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BURDEN OF PROBLEM:
« Chronic Obstructive Pulmonary Disease (COPD) is a progressive chronic
disease burden in HA.
* In 2009, COPD patients had >25,000 episodes of admission per year with
overall 8% medical bed days occupied and highest unplanned readmission rate
in HA.

OBJECTIVES:
» Reduce hospital admission and length of stay of COPD patients
 Empower patients and carers on COPD care
*« Enhance CNS on chronic disease management
« Develop an infra-structure for chronic disease management

METHODOLOGY:
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RESULT:

109 COPD cases under CNS care from Jan 2010 to Dec 2010
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* Median of patient/carer empowerment scores showed an increase from 13/18 to 17/18

. CONCLUSION:
* The program achieved remarkable outcome and will be develnped as a terntury- .

- wide service in CNS. '

» This becomes a jumping board for a development of chmrﬂc dlsaaaa managament ,
frum huapital to community. 54 --\; 'g‘ 5

H’el:]:amg ‘peapLe s’ca 5 heﬂLth 5 tn the commu”wit Y




