesy)

towards patients and their family members 3.27 3.4 4.18
paired sample t-test 0.14%** 0.77%**

3. patients and their families’ right and access

to different treatment choices 2.91 3.14 4.17
paired sample t-test 0.23*** 1.03***

4. HCP's support and encouragement for

patients 3.07 3.27 4.17
paired sample t-test 0.21*** 0.91***

5. patient involvement in the formualtion of

health and medical policies 2.39 2.7 4.02
paired sample t-test 0.31*** 1.33***

6. provision of relevant and useful information

and social resources 2.79 3.06 4.17
paired sample t-test 0.27*** 1,12%**
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Chapter 4  Data Analysis for Qualitative Survey

4.1

4.2

Interviewees were instructed to share four questions (Appendix Il for the
questions). In question 1, they were required to rate the development of the
implantation progress of patient-centered healthcare in Hong Kong with a
5-point scale (1 being no progress whereas 5 being excellent progress).
According to Table4.1, among the 20 interviewees, the average score was
2.65. The mode is 3, maximum is 4 and minimum is 1. There is no 5.

The scores in question 1 reveal that among patients, there was certain
improvement in patient-centered healthcare in the past 5 years, but the rate of
improvement was not substantial enough. The progress is by and large
viewed as fair only from the modal scores. This observation matches with the
result showed in the quantitative survey.

Table 4.1
General perceived progress of healthcare system when compared 5 years ago
Score N %
1 (no progress) 1 5
2 (little progress) 6 30
3 (fair progress) 12 60
4 (some progress) 1 5
5 (excellent progress) 0 0
Total 20 100

Principle in counting the responses

4.3

4.4

4.5

It is not easy to differentiate the three hierarchical levels of concerns, i.e.
Area (3f7H) -~ Domain (#ifE) ~ task (JHH) — the same item could be
mentioned by the interviewees in all three questions during the interviews.
Thus the responses for these three questions are analyzed together.

If the item is mentioned again in more than one question, it will be counted
separately.

For questions 3 and 4 (domains and tasks), as the questions are not specific,

therefore the number of items raised by different interviewee is different. All
the items raised by the interviewees are all counted.
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4.6

The statistical result is listed in Table 4.1.

Table 4.1
Major areas, domains and tasks that the current Healthcare System should work on in
descending order

Item

Major
area

Domain Tasks

Total
counts

17.

18.
19.

20.

21.

22.

23.
24,

25.

26.

27.

28.
29.

30.

31.
32.

Lower patient’s financial burden for
medication and other area

Increase the number of medical professional
Ensure or raise the service quality and type of
service

Reduce the waiting time of follow-up
consultation

Promote the patient’s right in information,
participating in policy making and other
related rights

Enhance the self-help ability of the patients,
the ability and capacity of their care-taker
Settle the Healthcare Financing Reform
Educate the public and promote "Prevention
is better than cure™ ideology

Prepare for the ageing problem and long term
health care burden

Pay attention to some minority illness about
their needs and difficulties

Reactivate the promise of the government for
taking care of the SARS patients

Educate the public about organ donation
Expand the kind of service of public health
care system

Synchronize the drug labeling system and
make it more disability friendly

Improve the air quality

Popularize the merge of Chinese and Western
medical therapy

8

15

9 11

28

25
18

14

11
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4.7

4.8

Among the 16 mentioned items, 4 out of the top 5 items fall into the principle
of “Access and Support”, which include:

(a)
(b)
(©)
(d)

Reducing patient’s financial burden for medication and other area;

Increasing the number of medical professional;

Raising the service quality and type of service; and

Reducing the waiting time for follow-up consultation.

From the perspective of the interviewees, barriers exist which deter patients
from getting quality services. These barriers include:

(a)

(b)

(©)

Insufficient medical professionals:

Long waiting time for follow-up consultations. Interviewees
were worried that they would miss the golden period for
accepting proper treatment. Otherwise, the condition may get
deteriorated or even possess other complications; and

Short consultation time. Patient may be not able to enquire all
the guestions they have got. Interviewees felt that their right to
know about their own condition and choice for possible
treatment options being infringed.

Different doctors managing the same case at different contact points:

The doctor may lack the holistic view or fully understanding
about their situation. Advice or treatment provided by an
individual doctor depends on the current situations. They are
often ad-hoc and sometimes not the best option;

Advice obtained from different doctors contradicts to each
others. Patients are confused;

Doctor-patient relationship cannot be strengthened as each
time is a new visit; and

Doctors in general tend to ignore psychosocial stresses arisen
by the illness as they only focus on the medical aspects.

Patients experience financial difficulties for obtaining better drugs with
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fewer side effects or more advance treatment methods

(d) Patients do not fully understand the treatment modes and treatment
direction.
4.9 Besides, the result also reveals that patients in general would like to give a

strong voice to the Healthcare System in Hong Kong. They raise several
paramount needs:

(a)

(b)

(©)

(d)

(e)

Increase the manpower of medical professional by:
i Increasing the number of training quota;
ii. Increasing the number of recruitment;
iii. Retaining public doctors by various measures;
Iv. Lowering the criteria for recruiting oversea doctors; and
V. Establishing a specific committee for formulating long term

medical policy.

Set up a registered system for community health workers including
nurses and social workers.

Purchase more state-of-the-art medical apparatus and pharmaceutical
products vis-a-vis private hospitals.

Include drugs with less side effect into the HA Drug Formulary.

Provide financial aid for patients:
I to subsidize medical apparatus and pharmaceutical products;
ii. to subsidize private medical service;
iii. to provide transportation allowance or discount; and

iv. to streamline the application procedure for subsidy.

4.10 Right of the patients is another concern among patients. The rights included:

(@ Right to know more about the side effects of different kind of medicine.
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(b)

(©)

(d)

(€)

With the misunderstanding of the medicine, many patients stop taking
medicine with their own decision;

Right to participate in formulating the HA Drug Formulary;

Right to request the doctor to explain clearly the medical reports to the
patients;

Right to discuss with doctor about the health condition in more details
so that the patients can make self-conscious choices about their

healthcare; and

Improve the mechanism in handling complaints.
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Chapter 5  Discussion

5.1

5.2

5.3

Patients are positive on all six PCH dimensions, and they felt that the six
aspects have all improved in the past five years while their expectations for
its improvement in the coming five years are extremely high.

The priority of needs is different in people with different self-care abilities,
mobility levels, age, and duration of chronic illnesses. When the principle of
PCH is observed, the healthcare system should be sensitive to the different
needs of different types of patients.

The healthcare system is evaluated by and large as “some progress”. The
quality of the healthcare system can be improved by a more coherent
treatment plan by different professionals, increased medical professionals,
more consultation time, financial aids for patients in need and enhanced right
to know.
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Appendix |  Quantitative Survey Questionnaire

"RARA ) R RS RS

MEHE
A. BHEER ' (BEFHBEEZIENIREE 0 55 UEHE EE R E 5-8)
. HKEWI ¢ SEEEEALS
1. 4R i.xij%‘;% 3 g 4. BEFEFED
O % O % s
i. OxEsIEREE
5. () Vi O o R M A
e L i R R AL A R S e 4R
i, OO ix. CHERIE %
i R x. DIEA i, ALBEARE R R T 35 /o B A 3 /S
iv. OepEmz iv.  BHRE/AREL O E
v. D ig V. BB AN IEE (B R
vi. O vi. | FRR/ s
6. ERERE () 7. EERE I
B DR
i OKHG i, IR A T 8h)
i, ONEEE i, D5 ()
v, Oy V.o Do
v. CEHENE
8. FH{EU S A ([ i OE5/ % B RE
; Ef EHRESREIPE (TES i, OISl vi. ORI
H) i, OB vii. OEA
iv. CIRsEERE

B. RIIREE/ SR AR MR RS HE T

9. R 5 FE AT DUT AR B EIS IRy 2o (1 Ry, 5 R EE4F)
i R ARVEITERE R IB IR/ EEY) foa R )T A &) 10 20 30 40 sO
i, &\ BEE RO RHE A E RS 10 20 30 40 sO
iii. AR IBHVEERE (A R [EDEF T MR A EEE) 10 20 30 40 sO
iv.  BEEE A\ B s (1E a5 R R 1) 10 20 30 40 sO
v. R N ERESBHE BREECRA S 10 20 30 40 sO
vi.  fRELEHERRIAVHE ERE (1 e E A R) 10 20 30 40 sO

10. HERFEREFREILIT RBEErEr S aFor(1 Ry 7=, 5 R IR )
i R ABVEITERE RIS/ S5V foa R )T A &) 10 20 30 40 sO
i, B BEE RS AHE A E RS 10 20 30 40 sO
iii. AR IBHVEERE (A R [EDEFE T FEHmE A EEEE) 10 20 30 40 sO
iv.  BEEE A B s R (1E S 5 R R 1) 10 20 30 40 sO
v. R AN E RSB E R BRI S 10 20 30 40 s0O
vio  RRESHEYRERHIH EERER(HE TEEEAR) 10 20 30 40 sO

Con’t
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11. HIZ(BFMER 5 FARRENENES)

a7 (1 B AR, 5 Bk E)

i R ABVEITERE R IB S /S5 foa R )T A E ) 10 20 30 40 s0O
i.  EE N B E RASSETR AR R S 10 20 30 40 s0O
iii. AR IBIVEERE (A R [EDEFE T FHmE A EEEE) 10 20 30 40 s0O
iv.  BEEE A BB R (1E S a5 R R 1) 10 20 30 40 s0O
v. R AEBESEHEBRECRIEE 10 20 30 40 sO
vi.  FRELEHERERIAVH E ERE (1 TR A B) 10 20 30 40 s0O
C. Hitr
12. REBREBA SRR LERSERBN R | oF0Q REAWE, 5 REomE)
BREE
i BEENE 10 20 30 40 50
i BEAEHVARKN 10 20 30 40 s0O
i %%%&Aa(jj§%4%mm%% 10 20 30 40 sO
iv. W+t THIRR RS fe S 8% 10 20 30 40 50
v. %@égﬁﬁﬁ%%%ﬂfg 10 20 30 40 50
vi. A E BhAHS/ 1 1R R RS S 10 20 30 40 sO
13. REESAZ(BRRISINRB ISR (BETIUR | 5100 BRERAEE, 5 i)
HHIEETH)
i TEEEBENVE S A 10 20 30 40 s0O
i W SEE 10 20 30 40 50
i, FHEER AR AR RE 10 20 30 40 sO
iv. LA R SR 10 20 30 40 50
v ERARR S (ELEE H R ) 10 20 30 40 50
vi.  BEEARS(EIERAE R NE) 10 20 30 40 50
vii.  SCEREIRS (AR B BhAHA/ /1SS ) 10 20 30 40 s0O

14. HrER,

R H 50
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Appendix Il Qualitative Survey Interview Guideline

APMHO - Survey of Progress on Patient Centered Healthcare (PCH) in HK
WAGBHSHE " AARR | AREBNERFAENS

Sequence No &g5k:

Patient Organization Name ERE47THE :
Representative Name BEfgtFREL -

Role in the ExCom £ ERERYRRR -

Date of Telephone Interview BEEEE5 HEA:

1. Do you think HK has made progress in PCH in the last 5 years from your disease
group's perspective? Indicate in a scale of 1 - 5; 1 being no progress, 3 being
average, 5 being excellent progress. {RAYERESE Fy & B AF @5 AR T AR

B AR ? CLLE5Fon 1 g #RE 3 B—% 5 R fEifE)

|

2. In general, what are the top 3 major areas that the Healthcare System in HK
must work on in the next 5 years? ZEEEI = KA TEN, B EERERE ZuWE
(BRI N = KGR R T 7

3. Inyour disease group, what is the domain that the Healthcare System in HK

must work on? {REYEIEGEE Ry - B ARHEHRAG S RIS B HEIR (T
Jg 2

4. Inyour disease group, what is the top task that can be implemented? {RAVEFE
oy 0 AR BAG S I (ZE R8s i LITE & 7

5. Other comments for HAr = H,
(a) Healthcare System in HK F AV EE RS £

(b) Your specific disease group 1R /& Y7 EH
(c) Others EAtfr
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