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Diversity in ageing Z#{LHER
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Functional capacity in a life course
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Healthy ageing framework f{g
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Ageing and chronic diseases in Hong Kong
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Long term care in Hong Kong
B RIEEHE

LERMEERENTH

H#F Tk

ERElTE - Rt
B emsEsE

) . . B SEEmEd (FEEETEY)
BERAE: EsE T &S



Medicine

Quality of healthcare for the ageing —
Health system and service models to better
cater for an ageing population
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Perspectives: Providers
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“Due to our limited capacity, we are not\ / \

able to provide health care and
supporting services (meal delivery
services, escort & transportation)

to the elderly after their discharge from

the hospital -
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Social Health
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“Most elderly stay longer in the
hospital due to social problems
rather health problems




Admission/A&E: Identified issues
(EGe/E: B

« Many needless admissions

« HARRPE score not sensitive for frail patients

* Immediate discharge limited by community service

availability

* Few geriatric nurses/geriatricians available
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Perspectives from Multi-morbid elderly —
results from questionnaire survey
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Among all hospital admissions for HK elderly 65+
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15% RCHE vs 85% home
15% Ffis ¥ 85% HF

46.8% due to ambulatory care About 20% avoidable
sensitive conditions (ACSC) readmission in 30days
46.8% A5e R RIRE Al 1t e Y Hospital
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Summary of integration problems

Horizontal gaps fE= a1 =R exist between different services offering
similar ‘intensity’ of care

— Between specialist and geriatric wards in the hospital

— Between different organisations in the community offering nursing services.

Vertical gapsE [gZ#Einclude inadequate mechanisms and
procedures to refer patients at different levels of dependency,
depending on the changing needs of patients

— Transition between primary and hospital care

— Transition between home and convalescent beds.

Temporal barriers BERJ4FHEE include weak ‘loops’ in the system,
whereby patients are ineffectively referred/transferred to other
services within a sequence of care, so they do not experience
seamless transition

— no onward referral to other services when the duration of one service ends

Fragmented public-private system Z3EERYAFAR L4t
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Five key models are needed in elderly care in HK:

FflE E et BT A R A SRR

These span the spectrum of patient needs and address major barriers across the

system

System-wide Z43 M Medical/Social service integration

(

A&E department &JEE

Address needless hospital
admissions and refer to

Ny

& appropriate level of care

h

. . ) 4 . .
Hospital inpatient {Ef5E Community services
Patient assessments and referral <:> ?i@ﬁﬁi%
to appropriate level of care (post- Primary Care-led Hub &
i - i Network of community services
\dlscharge sub-acute services) ) \ y )

\ End of life care B HA IR RS

Frameworks and recommendations for quality care across the
spectrum of patient needs and along the patient journey

J
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Five key models are needed in elderly care in HK:

These span the spectrum of patient needs and address major barriers across the
system

1. A&E department Short-term goals are possible:

> * Many important systems/components already in place

SEE * Relatively small system changes can bring improvements

- Pilot studies can identify best way to implement changes
2. Hospital inpatient (3P

These represent longer-term goals because:

3. Community services N Systems are complex and services deeply fragmented

AR * Major current gap in manpower and skills
Complex/ lengthy changes are required:
4. Med-social integration > * Reforms in inter-sectorial policy, including funding
* Horizontal/vertical integration within and across services/sectors
Bt efE ) - Further groundwork is required to fully evaluate issues, engage

all sectors/providers in proactive collaboration and plan stages for

5. End of life care HaHAIERES

service improvement
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An integrated medical-social service network
for providing needs-matched care and support
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Integrated model g¢&EAE
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Conceptual integrated system model: Hospital-Community Network

/" Enablin Person- Common Improved Shared medical Medical- EOL policy Geriatric-care focus
/ . . . . . . . ey .
5 oliciesg centered goals & training/ + social services  social service and (i.e. cognitive )
AY . . . .
pFee care _____values education records | CeEEEens | oS impairment) ____/

Community Network

Hospital/ inpatient Network

[ Post-discharge care (ICDS) ]

[ Palliative beds & services ]

[ Care in residential/ nursing homes (CGAT)

Clinic/ nursing care
*Specialist clinics
*Community Nursing
*Day hospitals
*Private clinics

Accident & Emergency
Department

Hospital Hub:
services coordination team

Inpatient assessment
& discharge team

[ A&E multidisciplinary

Community Hub:
services coordination team

Emergency
medical wards
General
medical wards
[ Specialist wards ]

Post-discharge care
(1CDS)

Rehabilitation /
convalescent facility < >

[ Hub/ patient coordinators ]

)

N [ Private primary care

Family Medicine/ primary care
community care centres (HA)

[ Allied health care professionals ]

|

community referral team

/

Elderly health -
centres (DOH) Social service centres
(Neighbourhood elderly centres)

(&

[ Palliative services ] [ Community call centre

[ Volunteers & community involvement ]

[ Visiting medical officers ] .
Informal caregivers

Note: (1) Hubs and networks are intended as ‘virtual connections’, (2) Service lists are for illustrative purposes, and (3) many L
connections between services are encouraged, in addition to the close working connection between hospital and community hubs.



Components of community model

The hospital Hub EpZf&E4E will comprise teams and individuals involved with coordinating
patient discharge to community care and will work closely with community sub-acute care
services

The wider hospital network ¥EEEFE4E4% comprises all other inpatient/hospital teams or
services. High-risk patients can be referred/identified for comprehensive assessment and
discharge support

Primary care-led hubs DIEJEEE & T HIFESE will be a focal point for coordinating the
diverse range of community services and work towards a community-based care model. The
following services may be provided, among others:

— Multidisciplinary case management clinics

— Drop-in and preventive services

— Assessments for cognitive impairment

— Expanded day care

— Caregiver support

—  Support of functional impairment

— Volunteer training and coordination
The wider community networkigEEttE484% comprises all other medical and social services
in the community, including private primary care

Community service coordinators &R are proposed to facilitate integration
between community service providers and coordinate care for vulnerable/ frail community-
based patients
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Community Hub:
Services coordination team

eOngoing processes: build, coordinate & link all stakeholders in the network

HA: Family Medicine/ primary T
care community care centres

J
Hub and patient coordinators \

¢ Based in the ‘Community Hub’ (HA or DH location)

. Alm.of role: Proactlvely.encourage and fa.cmt.ate.good. workl.ng relat.lonshlps betwe’en . Community

Hospital services, plan local service needs and maintain high-risk patient register to enable ‘ageing-

p in-place’ network

Hub & * Close connection to ‘Hospital Hub’ teams: manage transfer of patients from hospital to (AII

Network E::;munlty care (when needed) and enlist appropriate community groups in providing community

* Understand and disseminate roles and service scope of all community services: Know Ser\"ces)
responsibility & service scope of all providers and maintain an accessible and up-to-date
service list

* Maintain accessible and up-to-date register for vulnerable elderly

* Foster integration to eliminate service gaps by initiating meetings/connection and ensure
connections are maintained

+ Performance review & feedback for continuous quality improvement

DH: Elderly health centres }

Notes on proposed service model
. Hubs will ideally be a physical focal point for integrated & coordinated community medical and social services
*  The Coordinators can interact with Primary care services and EHCs to ensure vulnerable elderly are ‘picked-up’ and that services are in place to support

care/ageing in place
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WHO age-friendly city features
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e “Community support
and health services”

3
is one of essential % ;’
features & 3 % & 5 % )
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Source: WHO. Global Age-friendly Cities: A Guide. 2007



Checklist in community support and

health services & 12 & R IR G R =

e 12 items - [ ¥

* Include health and social services, such as
BFREEE oA tIE AR TS, 4
— Health services and community support {& AR5 & 1t & <7 £2
— Home care services ZZ &g %

— Residential care facilities 2= &% it
— Voluntary services ;EFAAR T

« Very similar to the concept of ff DL T2 AH{L

— Integrated services 4E& AR

— Ageing in place ZH5FT&E

(P
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Investment for ageing B EBEE
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Transform Hong Kong to an age-friendly city

177>

BRPR: ST EEE

E1E Ry le G YT

B

S PR i EE ER A =,

B R REAR

=

+1 BR BLR SR
N HERENtEEL

B & A FiFEEE
B HERE

24



Medlcme

HONG KONG

==}

The Chinese University of Hong Kong © Faculty of Medicine The Chinese University of Hong




