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Chronic Diseases in H

HFEEHEEN —)

K (1)

= The facts (2008, Census & Statistics Department)

st BE2008F B #

e Some 1,152,700 persons reported that they required
long-term (i.e. lasting at least 6 months medical
treatment, consultation or medication at the time of
enumeration). Prevalence rate per total population

was 16.7%

EFETEE, #1751,152,700 AR REERY (AFERD
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Chronic Diseases in HK (2)

FBEHEEN O

94.1% are living in the community while 5.9% are in
Institutions

z—“r;?l 152 700 ZRRBEEF, &94.1%FEMEF N
T5.9%R FER & (BFELgEN e, RUEEE
% B ZE )

Suffering from hypertension (48.9% or 8.2% of the
total population); diabetes (20.0% or 3.3%); heart
disease (11.7% or 2.0%); stroke (4.6% or 0.8%)

B =5 e B SRR 5 R v RO . o RlE
48.9% ({5288 N O H8.2%). 20.0% (3.3%) [ 11.7%
.0%)MANLEEZERE




Chronic Diseases in HK (3)

FBRAEL =

.8% were aged 60 and the median age was 64, as
against the median age of 39 for the total population;
persons with chronic diseases were much older than the
total population.

W EES, 605 &L EANL4558.8%. RIKBEKIE
BRI BUA648E, TERERE N O RS AL BRI A 395%

54.6% male and 45.4% female having chronic diseases.
The overall prevalence rate for females was 17.3%, as
against 16.0% for males.

THBRBHA/Z, 7 rE RN EEF54.6%5%45.4%
PR SRR 2 2517.3%, T BRI 4516.0%.
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Paradlgm Shlft — Chronic Dlseases

Adapted from:
*DH Lau, HK Medical Journal Vol.8 No 5 October 2002, P372-374; and Prof Jean Woo, Medical Bulletin Vol.| 3
No 9 September 2008, P.3-4

*WHO websites extracted on 7 Jan 2012
(http://www.wpro.who.int/home.htm and http://www.who.int/publications/en/)



http://www.wpro.who.int/home.htm

Patient-centred Care — Definition

RARA] E&

Ikipedia: Patient-centered care (PCC) presumes active
iInvolvement of patients and their families in the design of new
care models and in decision-making about individual options,
benefits and risks for treatment

4 key attributes: Uz B 42 B 1tk

1. “Whole-person” care — beyond hospital, treatment,

prevention £ A\ - @B K. 10E XTERE

2. Coordination and communication — active engagement of
patient J5 N2 H

. Patient support and empowerment 5 A\IEHE

.. Ready access gef# H IR

Empowering patients by giving the right weight to their opinions
about the health-care system Be41% A\ K2



http://en.wikipedia.org/wiki/Patient-centered_medicine

Patient-Centred Healthcare:

iBuiIding Principles JR \ &4~ B &

® Respect BE

® Choice and empowerment &zmigHE

® Patient involvement in health policy i/ AZH
BERBUR

® Access and support BR i FHHER 1%

® Information B&R

(S

B F s N AHAB B B 5 (2006)
Declaration of IAPO Principles (2006)



Patient to People—centred Healthcare

[RARAE] 2 | ARE#%]

our key policy and action domains: Y/ B S BUSE AT BN SRR

(1) Individuals, families and communities — informed and
empowered

BA, KESHE - smipw, BERE
(2) Health practitioners — competent and responsive
REEAEREE - %, HENRE
(3) Healthcare organizations — efficient and benevolent
WAEREERE - 3R, B

(4) Healthcare systems — supportive and humanitarian

MRS - AXFEH, NEER

Broader context - begins well before anyone becomes a patient
FB - BRI

‘People at the Centre of Health Care — harmonizing mind and body, people and systems’,
published by WHO in 2007.




Challenges & Reflection on
iﬁ:hronlc Diseases

1A% 8 A Hk BR A s

o Emphasizes active patient participation and
partnership with health care professionals

SEeR 8 E B2 BB R E R R A SRk

o By learning the knowledge and skills for active
participation, patients can be empowered to
manage their own chronic disease and ultimately
enhance their health

S8 A R0, R E R
ﬁﬁﬁamﬁ$ BRARHERTT H C IR




Definition of Patient Empowerment @)

ANEEBR)ER )

= A patient-centered collaborative approach
where professionals and patients are equal”

LUR A BA R ERR, WAMBHERFRSER

§

= “Helping patients to discover and develop the
inherent capacity to be responsible for one’s
own life”

Z%ﬁ$%ﬁﬁﬂﬁﬁﬂﬁéﬁ&ﬁﬁﬁﬁﬁﬁaw
}:

Funnell, Anderson, Arnold, Barr .... (1991)



Definition of Patient Empowerment (2

ANEEHR)ER o)

§

= “An empowered patient is one who has the
knowledge, skills, attitudes and self-awareness

necessary to influence their own behavior and
that of others to improve the quality of their

lives”

A

Re R ET

Funnell, Anderson, Arnold, Barr ....

—EEIR MR AR B RE R AR TIRE

B K& B

LR ABNKIAT Ry, ST A

EEE

(1991)



Empowerment and Coping

RS

= Maximizing the patient’s power resources facilitates
the patient’s ability to cope with chronic illness

BR RS EAU, (R B AL, DB

HRWREBE

y
=

= The central focus of empowerment for the chronically
Il Is to maintain and enhance the quality of life

E

L RAE R IR IR B IR ST, DAME:

FAITR R R
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Patient Empowerment Programme of HA

(= aran | 4
i%ﬁm SIS INEE S
e NTEC: 1/3/2010 Hong Kong Society for Rehabilitation

PR BB - BRREE
e HKEC: 1/3/2010 St. James Settlement

HHRBERBAE - EESENE
e KWC: 1/9/2010 Hong Kong Society for Rehabilitation

TR R - FRERE
« KCC: 1/9/2010 TWGHs

JURE B BB - R E =P
o KEC: 1/4/2011 Hong Kong Society for Rehabilitation

NERBEBH - FBERE
e NTWC: 1/4/2011 Yan Oi Tong

BrITvE B A - R
e HKWC: 1/8/2011 Hong Kong Society for Rehabilitation

FHHERBE - FBERY




Patient Empowerment Programme

7 A\ B SR E]

e Three years project

A=A

e Funding from HA via competitive bidding. NGOs were
Invited to submit proposal

I IEBUN G, BehBHREHERRME

o3

¥

e Number of patients per year 2,000 per each cluster;
attendance varies from cluster, ranging from 6,500
to12,000 per year

F-BESEEN/ - TEWRA, REFHEH6,500F

12,0005

PEANG




Patient Empowerment Programme

ﬁﬁ‘/\ SL:Eg -

e Target groups for the first year. DM and HT; second
year. COPD and Cardiac Disease. Referred by HA
Family Physician at GOPC

RBHNBEFERPERPESE LRI, B _FReHEE

PR RO R s SRR R . HBEREE RS ERY
PR B A E

A

o Maximum service fee for each year is HKD 1.5 million.
Bonus schemes apply

ST R R BT EABKI508 7T, KENGOHEK
S B RAEER. FEHEHEARERTES

D DN




Objectives of PEP ()

iafﬁ

To provide participants a combination of knowledge,
skills and heightened self-awareness regarding their
own disease conditions so that they can use this
power to act in their own self-interest

R NE AT

75

qo8:

Fak, DEEAINGE B RE AR X B

A mITH

%
N

To promote autonomous self-regulation so that the
participants’ potential for health and wellness can be
maximized

(e 20 KT RER B =

=



Objectives of PEP (2

ia@

o Atthe end of the programme, participants should
understand that they are responsible for their diseases
and have knowledge and ability to manager their own
health

EEEESR, 2nEHEMMRENLBRRAR, I

BB 5 ) = EE H ORI




Patient Referral 2 i34

R & E 5
I qp e \F,
?JF}?F : DM/10/14_10 -~
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o 1 2010 F x Exx F (BT

_\lﬁgtip-jrrj w T ZEﬁOO 73
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B 7 23612838
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Service Delivery Mode k¥

Generic component

/

Generic
Individual
Sessions -3
Based on
Flinder’s
Model

~,

Generic
Group
Sessions -5
Based on
Stanford
CDSMP
Model

Hl

£y



|nterventhn Pathway f Patient is referred )

for PEP
% ) - J
I iE i‘_'l_‘§ |
. a ™
: Patient Profiling
L Asseslsment )

Pre-programme
Assessment

- o~

4 )
Individual | _ _ _ | Empowerment
Self- Sessions
management (Di.sc.aase
facilitation Specmc_and
\_ - \_ Generic) )
Post-programme
Assessment
Follow-up
and

Value Added Support




Programme % A\ B 585rte

1 HEANRBS AT -
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Individual Empowerment Curriculum

(Generic) HIREH{BFRAETHHS

=

Target People who are unable to attend empowerment sessions

$5 on regular basis HAMNEIREFERGESE/DNHZRE
People who are less motivated but with high risk in
developing more complicated health problems EjH&E1K
{EL{ B JEL S B v

Objective Make collaborative problem definition It:[FF] € RIE

i A& Patient-centered goal setting and action planning HE&E
FATEIET
Motivate patients to regain control and responsibility on
their well-being ZHEIEEEFEE H RBREEI

Format Face by face interview OR telephone interview [H#XEL &K

B Delivered by: health and social work professionals 4t T
B A B R SRR

Sessions 3 sessions (30 mins per session) = (& &304 %)

& Bk




Group Empowerment Curriculum (Generic)
= In Action Programme (&0 74T A TS /M)

i (Modified from Stanford’s Model on CDSMP)

Objective - Empower the patients with skills and attitude in life
H = style modification and self-efficacy enhancement

SR BEMETAERE NIRRT H BRI AE
Format  5sessions (150 mins per session)
i - TH (1505 &)

« Conducted by 1 social worker/health educator and 1
peer leader to optimize the results

- H—A TN —2ZW AERIIERRE

Group size |+ 15

/NENE
Feature « EXxercise training is provided in each session
T - EEGISRAERE D HA ERA

» Individual exercise feedback to establish the goals &
precautions to specific participants




Process Component of Health In Action

Program 5.0 AT ERAEFR/METTERE

Interactive Approach HEER,

Strategies to enhance self-efficacy 1ER] 154

SES YA

Problem solving techniques 5R&A B ARIR 5

Peer leader sharing to facilitate mutual support
(& +H R KBy 8 7 W B AR
Action Plan for Life Style Modification PATEISZ
Homework assignment X8 DIk
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Evaluation )

i Al )

= Exceeded the agreed output, both the number of
patients and the therapeutic sessions (four
clusters that provided by HKSR)

HEBERT AR UEESBSAR A BEard, R
SHURNBHMEE, AR H R T 1R

—




Evaluation (2

Y

EP of NTEC and HKEC. N=1,244
IR EBTETEA. 1,244 5CRER

22N

Conducted by The University of Hong K
B AE R R AR

Preliminary result: Over 96% were enab
fit for purpose

ong

led after PEP,

VIZEER: HiB6%EINE TEERERARRE “WE” , fF &

iz H )

Both DM & HT patients showed significant

Improvement in knowledge

B R B e I JBR s N\ S 1] S i A R



Evaluation (3)

= .
i ﬁ:Iz'fﬁ (=)
s PEP of Kowloon East. N=317

NERBERBAE. 3178 EHRE2INE

s Conducted by Department of Family Medicine &
Primary Health Care of KEC and CRN of the HKSR

B R R B A R R R R A SRR T
= Result: Ideal body weight increased, knowledge

Increased & BP target showed significant
Improvement

R S2NEETEBRERBE NN, M 8N K iR
HHBREGE




Definition of Self-Management (1)

HREHENER ()

= Learning and practicing skills necessary to carry on
an active and emotionally satisfying life in the face
of a chronic condition

2238 A AT A] DARRURR B IETHI 25 T RS8R R

= Aimed at helping the participant become an active,
not adversarial, partner with health care

HiRR S 2 ME RN SR BEREEEAN R &1

N

Kate Lorig, Stanford Patient Education Center, 1993



Self Management: What Is 1t?

EHREREE

|

—

‘LE@/

A

= Based on patient perceived problems

R B B R

1135 F) ] R

s Builds confidence (self-efficacy) to perform 3 tasks

RITBfELD (B3N EE) EESME HEs 6t

. Disease management K

g 1

#H

. Role Management #4835
. Emotional Management {E#E&H

= Focus on improved health status and appropriate
health care utilization

HARRE M B R e = s AT E R




Why focus on Self-Management?
* RFTREAREH

Poor compliance with medical management by
patients (50%)
RAE50%0% B& BRI B AR T
= Poor adherence to behavioural — lifestyle changes by
patients (30%)
HA730%)% B & ekt RN LI RUMT /M R B R
A
= Knowing but not doing

BRE W BE LSRR, ST

= Strong evidence

A 8 E Bk B

Malcolm Battersby, Flinders University




Purposes of Self-management

HREHKE K

Enabling participants to:

mR 2 N RE -

Make informed choices & %1% %12
Adapt new perspectives and generic skills on
problem solving A5 A 2478 fif ok i RE 2
Practice new health behaviors BEH{EFEIT &
Maintain and regain emotion stability IR EEHE

Kate Lorig (Stanford University 1993)



Chronic Disease Self-Management Program

iﬁ?f» mBBREERE —)

= Developed by Dr. Kate Lorig of Stanford University in
1999

ARRIE R B S S HE R A B E B L AR

N\~

= A community-based patient self-management
education course

—fE LAAL IR AZER R A B REEHERE

= Chinese version of CDSMP was translated and
developed by The Hong Kong Society for
Rehabilitation

WRRE T SCHR A 1R R e X B 3




Chronic Disease Self-Management Program

TQ/:' % ﬂakﬁfﬁan%? (—)

«=ASsumptions 1%

= Similar problems despite of the difference in the health
conditions

HEAEA R R B, e T A AL 42 R A R

= Patients can learn to take responsibility for day to day
management of their disease(s)

BEWUSEEREFERRNI R
= Confident, knowledgeable patients practicing self-

management will experience various positive health
outcomes

HEONBREHEMBHEE, FERIMBREIR

s Person with chronic health conditions are best role model
for self-management

B R AR BRI B REE R

N\~




Structure of CDSMP

Standardized training and program protocol

50 AT R R AR

RYELL I/ MEARR

A 6 week program (one session per week, 2.5 hours

per session) %

334

ki 2/NRE3047

L6 H

Led by trained professional and/or lay persons with
chronic diseases W] EEEEE K/ HHILFEAHE
Content covers diet, exercise, medications, fithess,
emotion management, action planning and problem
solving skills, and communication with health

professionals

v

e WA T B, EE). &Y. FETHE. TEETE, R’
- LR GRS




What works?

i ﬁ j[l\\ ?

Improve

B R 5E T 5 &5

= Client knowledge of illness
Hi 255 156 FH =& 365 Bt B8 0 2 e 1

= Knowledge of treatment and interventions
BT Va9 B T A HIRR A

= Involvement in decision making

eI 2 52




What works?

F AE?

Improve

B R 58 R 3 2% 5 T -

= Ability to take action if symptoms worsen
BB EE X mEY

= Ability to arrange and attend appointments
A A1 B2 K g2

= Ability to manage the impact of their illness

] DA 2 R s A8 7 2R T B

= Support client to live a healthier life style

B TR R AT




T

= 6-month improvement in health outcomes

2mE6ff ABRE TRRHEEANE:
« Self-Rated Health BI&:FIZEBERER

= Social and Role Activities Limitations #t32 &yEE)
R 451

= Energy/Fatigue BBEE/ESTEE
= Distress with Health State D»FR{EEEN

Self-Management Outcomes
i 5R

Evaluations of CDSMP, Global Studies



Self-Management Outcomes

i R H 0 M

Improvements in Utilization and Costs

BUE B R IR O

= Average .8 fewer days in hospital in the past six
months (p=.02)

618 A 33> 0.8 HAERE (p=.02)

= Trend toward fewer outpatient and ER visits (p=.14)

P2 s X SRETRA B> (p=.14)

US Studies



Outcome Studies conducted by HKSR

BB E YT MA (L)

Y ¥

Outcomes £ %

Quasi-experimental
evaluation study of
CDSMP

COSMP TE &4 B
3 ¥ I8 EA% | 2002-04 (n
= 76) vs. Tal-Chi interest
class ' * #&>1 |, ina
mass format (n = 72).

After 6-week program:

1 self-efficacy

T exercising, cognitive symptom
management

1 coping (diverting attention,
Ignoring sensation, re-interpreting
pain)

T energy

P rE6iE R -

T BRZEE

1B, B AR

T REJR R

A
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