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Rehabilitation Services within
Hospital Authority

Rehabilitation programes 7 Clusters

*Hip & other fractures
*Back and other
musculoskeletal
*Stroke & Neurological
«Cardiac
Pulmonary
*Spinal Injury
Amputee
*Pediatric




Spinal Rehabilitation Services in Asia

3 1 i 2 No Access to acute No Access to rehab care | No Access

Bangladesh 162,221,000
Cambodia 13,388,910
Chlna 1 331 670,000 3 315 10 50 50

India 1,162,930,000 1,016
Indonesia 230,227,687 2,246
Loas 6,320,000 841 60-80 60-90 60-90
Malaysia 28,200,000 8,141 10 25 25
Philippines 92,226,600 1,866 35-40

Thailand 63,389,730 4,115

Vietnam 88,069,000 1,040 n/a 5 5
Iran 70,495,782 4,732 rarely Home PT 100



Spinal Rehabilitation Services in Asia

Country Populatlonl GDP No Rehab Specialized SCl unit SCI Rehab General Community Other (%)
(nommal)z (%) hospital (%) /ward (%) center (%) Rehab (%) based Rehab
(%)

Bangladesh 162,221,000

Cambodia 13,388,910 818

50
Ch|na 1,331,670,000 3, 315

India 1,162,930,000 1,016
Indonesia 230,227,687 2,246
Loas 6,320,000
n/a n/a n/a n/a n/a n/a
Malaysia 28,200,000 8,141

Philippines 92,226,600 1,866

n/a n/a n/a n/a n/a n/a

Thailand 63,389,730 4,115
75 20 5
Vietnam 88,069,000 1,040

Iran 70,495,782 4,732 40 60



Stroke Rehabilitation Services in HA

! C I ust&r I N = 21 1 I (excluding 26 cases still in rehabilitation unit at the end of survey; and 13 cases died in hospital)
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Stroke Rehabilitation Services in HA

Barthel Index-100 on admission and at dischar

ClUStBr I N = 1 95 f:n:luding 26 cases still in rehabilitation unit at the end of survey; and 13 cases died in hospital

Barthel Index on admission Barthel Index on admission
100 p 100
92 F L1 3
80 80 F
S wt (0
= 60 F - 60}
=N =
40 F = 40}
i F ik
mE" 1wk
10 1k

I:I 'l L i L L L L 1 L 'l L 'l I} Il a B

H H H H B H H HE HI0 HI1 HII H13 Cl Cl c3 4

Barthel Index at discharge Barthel Index at discharge
100 g T 100 g T
LU 3 [T 3
U 80 F
= 70 F =T
Z 60} H Zof
= 50 =50 F
el ol g
i F L1
1 nF
10 - 1 F -
H H H H H H H H I H0 HI HI Hi Cl 1 a c4 G Cé cT7
[20] 4] [L3] 4] 5] 7] (15] (18] [16] [18] Q12] [16] [7] = Bl 27 [1s] 4] 1571 [16] [34]

Hospital Cluster




Cardiac Rehabilitation Services in HA

Patients” accessibility to CRP service
(AMI)
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Cardiac Rehabilitation Services
(Phase II) in HA

CRP2 service provision - protocol & component (AMI)

SSIELS WP S (R I HS S [T P T AL B

[ e e B

Availabilityof CRP 2 protoco]  _ _ _ Yes  Yes  Yes L= 1 = | [———

!_ Exercise testing Yes Yes Yes Yes Yes Yes 1
! Assessment Echocardiogram No Yes No Yes Yes Yes |
! Risk stratification Mo Yes Yes Yes Yes Yes |
| ¢ Education Yes Yes Yes Yes Yes Yes |
[fomponents Training Physical training Yes Yes Yes Yes Yes Yes |
fn CRP 2 Post-programme evaluation Yes Yes Yes / 1o TWH Yes Yes / Yes |
! Counseling Yes Yes Yes Yes Yes Yes |
! Discharge FU by nurse Mo Yes Yes Yes Yes Mo |
| _ __ _Others(Pleasespecify) . [ __ 1 _. PhoneFU _/ ]
Durationof CRP2 (weeks) 28 average8 5 _.8___ _ 8 _ _4or12 |
Number of sessionsperpatient _ _ _  _ _ _  _  Varisble*average6 6 1 _ 16 | 12 |

. CMC KWH OLMH PMH _YCH AHNA NDH _PWH POH O TMH

E‘n.ral'l.'alczilit'yr of CRP 2 protocol Yes Yes  Yes Yes Yes !
T T T T Exercisetestng Yes Yes Yes  Yes | - Yes 1
| Assessment Echocardiogram MNo MNo Yes Mo Done before referral |
! Risk stratification Yes Yes Yes Yes Yes |
! Education Yes Yes Yes Yes Yes !
IComponents Training Physical training Yes Yes  Yes Yes Yes |
in CRP 2 Post-programme evaluation Yes Yes  Yes o Yes | 1o Yes |
! Counseling ! Yes Yes Yes / / PWH No | TMH Yes |
! Discharge FU by nurse No MNo  No Yes Mo |
! — rehab in advanced areas/ |
! Others (Please specify) / — ! / for co-mo_rbid conditions/ |
e Tl ] e | e B complicated cases

Puration of CRP2 (weeks) _ _8 _8_ 5. | 7] __variable; usu 4-8wks _

Number of sessions per patient 16 12 5 7 vanabIeE LU 8_.16 sessions|
L. dependingon risk & goals;




25% |

- === 11011 sessions
— == 1210 23 sessions
------- 24 to 35 sesslons
—— 36+ sessions
20% |
O"'
15% | 5!

Cumulative incidence of
death by number of cardiac
rehabilitation sessions
attended

(data including 30 161

patients)

Cumulative incidence

No. at risk
Overall 30,161
110 11 sessions 5937 4883 3865 2859
12 to 23 sessions 6933 5716 4427 3223
24 10 35 sessions 10,978 8955 6905 4885
36 sessions 5465 4513 53 2481

Hammill BG, et al. Circulation. 2010;121:63-70.




Cost-effectiveness

O Resources

O Expertise
= Credentialling
= Training

o Technology

0 Outcome measurements
= Simple
= Minimal time and labour for data collection

= Measuring the (overall) end effects of the
rehabilitation program




Challenge to Resource Alocation

Global Burden of Disease Study 2010 — 150 countries (WHO)

Healthy Life
Expectancy:
summarises
mortality and
non-fatal
outcomes in a
single measure
of average
population
health.

Male healthy life expectancy Female healthy life expectancy
1930 2010 1990 2010

Oyears 54-8(532-563) 69.0(57-3-6056) 587 (56-9-60-3) 632 (61.4-65.0)
1years C81(563-58.5) 607 (589-623) 614 (59-6-631) 646 (627-66-3)
Cyears 55.5(53-8-57.0) 877 (55-9-59-3) 588 (57-0-605) 616 {597-63-3)
10years £1-1(495-526) £32(515-54 8) 544 (52-6-561) 570 {55-2-587)
15 years 467(452-481) 487 (471-502) 500 (483-51-6) §2.5(50-8-542)
20 years 42-5(410-438) 44.4(42-8-458) 458 (441-47 3) 482 (46 6-49.8)
25 years 38.4(36-9-39.6) 402(38-8-416) 416(401-431) 44.1(425-45.6)
30 years 34-3(33-0-355) 36-2(34-8-37-6) 76(361389) 40038 5-414)
35years 30-3(29-1-315) 32-3(30-9-335} 336(32-2-348) 35-9(345-37-3)
40years 265(253-27-5) 28.4(271-29-6) 296 (28-4-30-8) 32:0(30-6-332)
45 years 227 (1-6-237) 24-6 (23-4-257) 258(246-269) 28.0(26-8-292)
50 years 19.2(182-201) 21.0 (19-9-22-0) 221(21:0-231) 242 (23-1-25-2)
SSyears 15.9(151-167) 17 6 (16.6-18.5) 186 (17-6-195) 205(19.5-21.5)
60years 13-0(12:2-137) 14-4(13-6-15.2) 153 (14.5-16.1) 17.0{16-1-17.9)
65 years 103(97-10-9) 116 (10.8-12.3) 123 (11.6-13.0) 13-8 (13-0-145)
70years 8.0(7-4-85) 9.0(84-96) 9.6 (3-0-102) 10-9 (10-2-11.5)
75 years 6-0(56-65) 69(6-4-74) 73(6-8-78) 837 8-89)
80years 44(41-48) 5-1(47-55) 53(4957) 61(57-65)

Data are point estimates (95% uncertainty intenvals; years)

Salomon JA, et al. Lancet 2012; 380: 2144-62




Lite Expectancy vs Healthy Life Expectancy

1990 2010

Male population Female population Male population Female population

Life expectancy Healthy fife lifeexpectancy  Healthy iife Life expectancy Healthy fife Life expectancy Healthy life

expectancy expectancy expectancy expactancy

Afghanistan $22(48-8-555) 433(402-462) 17 (H5557) 416(378-449) SB2(542-628) 485(448521) 573(522-617)  462(420-459)
Albania 704(63-9-708) 611(591-620) 760(F55765) 650(626-671) 720(692-749) 625(597-653) 781(759-802) 67-0(644-697)
Algeria 693(669-715) G95(568-621) 724(704-743) 612(58.4-628) 743(732754) 638(613-661) T765FSSTIE)  646(621-670)
Andorra 772(754-789) 666(639-691) 831(816-847) 706(676-7323) 798(788-B10) 6B83(656-706) 852(B42-862) 722(694-747)
Angola 439363519) 375(313-437) G17(430-530) 434(362-495) G579(495-665) 497(430565) 639(560720) 540(47.9-607)
Antigua and Barbuda 707 (695-718) 610(586-631) 757 (746-767) 645(620-668) 741F22759) 612(580-642) 790(773-805) 655(624683)
Argentina 69.0(685-692) 605(587-621) 761(759763) 659(636-677) T725(724726) 635(614-651) 793(792794) 687(665706)
Armenia 66-2(652-671) 575(553594) 742(734-751) 635(611-656) 689(672705 599(577-623) 785(774796) &7-2(647-695)
Australia 738(37-139) 641(621-658) 800(799-801) 688(666707) 792(791793) 684(663703) 838(837-839) 718(695739)
Austria 722(720-723) 631(610-648) 789{787-790) 682(657702) TT7F75779) 670(647-680) 833(832-835) 712(687-73%5)
Azerbaijan 623(614-633) ©542(522559) 710(701719) 605(580-626) 689(676702) G599(577-620) 762(749774) 651(626-673)
Bahrain 708(695721) 600(575-625) 723(711-735) 601(57-+-626) 764(748782) 643(615-664Q) 791(775-807) 652(62.0-68.0)
Bangladesh 581{562-600) 487(463-512) S98(57-611) 499(4-2-524) 672(656-688) 571(546594) T710(694-728) 598(573-623)
Barbados 690(683-697) GCO96(575-615) 744(738751) 629(603652) 743(7277640) 619(5BE&647) 770756783 647(619-673)
Belarus 655(649-660) 574(556-591) 750(746755) 646(623-665) 641(624-649) G564(546581) 760(/55765) 656(633-676)
Belgium 726(724727) 634(615-650) 792(790-793) 680(658701) 767764771 665(644-684) 823(819-826) 706(684-727)
Belze 699(690-709) 600(577-621) 743(734-752) 626(600-650) 689(673703) 573(545-600) 736(723750) 615(589-641)
Benin 530(515546) 448(426-467) G5B6(571599) 483(459-506) 607(57.6-635) 522(492-55.0) 659(632-685) 551(521-58.0)
Bhutan 575(507-637) 489(437528) 604(530-667) 512(452564) 676(609733) G582(531-629) T717(657-771)  615{567-661)
Bolivia 61.0(596-626) 523(50-2-543) 635(62.0-650) I41(518-563) 697(673-725) 601(57-2-628) 717(695741) 615(587-643)
Bosniaand Herzegovina 689 (687-691) £G598(57.8-615) 748(746-750) 637(613-658) 741(39744) 644(623-662) 788(785790) 681(658702)
Botswana 629(602-679) C46(513-584) 683(660-730) G5BL(553-618) 68B1(636736) S71(520-616)  740(692-806) 613(571-669)
Brazil 654(651-658) G566(549-582) 731(727-734) 624(603-642) 7FO5(702708) 611(591-628) 777(775778) 666(645-685)
Brunei 731(724738) 640(617-655) 760(753767) 660(636-679) 755(743-766) 662(638-682) 791(780-803) 686(661-709)
Bulgaria 682(681-684) 601(583-617) 748(746-750) 650(6259-669) 701(699703) 615(595-632) 770(768772) 668(647-687)
Burkina Faso 496(480512) 420(401-440) ©GC45(531-561) 456(434-476) G528(466-581) 454(401-503) G76(527-621)  488(44.3-529)
Burma C44(458-619) 471(402-529) GCB7(509-659) 502(441-558) 607(514-698) G532(459-603) 676(601-736) 583(527-634)
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Implications

0 Health systems will need to address
the needs of the rising numbers of
individuals with a range of disorders

that largely cause disability but not
mortality.

0 Effective and affordable strategies to
deal with this rising burden are an

urgent priority for health systems in
most parts of the world.

Vos T., et al. Lancet 2012; 380: 2163-96



Cost-effectiveness

Motor and Functional Recovery After Stroke
A Comparison of 4 European Rehabilitation Centers

Liesbet De Wit, PT, PhD: Koen Putman, PT, PhD; Birgit Schuback, PT. MSc: Arnost Komarek, PhD:
Felix Angst, MD, MPH;: llse Baert, PT, MSc: Peter Berman, MB, BS. FRCP; Kris Bogaerts, MSc:
Nadine Brinkmann, PT, BSc: Louise Connell, PT, BSc; Eddy Dejaeger. MD, PhD:

Hilde Feys, PT, PhD: Walter Jenni, MD: Christiane Kaske, PT, BSc: Emmanuel Lesaffre, PhD:
Mark Leys, PhD; Nadina Lincoln, PhD: Fred Louckx, PhD: Wilfried Schupp. MD:

Bozena Smith, OT, MSc: Willy De Weerdt, PT, PhD

Background and Purpose—Outcome after first stroke varies significantly across Europe. This study was designed to
compare motor and functional recovery after stroke between four European rehabilitation centers.

Methods—Consecutive stroke patients (532 patients) were recruited. They were assessed on admission and at 2, 4, and 6
months after stroke with the Barthel Index, Rivermead Motor Assessment of Gross Function, Rivermead Motor
Assessment of Leg/Trunk, Rivermead Motor Assessment of Arm, and Nottingham Extended Activities of Daily Living
(except on admission). Data were analyzed using random effects ordinal logistic models adjusting for case-mix and
multiple testing.

Results—Patients in the UK center were more likely to stay in lower Rivermead Motor Assessment of Gross Function
classes compared with patients in the German center (AOR, 2.4; 95% CI, 1.3 to 4.3). In the Swiss center, patients were
less likely to stay in lower Nottingham Extended Activities of Daily Living classes compared with patients in the UK
center (AOR, 0.7; 95% CI, 0.5 to 0.9). The latter were less likely to stay in lower Barthel Index classes compared with
the patients in the German center (AOR, 0.6: 95%CI. 0.4 to 0.8). Recovery patterns of Rivermead Motor Assessment
of Leg/Trunk and Rivermead Motor Assessment of Arm were not significantly different between centers.

Conclusions—Gross motor and functional recovery were better in the German and Swiss centers compared with the UK
center, respectively. Personal self-care recovery was better in the UK compared with the German center. Previous
studies in the same centers indicated that German and Swiss patients received more therapy per day. This was not the
result of more staff but of a more efficient use of human resources. This study indicates potential for improving
rehabilitation outcomes in the UK and Belgian centers. (Stroke. 2007:38:2101-2107.)




Actions

0 Quantify the volume of services
O Appropriate resources

O Outcome measurements for effectiveness

> Cost-effective model




Meta-analysis of Cardiac
Rehabilitation Service (2005)

0 reduced recurrent MI by 17% at a median of
12 months;

o mortality benefit became apparent with

longer follow-up: 15% overall and 47% at 2
years.

O showed that survival benefit was similar in

recently published trials to those of over 2
decades earlier




Cost-effectiveness of cardiac
rehabilitation

Short Course of Cardiac Rehabilitation Program is highly cost-

effective in improving long-term Quality of Life with recent
myocardial infarction or Percutaneous Coronary Angioplasty.

Archives of Physical Medicine and Rehabilitation, , Vol 85 (12),
1915-1922. 2004 Dec.
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Mean cost of
medical

CRPP Group

Contral Group

expenditure per

patient
QALY = 0.6

Incremental cost = -
$416

Cost-utility ratio =

- $650 per QALY
gained per patient

Arch Phys Med Rehabil ,

Vol 85 (12), 1915-1922. 2004

Dec.

ttem (LI58) (LSE)

Staff salary 7766 4150
Equipment 46 (0.0
Hospitalizations 46636 274740
Investigations

Coronary angiogram 8718 10256

Echocardiography 4487 448.7

Halter 1186 1186

Exercise test G383 e

Electrocardiogram 140.4 140 4

Elood tests 10121 10121

Chest radiogram 48.7 48.7
Revascularization procedures

FCI 43850 6451 .2

CABS 266.4 205.1
Private clinic visits 820 F3E
Fublic cardiac clinic visits 4263 436 .2
Public noncardiac clinic visits 146.3 1650
Casualty visits 274 300
Drugs 13356 13365
Mean total costs per patient 16,281 9 16,707 4




Clinical Pathway

e
Acute care

complex

\Qié/

Non-RM inpatient
rehabilitation

Acute event

Royal College of Physicians

Rehabilitation
medicine inpatient
- services Terti.ary
= facility
Neurological
rehabilitation unit
Spinal injuries unit
HOSPITAL
Y COMMUNITY
-
Supported discharge Rehabilitation medicine
Hospital at home iy specialist community services
Early community rehabilitation \ — Multidisciplinary
rehabilitation
Community reintegration — Equipment
Enhanced participation —Vocational

2010

DEA-supported return to work

b

Long-term support

Multi-agency care

Integrated care planning

Single point of contact
Join health and social service planning \




Level of Complexity of
Rehabilitation Services

Complexity
of need
Needs/input tools Outcome measures
4 P
NPDS Level 1: Specialised
; rehabllitatlon services
NPTDA FIM<FAM
RCS and/or Bl
GAS
RCS Level 2: Local specialist
rehabilitation services
Minimum
RCS St - data Level 3: Non-specialist
Patients requiring rehabilitation requirements  rehabilitation services
Barthel Index

RCS: rehabilitation complexity scale
NPDS: Northwick Park nursing dependency scale
NPTDA: Northwick Park therapy dependency assessment

Royal College of Physicians 2010

FIM=FAM: UK functional independence measure/
functional assessment measure

Bi: Barthel index

GAS: goal attainment scaling



Analysis 01.01. Comparison 01 Electromechanical and robotic assisted gait training plus physiotherapy versus
physiotherapy {or usual care), Outcome 0l Independent walking at the end of intervention phase, all
electromechanical devices used

Review: Electromechanical-assisted traming for walking after stroke
Comparisorc Q1 Electromechanical and robeotic assisted gait traming plus physictherapy versus physiotherapy (or usual care)
utcomes 01 Indepandent walking at the end of ntervantion phase, all electromechanical devices used

Study Treatmeant Cortrz| Ddds Ratic (Fised) Wzight Cidds Ratio {Feead)
nit 'k 5% Cl ] G5% O
= Dias 200& 220 20020 ity Mot estimakle
» Husemann 2007 w7 s aa Mat estimable
Feurala 2005 1430 A5 — & 30 Q58 [T L02]
Fohl 2007 41077 17478 —i— 432 405 [103 823
Sattuari 2004 118 I 4.5 (.00 [ 005 1936 ]
Schwartz 2006 1728 l/18 E— 40 [ 100 125 9485 ]
Tong 2006 1430 120 —_— 105 494 [ 120, 2055 ]
Wermar Z002 1715 5 ' 25 AXI[002 B520]
Total {95% CI) 215 152 — 1ano 306 [ 185 506
Total everts: [0Z {Treatment), 51 (Control)
Test for heterogeneity chi-square=%67 4f=5 p=002 | =42.3%
Test for overall effact z=4.37  p=0.00001
1 1 1 1 1 1

ol o2 @5 12 5 10

Favours contral Favours treatmant

Electromechanical-assisted training for walking after stroke (Review)

Electromechanical Gait Trainer

Methotze et al. Cochrane Library,
2007, issue 4




Robotic Training

e Repetitive and Task-specific training




Technology in Rehabilitation




Motor Recovery after Stroke

Intervention or Trials {number SMD of outcome scile (95% CT) Intervention or Trials(number  SMD of outcome scale (95% CI)
subcategory of partkipants) subcategory of partkipants)
Arm function Sit-to-stand
Neurophysioiogical approaches'+ % 6(248) Biofeedack (force) 2(42) A— —
Bfizteral training™® 2(111) -I Repetitive task tralning ™/ T 7(346) -
CIMTIB 534370 21(508) |
EMG biofeedback’ 7 4(126) = Standing balance
Electrostimuiztion™ 1 B(77) == Mixed approaches'> ¥ 3027 il
High intenstty therapy™* ™ 6(571) Motce approaches™ 1(91) + -
Menta practice™™ 14 4072) % Neuroptysiologhal approaches? 1(15) —ta—
Repetitive task training ™ F e T 142 8 (414) Blofeedback (force)™ 4(161) -
Roboticsi® 159 10 (255) —_ Moving pladotm’r"" 2(40) ——
Spinting ororthosss <+ 13 4(105) Fepetiie ask Tralning (41t s i
Hand function Gait (waiking Speed)
NeurophySicogical pproaches™s s 309) B ey
Motor approaches™ = 3{117)
guzteral training™ 1{59) s i3 <03 2503
CIMTISABIHO-L 456 10(263) pysiolog ZPPW (113)
Electrostimutation ® #4014 5(71) ::Z:emm :;mmfm).m ;:25) =
125137 |
High- intensity therapy 77§ ! 4(403) EMG biofeedback/s77 3(36)
Repetitive task training S48 5(281) 3
27 Electromechanical-assisted galt training™ 48 §(328) e e
RODOLICS S F5A15419.159 7(150)
3% Electrostimulation 2 5(194) 3
Splinting ororthosis™h3 2(43) ,
Fitness {@rdiorespiratory 42 153 4(356) —_—
T T T T T Fitness (muﬁ)‘*“""““!' m 8 (332] HE
-4 -2 0 2 4 Fitness (mmm)lw ns 3 (um —
Favours control Favours treatment wn_‘mm’ U-I314 74123 6 {524) ™
Repetitve task training 744124 5(263) L
Figure 2: Interventions to Improve upper-limb motor recovery after stroke RIythmIC galt cueingaiase 3(m) -
Treaqmilfh 435 vé 10 10(295) r
T T I T
-4 -2 0 2
Langhorne P et al. Lancet Neruol 2009:8:441-54 —— T

Figure 3: Interventions to Improve balance, gait. or mobility after stroke




Clinical Pathway

e
Acute care

complex

\Qié/

Non-RM inpatient
rehabilitation

Acute event

Royal College of Physicians

Rehabilitation
medicine inpatient
- services Terti.ary
= facility
Neurological
rehabilitation unit
Spinal injuries unit
HOSPITAL
Y COMMUNITY
-
Supported discharge Rehabilitation medicine
Hospital at home iy specialist community services
Early community rehabilitation \ — Multidisciplinary
rehabilitation
Community reintegration — Equipment
Enhanced participation —Vocational

2010

DEA-supported return to work

b

Long-term support

Multi-agency care

Integrated care planning

Single point of contact
Join health and social service planning \




Interface and Triage:
What 1s the optimal 1n HK?

o Acute to Rehabilitation
= Inpatient
= Day patient

O Inpatient to Community
= Day patient
= Home rehabilitation
m NGOs
= Satellite centres




Phases of Neurological Care

ACUTE REHABILITATION COMMUNITY

Medical [ I E—

Mobility
Cognitive
Self-care

Vocational —_— /Z
Sexual —
Psychosocial ———————mmnn —
Early Discharge




Early Supported Discharge Trials

Length of stay (LOS)

Institutional care

Readmission rates

Number

subjects

of Conventional ESD

care

%0 reduction LOS Conventional

care(%o)

ESD(%)

Conventional

care(%o)

ESD(%)

London

Newcastle

Stockholm

Akershus

Adelaide

Monireal

Oslo

331

92

83

251

86

32

22

29

38

30

16

15

12

26

12




Community Rehabilitation and
Services outside the hospital

Q —»_ HA community outreaching

%

Community Geriatric Assessment Team

Community Nurse Services

Hom
e
visit

|

COMMUNITY | .
NGOs

St. James Settlement
Caritas Centre
Haven of Hope Day Centre

HA RehabAid Center
Specialised disabled driving assessment TW(_-;H !Day Centre
Sexual Rehabilitaion Program Geriatric Day Care Centre

Community Rehabilitation
Network (CRN)
Patient Self-help Groups




Haven of Hope Day Rehabilitation Centre




Rehabilitation Network: Self Management Programme




Seif-Support Group: Outdoor Activities

L




Interface and Triage:
What 1s the optimal 1n HK?

0 Acute to Rehabilitation 1 communication - case

: manager
- Inpatlen-t 2. Quantification of service -
= Day patient bed allocation

O Inpatient to Community
= Day patient
= Home rehabilitation n o
. Communication-case
= NGOs manager

Satellit t 5 . Macro resource allocation
= Sateliite centres: . Cost-effective evaluation

WN




Conceptual Description of
Rehabilitation-related Services

Levels of health Characteristics Addressee of
care of services services
Service as a sector
Macro level (*health service Whole population
sector”)
Service as an offer . .
Meso level for intangible Then[;eg.m; ps;‘g‘
products characteristic needs
within an organisational setfing
Provision of services
Micro level by (a package of) Individual patients
interventions

Myer T., Grutenbrunner C. et al. J Rehabil Med 2014; 46:1-6




Summary

Individual patient . Scopes of
intervention
. Credentialing of
service providers
. Staff training

. Appropriate
resources: staff and
facilities

. Outcome
assessment

Meso Patient groups 1. Level of specialization
needed
2. Traige, interface
(patient journey)

Macro Whole population 1.Public vs Private
2. Resource allocation
3. Community linkage
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