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CHAN Siu Yin
APN, COST (Tai Po District), NTEC
11 May 2010




-
A

R

Catchments Area

N | #i iR ﬁﬁaﬁmu\N
- — n o«

=T 10 -
ol u BNE K E

Vo \
HEA

nn kB

B S

I i (A'F!ﬁfﬁ‘i‘)/_/'\'/'-—-. Knan n
I Z N\ i
!, “
/./ y EEN
=
e
r - FaR -k
I P “_ T
! 7 | &mB . py
| \mER / ) L
. [} /
| e F (wam e T
LA o o
_ ! (T1T
T I : r
j
! I” »‘.um K EM
/ sumpay 107 A
. |
/i Na1i[
I‘ [van b=y

- \ ~R7 (
fm FEHR i gl .
A s mmgl(mgl:hpd « By mn

e
AR B mEW
e ) ang R (FO L) o
nm L1 S i ; o
& i - ; ARL o
SRS 3 i [ aaR - P .
# N46 o N4T B i e
! _H =
= > S IEE
g EH [ Bg
_:, S ( 4
\. i :';g 8 \ 3 PR
NS ]



2LV
D] HEE ‘v

EOR S

Kau Shi Wai —

\ |
g .
i ; ﬁ B i‘iﬁ‘\u;- ihngg

i1
')
L _— Bo-
V! B it
{ L
’*0 sﬁﬁyl\%ﬁw rE& l-g 'mk*!;rﬂm‘
L = g v
B e ik Q. s
2] 'f;

Population : p
~300,000 :

15 4 O

HE =
e RN o F A
f . Tai P ] E
L1 R T R Y Ty
s T =k -
5 ﬁ*"; T ™ )} o cirys 2 om = g8 W e
] i ™ B cH I - 2 ¥,
0 E i—‘n & cumu 5 B Toamwas o’ ft i d
o ZR% [T 1 o
>65 aged : 11% : gt ol oofe) \F o 28 :
" e s TaiPo C 2 PEO8% @ Ll OnPol sluiinie & =
%;ﬁ # Tai Po ot Wo Rd s Kk Mok KB = = w
- = < 5
W ; K w45 )
I Ll j(ﬁ (q"’f FEHAR Tai Po Waterfront I
= L7 9 R ot Park
g B2 BER Tai Po “n g, Yuen Shin —
i 3 R s %, e, Varkma g s
- i /i & W x b}
o i N e 3 L.  — —_
Piager Co B
AH L] 2 P A & g*#i?‘;w‘z" ‘;rai Po Market % % 5 e &
y LN LA j ik oA Cl %0 o@ﬁ ol
5 o Plover CoveRd 75 B a5 Kowong Fuk Est
) ' o & [T
e ioes
AR El
o
Yuen Chau
Tiai Park

Capacity for aged
home: ~4000

20K.22K.28K

n
n

P o I\'H‘l"l—"wlufﬁi
O g 4 i +* bl
£ BorRn g Ky .
i £2577% o *
- 4 & .t TREH W
@ o : Hm Ha Wong ¥i Au
> w & Grand Palisades %

@
Cwbeznu Rogale

» 1, R Wsp o Ol
T ew Village =
Shan Tong New Viloge w "

Q
S8l

¥

Tl
Ha WrgviL

-

154 Susy ng
b &2

"Alice Ho Miu Ling

Nethersole Hospital &
Tai Po Hospital

JIYIE O e, . O TeL,
Ay - By




| —

'IL Organizational Chart

Community Outreach Services Team (COST)
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¥ Chinese New Year
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January 2009
Sun |Mon |Tue |Wed |Thu |Fri | sat A Empty Beds
1 2 3

Access block
>>Bed crisis
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Historical Data

Medical Bed Occupancy (%)
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"L Historical Data

2007-2009 AED Attendance (Equal or more than 65)/ AHNH
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Y Past Experiences

L ¥ Admission rate before long holidays

A Bed occupancy from 1st day of CNY

A AED attendance influx from 1st day of
CNY

Frail elderly might be incubating in OAH
before CNY

Some terminal cases admitted stayed only
one or two days will be transferred to TPH
to empty bed for new ac m|SS|on
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Objectives

WEmergency admission of OAH residents

V Influx of AED attendance by OAH
residents during long holidays

AEffectiveness of Hospital services
utilization during long holidays
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[ Skilled Team :SMARTER Care

Safe: adopting a culture of safety where the goal
iIs to do no harm

Measurable: according to key performance
indicators

Accessible: to patient at the right place right
time

: where right care is provided to the
right patient
Timely: where waiting time is acceptable

Enabling: for patients to be an equal partner in
patient-centered healthcare

Respectful: to patients, provided by competent
and considerable staff

‘HA Annual Plan 2009/10. ==

e
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NG Strategies

professionals with common goal

Stratebies Action Plan Expected Outcome

Safe Proactive & Prevention A culture of safe in OAH
interventions

Measurable | Vadmission rate & A&E KPI: as objectives
attendance, Aeffectiveness of bed

Accessible | Keep elderly staying in Community | To patient at the right

place right time

Relevant Identify target vulnerable patient at | Right care to right patient
OAH

Timely in long holidays Appropriate time

Enabling Empower & support caregivers in To be an equal partner in
OAH patient-centered care

Respectful Deliver services by a team of Provided by competent &

considerable staff



- T
f

[ Methodology

Common goal within the team
Enhance Communication with OAH

Enhanced Discharge Support
Program

Identifying vulnerable patients
Proactive interventions & support




‘[’ Methodology
Common goal within the team
o Nursing Team (CGAT)

o VMO

o Geriatrician
AHNH & TPH

AED




T! Methodology

Enhance Communication with OAH
Interactive educational talks

i
Gastroenteritis
DM care
26 workshops on Scabies management
112 Medication Administration Audits
26 management on NG tube feeding
Regular bi-annual meeting
» Overall performance
» Infection control measurements

, » Communication channel

VVVVVY



-T Methodology

Early Discharge Aftercare Program
o Support all OAHs

Review by VMO/ CGAT nurses
O Next working day upon discharged
Telephone support

Enhanced Discharge Support Program

o Support 3 major SOAHs |
Weekly visit to targeted homes
by Geriatrician of TPH

Review patient just discharged

from TPH

Telephone support
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[’ Methodology

Identifying vulnerable patients
o VMO visits
o CGAT visits

o ldentify potential admitters, frequent
admitters

o A name list from M&G, TPH | ™
Just discharged \:
Advanced organ failure ‘

Terminal illness

......
.......
.....
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[ Methodology

Proactive interventions & support
Timely assessment & response
Intensive visits
On-site management
Prepare for clinical admission
Medical consultation at GDH or
GOPC o
Telephone follow up




No. of attendance
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Results

2007-2010 No. of AED Admission to medical wards (Equal or more than 65)/ AHNH
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Results

2007-2010 The occupancy rate of medical wards/ AHNH
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Results

Clinical admission

o 9 patients were admitted to AHNH before
the 1st day of CNY

o 7in 9 were transferred to TPH before the
3rd day of CNY

o 2 were back to OAH

Right patient, right time, right place!!
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"L Intangible results

For the Patient For the Team

o Living in a safe o Better plan & review
environment for the services

o Adequate Care o Team Spirit

For the OAH For the Hospital

o Awareness o Solution for the surge

o Enhance Quality during long holidays

o Back up




Extend good practice in all
long holidays

Explore ways to launch
similar strategies in
community dwelling elderly,
not just at OAHs
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[ Conclusion

To combat bed crisis

Team commitment including cross hospital
collaboration and partnerships

N \
Enhance communication & support to OAH %\%&\»{\\K

caregivers o\ >3%
Target potential admitters }\\\Q&)\\%\&&%&)
Timely interventions “&\%& Y
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Keys to Success

Common goals -- Hospital without wall
o Community team members including AHNH & TPH

Committed, Dedicated & Engaged Staff
Proactive & innovative
Good Rapport between OAHs & COST

Well-established network within cluster
hospitals

Support from Top Management




Additional Results

Outcome Comparison

Period 08/09 |09/10 2010
CNY CNY Easter

Clinical admission 0 9 5 (66_88”88:@25%
GOPC referred 4 4 /
AED attendance 88 66 /

E admission 46 39 S_<
(39-46/46)=L15%

Geriatric 321 352 388

Assessment
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