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4.
PERFORMANCE ASSESSMENT OF HONG KONG’S HEALTH CARE SYSTEM: ACHIEVEMENTS AND WEAKNESSES 

Although no two health care systems are exactly the same, the performance of a country’s health system can be analyzed and compared to others using certain universal measures.  These measures include the cost-effectiveness of the system, equity, risk pooling, efficiency, sustainability and quality.  A brief summary of these inter-related goals and the data typically used to evaluate a system’s performance in achieving these goals is provided in Appendix A. Using these criteria, this report offers an evaluation of Hong Kong’s health care system.  The report highlights three important achievements of the Hong Kong health care system as well as raises three areas where improvements are still required.

Areas of achievement:


(i)  equity in access to care, resource allocation and finance (Section 4.1.1), 

(ii) certain aspects of quality and production efficiency improvements due to HA’s modernized management (Section 4.1.2), 

(iii) cost-effectiveness (Section 4.1.3).

Areas which require further improvement:

(i) quality of care (Section 4.2.1), 

(ii) financial sustainability and targeting of public subsidy (Section 4.2.2), 

(iii) organizational structure (Section 4.2.3).  

4.1
Achievements

4.1.1
Equity 
Hong Kong has a relatively equitable health care system as a result of a heavily subsidized public system. Equity can be measured in terms of access and utilization, resource allocation, and finance.

Equity In Access And Utilization


One of the most apparent strengths of the Hong Kong health care system is the relative equity of access to health care services that it provides all Hong Kong residents.   Equity in access is defined as equal access to adequate services across different income groups, and can be measured by (i) the distribution of financial burden paid at the point of service by income group (financial access, risk pooling); and (ii) the distribution of travel and waiting time by income group (physical access).  

Large subsidies in public sector institutions, combined with an exemption scheme or safety net targeted to the very poor, make the Hong Kong health care system successful in ensuring that financial ability to pay at the point of service does not prevent low-income individuals from seeking health care. Section 38(2) of the Public Finance Ordinance provides that the Financial Secretary may in writing delegate to any public officer any of the powers conferred upon him and that includes the power to waive charges.  As a result, health and medical services have been provided according to the following guiding principle:

“In order that no Hong Kong resident is denied adequate medical treatment through lack of means, designated offices in the Department of Health, Hospital Authority and Social Welfare Department are authorized in law to waive the medical fees of those who suffer genuine financial hardship. (Towards Better Health, p.8)”

For those who prefer and are able to pay for access to services with greater amenities, such as private and semi-private wards in public hospitals, and private hospitals, utilization is correlated with income.
 

The relative equity of access and utilization of the Hong Kong system is supported by evidence from various sources.  Health expenditure as a share of total expenditure from the 1994-95 Household Expenditure Survey indicate that the proportion of total household spending allocated for health increases with total household spending, a progressive pattern (Table 4.1).
 

Table 4.1 Average Bi-Weekly Expenditure on Health by Income (1994-1995) 


Medical Services (HK$)
Medicine and supplies 

(HK$)
Total out-of-pocket on Health (HK$)
Total HH Expenditure (HK$)
Health as % of total HH expenditure

Quartile1
37
14
51
2,850
1.79%

Quartile2
77
30
107
5,595
1.91%

Quartile3
134
41
175
8,450
2.07%

Quartile4
329
95
424
17,912
2.37%

Average
144
45
189
8,701
2.17%

Source:  Household Expenditure Survey 1994/95.

Note:     Quartile 1 is the lowest 25% of the income distribution.


Utilization rate by household income: Data from the Telephone Household Surveys (1998) reveals only small differences in both inpatient and outpatient visit rate by income quintile (Table 4.2). Lower income households are more likely to use subsidized public facilities for both inpatient and outpatient care. On the other hand, higher income households are more likely to use private care.
Table 4.2  Utilization Rate by Type of Facility and Income Group 


Outpatient (over 2 weeks)
Inpatient (over 6 months)


Public
Private
Other
Total
Public - HA
Private
Total

Quintile1
12.43%
11.11%
1.95%
25.49%
7.56%
0.58%
8.14%

Quintile2
6.14
13.57
2.22
21.93
4.36
0.99
5.35

Quintile3
6.97
17.12
2.25
26.34
4.85
1.18
6.03

Quintile4
4.41
17.27
2.11
23.79
5.13
1.54
6.67

Quintile5
4.02
18.52
1.76
24.30
3.61
3.55
7.16

Average
6.79
15.52
2.06
24.37
5.10
1.57
6.67

Source:  Telephone Household Survey (1998)

Note:     Outpatient utilization rate is defined as the number of individuals with visits in the last two weeks as a percent of the total sample in the income group. Inpatient utilization rate is defined as the number of individuals with hospital admissions within the last 6 months. Quintile 1 is the lowest 20% of the income distribution.

Travel Time by Household Income: There is no significant correlation between travel time to health care facilities and income (Table 4.3). Overall, the travel times to both public and private facilities reflect a reasonably equitable distribution in resource allocation across income groups.

Table 4.3  Distribution of Mean Travel Time in minutes by Income (1998)

(HK$)
GOP

n=303
SOP

n=91
Private GP

n=811
Private specialist

n=101
Overall

n=1306

Less than $10,000
21.1
31.3
21.0
20.9
23.6

$10,000-$19,999
19.9
31.7
14.1
25.2
22.7

$20,000-$29,999
22.9
32.9
15.8
36.4
27.0

$30,000-$39,999
15.0
40.9
20.6
23.1
24.9

$40,000 or more
27.6
33.9
17.4
25.4
26.1

Average
23.3
34.1
17.8
26.2
24.9

Source:  Telephone household survey, 1998.  

Queuing time by Household Income: The average queuing time in private practices, where the majority of outpatient visits take place, seems reasonable at about 20 minutes (Table 4.4).  There is no obvious correlation between queuing time and income within the private sector, although such correlation seems to exist in the public sector.  It is also worth highlighting the considerable difference in queuing times between the public and private sectors. This, together with the tendency of lower income individuals to use more public facilities, implies that there may be bias against lower income groups in terms of queuing time.

Table 4.4 Mean Queuing Times in Minutes by Monthly Household Income (1998) 

(HK$)
GOP

n=303
SOP

n=91
Private GP

n=811
Private specialist

n=101
Overall

n=1306

Less than $10,000
109.9
89.1
26.2
24.6
62.5

$10,000-$19,999
80.4
71.3
22.5
32.0
51.6

$20,000-$29,999
83.1
48.8
22.9
22.7
44.4

$30,000-$39,999
63.4
40.2
24.0
24.0
37.9

$40,000 or more
36.6
51.3
25.8
24.2
34.5

Average
74.7
60.1
24.3
25.5
46.2

Source:  Telephone household survey (1998)

Equity In Resource Allocation
One determinant of equity in access is the distribution of health care resources.  Equity in resource allocation refers to the correlation of resources with needs, measured here by the distribution of facilities and manpower across regions and among subgroups of the population according to age, income, and disease profile. Tables 4.5 and 4.6 show that the distribution of public health facilities and manpower are fairly equal across regions with a slight bias against the New Territories.
Table 4.5  Regional Distribution of Hospital Authority Resources per 1,000 inhabitants 

(As of March 31, 1997)


Beds
MDs
Nurses
Allied Health

Hong Kong
4.69
1.46
3.16
1.13

Kowloon
3.89
1.36
3.30
0.86

New Territories
3.83
0.96
2.64
0.60

Average
4.04
1.18
2.95
2.59

Source: Health and Welfare Bureau.

Note: Allied health professionals include physiotherapists, occupational therapists, lab technicians, social workers, etc.

Table 4.6 Regional Distribution of Department of Health Resources per 1,000 inhabitants (1997)


MDs
Nurses
Dental
Allied Health

Hong Kong
0.10
0.29
0.24
0.19

Kowloon
0.10
0.29
0.16
0.12

New Territories
0.06
0.20
0.07
0.06

Average
0.08
0.24
0.13
0.11

Source: Health and Welfare Bureau 

The situation is slightly different in the private sector, where Hong Kong Island receives more of the private health care resources.  Private beds are distributed differently among regions, with more on Hong Kong Island (1.07 beds per 1,000 population), fewer in Kowloon (0.7 per 1,000) and fewer still in the New Territories (0.23 per 1,000).


Equity in resource allocation should, however, be considered in light of the age and income structure and different disease profiles of each region. Since data on disease profile by region is not available in Hong Kong, we proxy that by self-reported chronic conditions and perception of health status. Tables 4.7 and 4.8 show that overall health status does not vary significantly across regions. In general, the New Territories’ population is younger (Figure 4.1), while Hong Kong residents are relatively wealthier (Figure 4.2). 
Table 4.7 Rates (percent) of selected diseases in each region


Blood Pressure
Diabetes
Heart Disease
Benign Tumor
Malignant Tumor
Arthritis
Bronchitis

Hong Kong
10.59
4.65
4.01
2.82
1.03
15.09
7.23

Kowloon
10.68
5.02
3.59
1.48
0.58
11.40
5.50

New Territories
8.46
4.17
3.06
2.10
0.34
11.07
5.12

Source: Telephone Household Survey (1998) 

Table 4.8 Percent distribution of perception on health status


Excellent (%)
Very Good (%)
Good (%)
Fair (%)
Poor (%)

Hong Kong
6.89
17.35
25.04
45.46
5.26

Kowloon
6.30
13.27
23.71
49.94
7.13

New Territories
6.74
16.27
23.47
46.73
5.72

Source: Telephone Household Survey (1998)

Figure 4.1 Age distribution by region (1996) 

[image: image1.wmf]0.00%

2.00%

4.00%

6.00%

8.00%

10.00%

12.00%

0-4

5-9

10-14

15-19

20-24

25-29

30-34

35-39

40-44

45-49

50-54

55-59

60-64

65-69

70-74

75+

Age group

Proportion of population in age group

Hong Kong

Kowloon

New Territoties


Source: 1996 By-census

Figure 4.2 Monthly Income Distribution of Working Population by Region (1996)
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This age/disease profile suggests that the slightly lower bed/manpower distribution in the New Territories may not cause a serious problem of access. Future rational policy for public and private sector development should, however, attempt to address the health resource needs of this region’s young and growing population.
Equity In Finance

A third aspect of equity as a strength of the Hong Kong health care system is equity in finance. Assessment of equity in finance relates the taxes paid into general revenue to the public expenditure on health, focusing on the impact on different income groups.  In general, general taxation financed health care is progressive public spending program. Three indicators will be used below to more specifically highlight equity in financing: (i) distribution of the tax burden by income group, (ii) distribution of public health spending by income group, and (iii) coverage of private insurance.


Table 4.9 shows the amount of tax those in different income groups pay.  Since the tax rate is higher for those with higher incomes, this tax structure represents progressive financing. Tax on salary is charged on a sliding scale from 2-20% on $HK30,000 segments of income after deduction of allowances
.  The overall rate is restricted to 15% of income before deduction of allowances.
  After deduction of allowances, the first HK$30,000 of chargeable income is taxed at 2%, the next HK$30,000 at 8% and the next HK$30,000 at 17%. Amounts in excess of these are taxed at 20%. Taking into account the concessions introduced for 1998-99, the Government estimates that in 1998/99, less than 40% of the working population will be required to pay income tax and only 0.3% will pay the standard tax rate of 15% (but they contribute 19.5% of total salaries tax receipts).

Table 4.9 Analysis of tax assessments (95-96) by income group

Annual income (‘000HK$)

Average tax per tax payer HK$


% tax (midpoint)

79-80

11


0.01

80-90

121


0.14

90-100

322


0.34

100-110

852


0.81

110-120

1561


1.36

120-130

2241


1.79

130-140

3201


2.37

140-150

4324


2.98

150-180

6220


3.77

180-210

8729


4.48

210-240

11265


5.01

240-270

15319


5.38

270-300

20404


7.16

300-400

32211


9.20

400-500

53347


11.85

500-600

73351


13.34

600-700

90536


13.93

700-800

107903


14.39

800-900

124415


14.64

900-1,000

140408


14.78

1,000-1500

179013


14.32

1500-2000

256528


14.66

2000-3000

362510


14.50

3000-5000

558821


13.97

5000+

1497947


N/A1

Source: IRD Annual Report 96-97

1Note: The distribution of income in the highest income group is not known - midpoint cannot be estimated.

While the high-income individuals pay the bigger share of total tax receipt, they receive the smallest share of government subsidy to health since they use public health care less often than the low income individuals. Based on estimates of the Domestic Health Accounts and General Household Survey (1995/6), Table 4.10 shows that 26% of total government subsidy for health goes to the lowest income individuals, while only 15% goes to those in high income quintiles.

Table 4.10  Share of public subsidy by income


% of total public subsidy

Quintile 1
26%

Quintile 2
19%

Quintile 3
20%

Quintile 4
20%

Quintile 5
15%

Source: DHA (1998)

Information on those entitled to medical benefits in the private sector does show some inequity in private health financing. Higher income individuals are more likely to have medical benefits provided by their employers
. (Table 4.11)

Table 4.11  Employer provided benefits coverage by Income Quintile


Civil Servant/HA (%)
Private Employer (%)

Quintile 1

Quintile 2

Quintile 3

Quintile 4

Quintile 5
4.8

5.8

7.7

8.1

12.5
8.6

14.4

20.2

30.2

33.1

Source:  Telephone Household Survey (1998)

4.1.2 
Quality And Production Efficiency Improvements Due To Hospital Authority Organization And Management

There have been numerous changes, both organizational and managerial, as a result of the Hospital Authority’s formation in 1990. The main mandate of the HA as an independent corporate non-commercial body has been to manage Hong Kong’s public hospitals on behalf of the government.   The intention of this change (the 1990 reform) was to move away from the formerly bureaucratic incentives and command-control structure towards modern management, and a transparent and publicly accountable organization.  The main objectives of the injection of business acumen into an essentially public system were twofold:  (i) improve the efficiency of hospital operations, and (ii) to enhance the quality of provided services.  

Quality

Measurable improvements in certain aspects of quality, especially along the dimensions of medical staff attitude and perception of technical quality of services have been observed. Patient satisfaction surveys conducted by HA indicate that over 65% of respondents were “satisfied” with the quality of medical care and attitude of medical and non-medical staff (Table 4.12).  These are probably achieved by HA’s organization and management, especially the new focus of “patient-centered” culture
. Although patient dissatisfaction of waiting/queuing time is still high, improvement over the last two years have been observed.

Table 4.12 Patient satisfaction with selected aspects of HA services

Satisfied
Dissatisfied


(1997)

(%)
Relative change to 1996
Relative change to 1995
(1997)

(%)

Physical environment
71.4
-0.1
+0.7
4.7

Medical facilities
70.8
+0.9
+7.8
4.1

Quality of medical care
67.6
+4.3
+10.7
6.7

Attitude of non-medical staff
65.5
+3.0
+5.7
8.0

Attitude of medical staff
64.7
-1.6
+2.3
10.8

Waiting time for A&E treatment
43
-0.6
-3.4
36.3

Booking time for operations
34.7
+10.0
+11.1
43.1

Queuing time for SOPD appointment
34.6
+2.4
+3.4
50.4

Waiting time for SOPD treatment
33.8
+7.5
+4.8
48.9

Source: HA Patient Satisfaction Survey (1997)

Focus group participants have also suggested improvements in staff attitudes: 

“About eleven or twelve years ago, when I was admitted into a hospital, I found that the attitudes of the doctors and the nurses were very poor. Doctors did not have much problem but the nurses’ attitudes were especially poor. Three to four years ago, my daughter felt dizzy and was admitted into Hospital X. The doctors’ attitudes were poorer than before. The doctors often complained that there were inadequate resources in terms of money and manpower, which made their workload heavy. Actually, I found that the doctors had to work very hard. For the most recent admission, I found that the attitudes of the nurses and the doctors were much better.”

Results from the Telephone Household Survey (1998) further support that patient confidence in technical quality has increased.  In the survey, respondents were asked whether they prefer public or private hospitals if “cost is not a concern”.  Among those who preferred HA to private hospitals (under the hypothetical situation that cost is not a concern), the most often cited reason for their choice was “effective treatment, trustworthy and competent doctors”.  

Lastly, another indirect source of evidence for quality improvement in the public sector comes from trends in utilization rates of public and private hospitals.  During the 1990s, overall increase in utilization of hospital services occurred almost entirely in public hospitals while use of private hospital services has been stagnating.  (Figure 4.3)  While this reflects well for HA, it must be noted that the price difference between HA and private hospitals has also been increasing over the same period, so the increase in utilization of HA services may be due to declining price relative to the private sector.

Figure 4.3
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Productive Efficiency in Public Hospitals

According to international standards, changes in productive efficiency should be measured by cost per episode of illness, adjusting for case mix.  Since the HA has not collected the historical data, this study had to use proxy data such as cost per bed day or discharge which gave ambiguous results.
  Table 4.13 shows that the cost per visit decreased for SOPD and A&E, but increased for GOPD between 1992/93 and 1996/97.  For inpatient services, while the cost per discharge fell, the cost per bed day increased. The weighted-average of cost per output for all services declined when discharges are used as output measure for inpatient services, but increased when bed days are used to measure inpatient output.


We further examine the trends in output and input separately.  Table 4.14 shows the rate of increase in output disaggregated by different HA services. An overall output growth indicator - generated by weighting the relative share of services in total HA expenditures - suggests that outputs grew by 4.9% (if using total number of hospital days) or 7.5% (if using number of discharges for inpatient services).  In terms of input, Table 4.15 shows that the annual average growth rate amounted to 3.7% for hospital beds, 5.2% for HA employed staff, and 10.6% for capital expenditures if construction of new facilities are not taken into account (in real terms).  Since growth in inpatient admissions are made possible with new bed openings, the 10.6% growth in capital expenditures underestimate the resources input to produce the hospital admissions shown in Table 4.14.  Among HA employed staff, the greatest growth rate was among administrative and management staff, as a result of adopting modernized management techniques introduced by HA’s formation. Another staff category that experienced high growth rate was consultant physicians.   

Such trends are consistent with several hypotheses.  First, there has been reduction in previously long length of stay (LOS)
 or substitution for more day surgery, leading to cost reduction per discharge, but cost increased per bed day since the patients who cannot be shifted to the ambulatory or community settings are more severely ill. This could be an  improvement in efficiency.  Second, the reduction in LOS is achieved at the expense of premature discharge, leading to medical complications and higher readmission rates.  Third, the increase in cost per day is due to changes in labor mix and/or labor and capital mix with no commensurate increase in output. For example, while the number of physicians grew by 6.2% between 1992/93 and 1997/98, the number of consultants grew by almost 14%.  Fourth, the increase in bed day is due to quality improvement.  These hypotheses, of  course,  are not mutually exclusive.  

To identify these hypotheses, data on case mix, readmission rates, cost per bed day for day surgery versus inpatient stay, quality changes, etc. are required. Data made available to us do not allow differentiation among these hypotheses, hence it remains ambiguous whether there has been production efficiency gains in HA.  Besides, it should be noted costs presented in Table 4.13 only reflected recurrent expenditures.  Capital investment in technology and information systems that allow for substitution of more day surgery and elimination of unnecessary ALOS per discharge are not included
. 
Table 4.13  Trends In Recurrent Cost per unit of Output (Real 1990 = 100)


1992/93
1993/94
1994/95
1995/96
1996/97
Overall annual growth

Cost per Bed Day/Attendance *















Inpatient

(1) Cost per discharge








- Acute hospitals (Note)
8,792
8,532
8,266
7,885
8,061



      growth rate (%)
 
-3.0%
-3.1%
-4.6%
2.2%
-2.2%










- General & Extended hospitals
11,734
12,483
13,664
14,928
15,809



      growth rate (%)
 
6.4%
9.5%
9.3%
5.9%
7.7%










- Psychiatric hospitals
111,822
111,709
111,387
120,210
118,286



      growth rate (%)

-0.1%
-0.3%
7.9%
-1.6%
1.4%










- Overall 
10,042
9,859
9,602
9,279
9,481



      growth rate (%)
 
-1.8%
-2.6%
-3.4%
2.2%
-1.4%









(2) Cost per bed-day 








- Acute hospitals (Note)
1,585
1,596
1,639
1,621
1,643



      Growth rate (%)
 
0.7%
2.7%
-1.1%
1.4%
0.9%










- General & Extended hospitals
699
724
764
796
844



      Growth rate (%)
 
3.6%
5.6%
4.1%
6.0%
4.8%










- Psychiatric hospitals
414
440
430
456
472



      Growth rate (%)

6.1%
-2.2%
5.9%
3.5%
3.3%










- Overall 
1,092
1,112
1,160
1,182
1,222



      Growth rate (%)
 
1.9%
4.3%
1.9%
3.4%
2.9%









SOPD (cost/attendance)
329
313
297
282
299
 


      Growth rate (%)

-4.9%
-5.1%
-5.1%
6.0%
-2.4%









A&E (cost/attendance)
385
390
343
317
300



      Growth rate (%)

1.3%
-12.1%
-7.6%
-5.4%
-6.0%









GOPD (cost/attendance)
108
120
123
114
123
 


      Growth rate (%)

11.1%
2.5%
-7.3%
7.9%
3.3%









CNS (cost/attendance)
-
-
267
251
221
 


      Growth rate (%)



-6.0%
-12.0%
N.A.@









Overall growth (weighted, using cost per discharge for inpatient – without CNS)
-1.8%

Overall growth (weighted, using cost per bed-day for inpatient – without CNS)
1.6%

@
too few years

*
Cost per bed day/attendance is calculated based on the method used for fees and charges purposes, as requested, which includes staff cost, drugs and consumables, depreciation, services provided by Government departments and allocated share of overhead and supporting services.

Notes: Mentally handicapped beds are deducted from acute hospitals and included in the calculation for psychiatric hospitals.

Source: Hospital Authority

Table 4.14 Hospital authority trends in outputs







Overall annual


1992/93
1993/94
1994/95
1995/96
1996/97
1997/98
growth








(Compounded)










Inpatient








No of admissions
    710,081 
    761,599 
    840,885 
    919,743 
    958,452 
    985,469 


  growth rate (%)

7.3
10.4
9.4
4.2
2.8
6.8%










   No of admissionsa
    660,375 
    708,287 
    769,410 
    852,602 
    896,153 
    919,443 


     growth rate (%)

7.3
8.6
10.8
5.1
2.6
6.8%










   TLOS
6532025
6694138
6945610
7218575
7437442
7764699


     growth rate (%)

2.5
3.8
3.9
3.0
4.4
3.5%










A&E
 1,402,451 
 1,492,637 
 1,735,537 
 1,979,212 
 2,080,006 
 2,168,777 


  growth rate (%)

6.4
16.3
14.0
5.1
4.3
9.1%










SOP
 4,415,381 
 4,710,253 
 5,273,575 
 5,884,588 
 6,461,935 
 7,362,940 


  growth rate (%)

6.7
12.0
11.6
9.8
13.9
10.8%










CNS
    270,658 
    281,972 
    298,224 
    335,299 
    383,401 
    439,319 


  growth rate (%)

4.2
5.8
12.4
14.3
14.6
10.2%










GOP
    801,108 
    760,145 
    741,298 
    757,829 
    754,572 
    759,127 


  growth rate (%)

-5.1
-2.5
2.2
-0.4
0.6
-1.1%

Overall growth (using No of admissions)






7.51%

Overall growth (using TLOS)






4.93%





















a  adjusted for transfers

Notes:

TLOS
=
total length of stay

A&E
=
Accident and Emergency

SOP
=
Specialist outpatient

CNS
=
Community Nursing Service

GOP
=
General outpatient
Source: Hospital Authority

Table 4.15 Trend in increases in inputs for Hospital Authority








Overall annual
Overall annual


3/31/93
3/31/94
3/31/95
3/31/96
3/31/97
3/31/98
growth
growth








(3/93 to 3/97)
(3/93 to 3/98)

Beds
     22,391 
     23,296 
     24,166 
     25,117 
     25,947 
        26,790 



  growth rate (%)

4.0
3.7
3.9
3.3
3.2
3.8%
3.7%











Physiciansa
       2,651 
       2,828 
       3,067 
       3,262 
       3,449 
          3,581 



  growth rate (%)

6.7
8.5
6.4
5.7
3.8
6.8%
6.2%











Consultantsb
247
291
366
416
435
466



  growth rate (%)

17.8
25.8
13.7
4.6
7.1
15.2%
13.5%











Senior Medical Officer

548
611
705
764
791



  growth rate (%)


11.5
15.4
8.4
3.5
11.7%
9.6%











Medical Officer

      1,703 
      1,798 
      1,848 
      1,913 
      2,030 



  growth rate (%)


5.6
2.8
3.5
6.1
4.0%
4.5%











Nursesc
     16,573 
     16,935 
     17,474 
     18,638 
     18,919 
        19,614 



  growth rate (%)

2.2
3.2
6.7
1.5
3.7
3.4%
3.4%











Allied Health
       2,882 
       3,158 
       3,627 
       3,944 
       4,153 
          4,295 



  growth rate (%)

9.6
14.9
8.7
5.3
3.4
9.6%
8.3%











Management/









Administrative
          531 
          705 
          847 
          959 
       1,008 
1,038



  growth rate (%)

32.8
20.1
13.2
5.1
3.0
17.4%
14.3%











Others
     15,882 
     17,018 
     18,294 
     19,865 
     20,273 
21,006



  growth rate (%)

7.2
7.5
8.6
2.1
3.6
6.3%
5.8%











Total HA Staff
     38,519 
     40,644 
     43,309 
     46,668 
     47,802 
        49,534 



  growth rate (%)

5.5
6.6
7.8
2.4
3.6
5.5%
5.2%

Capital expenditures (excluding construction of new facilities)
103.2
284.0
223.9
214.9
190.2
170.9



  growth rate (%)

175.2
-21.2
-4.0
-11.5
-10.1
16.5%
10.6%

Capital expenditures (including construction of new facilitiesd)

  growth rate (%)
103.2


284.0

175.2
223.9

-21.2
214.9

-4.0
700.6

225.9

61.0%
na

a    Medical staff includes Consultants, SMOs, MOs and Interns/externs  









b    Consultants









c    Nursing staff incl General and Psychiatric nurses and midwives. Staff strength includes all full-/part-time









      staff on permanent of contract terms. Temporary staff and staff on honorary appointment are excluded.









d    These new projects include the Northern District Hospital, Cheung Kung Hospital, and the HAHO building.









Note: Overall annual growth rates for SMOs and MOs in the last two columns are for the period (3/94 to 3/97)        and (3/94 to 3/98) respectively. 

Source: Hospital Authority









Innovations From HA Corporatization

In the context of the above, what aspects of quality and efficiency improvements can be realistically attributed to HA organizational and management change or to greater government funding? 

In terms of quality, three dimensions of improvements have been observed by users, as highlighted in Table 4.12: hospital environment, attitude of medical staff, and patient confidence in technical quality.  

Physical environment.  Improvement in physical environment is most likely due to additional capital investments.  The allocation of capital expenditures grew by 60% in real terms (i.e. after adjusting for inflation) between 1993 and 1997.  The bulk of these expenditures were spent on renovation of facilities and building new facilities.  

Medical staff attitude.  Improvement in the attitude of medical staff is due to both monetary factors and change in organizational culture and new management initiatives.  Improved pay has greatly improved staff morale as well as HA’s ability to keep good qualified doctors in the public system.  HA has also adopted specific instruments such as Staff Development Review and merit based promotion to enhance the satisfaction of medical staff.  Overall improvement in organizational culture has contributed to improvement in interpersonal communication between patients and doctors. 

Technical quality. Improved perception of service quality is probably due to HA’s efforts to introduce a continuous quality improvement program with the aim to focus on health outcomes and patient feedback procedures.  This has led to the creation of official complaint procedures, focus group meetings, and a patients’ charter
.   

These efforts to improve quality have been complemented by the use of three main tools to trigger efficiency gains.  First, devolution of financial and managerial autonomy has increased both responsibility as well as accountability of hospitals for their resource management and overall performance.  Second, the introduction of a planning process has ensured that available resources are systematically matched with expected outputs, and that institutional performance is explicitly monitored, compared and coordinated.  Third, as part of the planning process, annual efficiency gains ranging from 1 to 2.5% over 1993/94 to 1997/98 have been mandated for each hospital. 

HA has gradually set up uniform accounting and costing systems for its hospitals.  HA also implemented a clinical record system to produce information on case-mix - Patient Related Groups (PRGs). This development enables HA to make use of specialty and PRG costing information of eleven major hospitals as a reference for resource allocation purposes, and to make comparisons of certain outcome indicators across PRGs for these hospitals.  Internal data on PRG-specific cost and crude quality indicators (e.g. mortality rate, readmission rate) indicate that there is room for measurable efficiency gains and quality improvement.    

In sum, organizational and management change as well as leadership factors have no doubt enhanced certain aspects of service quality as well as production efficiency.  However, organizational and management changes were accompanied by adding significant amount of resources to HA in terms of operational funds, staffing, and capital expenditures for new facilities,  renovations and establishment of an information system.  Thus, it is difficult to delineate the contribution of increased resource allocation versus organizational and management change to quality and productivity improvement.  Overall it appears, however, that certain improvements in quality and production efficiency are likely due to HA management and organization.  This represents a second major area of achievement for Hong Kong’s health care system. Other system-wide problems in quality and efficiency such as fragmentation between public and private sectors and levels of service (discussed in a later section of the report), are beyond what further improvements in HA management and organization alone can address.

4.1.3 
Cost Effectiveness


Cost effectiveness is defined as achievement of the greatest health outcome with the use of a given amount of resources, and has often been cited as a strength of the Hong Kong health care system.  This conclusion is usually based on cross-country comparisons of health expenditures as a share of GDP and general health indicators, such as life expectancy, infant mortality, and maternal mortality.  (Table 4.16, Figures 4.4 and 4.5).  

A more thoughtful interpretation of cost-effectiveness of a system would examine the system’s impact on health status improvements, as isolated from the impact of climate, the population’s genetic makeup, life-style, diet, age structure, health knowledge and care seeking patterns.  When Hong Kong is compared only with its Asian neighbours such as Singapore, Taiwan and Japan, it seems that Hong Kong system is similar in cost effectiveness as its Asian neighbors.  Although Singapore, Hong Kong, and Japan have similar health indicators, Singapore has the youngest population.  In 1997, 7% of  its population is over age 65.  On the other hand, Japan has a much larger proportion of its population over 65: 14.7 versus 10.4% in Hong Kong.  Since the elderly consume more health care services per capita, countries with younger population age structure, such as Hong Kong and Singapore, have a relative advantage in terms of spending requirements when compared to Japan.
Table  4.16  Basic Health Indicators 

 

1996



1996



Life expectancy
Life expectancy
Infant
Maternal
Health Exp/
Public Health
Priv Health


Male (at birth)

[years]
Female (at birth) [years]
Mortality Rate/1,000
Mortality Rate/1,000
GDP (%)
Exp/GDP (%)
Exp/GDP (%)










Hong Kong
76.0
82.0
4.0
7.0*
4.6
2.5
2.1

Singapore
75.0”
79.2”
3.6”
0.0”
3.2*
1.2”
2.3*

Taiwan
71.9
77.9
6.7
7.7
5.2*
3.3*
1.9*

Japan
77.0
83.3
3.8
N/A
7.2
5.7
1.5

Australia
75.2
81.1
5.8
9.0*
8.5
5.9
2.6

Canada
75.0
81.0
6.0
6.0*
9.6
6.7
2.9

US
73.0
79.0
7.2
7.5
14.0
6.5
7.5

UK
74.4
79.3
5.9
9.0*
6.9
5.8
1.1

*1995 Figures

“ 1997 Figures

Taiwan: The public and private share of health expenditure is based on 1996 figures

Sources:
Hong Kong Hospital Authority Statistical Report 1995-1996


Singapore Ministry of Health Homepage


Taiwan Department of Health Homepage


1997 OECD Data


OECD Homepage


The Healthcare System in Singapore, Health and Welfare Branch


Journal of the American Medical Association, 280(12): 1042-3, 1998 September 23-30
Figure 4.4  Cost-effectiveness Comparisons: Health Expenditures and Infant Mortality
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Figure 4.5  Cost-effectiveness Comparisons: Health Expenditures and Maternal Mortality
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The question whether Hong Kong’s health care system is cost-effective is raised by several indications of allocative and operational inefficiencies.  These are suggestive that there is significant room for improving the cost-effectiveness of health care provision in Hong Kong.  These include (i) compartmentalized service provision (see section 4.2.3), (ii) drug dispension practices, and (iii) relatively high private physician earnings and fees (for details, see next section)

Physician earnings in the private sector are relatively high by international standards. For example, estimates from the Domestic Health Accounts and the Private Provider Survey (1998) indicate that net earnings of physicians are in the US$170,000-300,000 range
. Relative to the median employment earnings of other professionals in Hong Kong in 1997, private physicians earn at least over 7 times the earnings of other professionals. The corresponding ratio in the U.S. is approximately 4.5 while US physicians receive higher relative income than physicians in other advanced nations. The median US physician income in 1996 was US$166,000, ranging from $125,000 for pediatricians and family practice physicians to $230,000 for certain surgical specialties
. Similarly, fees for procedures in Hong Kong’s private sector are high, even after adjusting for cost of living differences (Table 4.17).  Both of these facts imply that patients may be paying more than what they have to pay under an effective competitive market.

Table 4.17 Fees of Selected Procedures in United States and Hong Kong in US$ (1996)


US
HK

Office visit, established patient*

Chest X-ray, 2 views

Coronary Artery Bypass Graft (3)

Transurethral resection of prostate

Arthroscopy

Cataract Removal, insert lens

Inguinal hernia

Diagnostic Colonoscopy
34

33

2,831

1,001

694

1,010

474

285
22

16

8,295

2,332

1,635

1,417

1,264

490

Sources: US: Federal Register, Dec 8, 1995, Addendum B; Hong Kong: Medical Insurance Association of Hong Kong, The Hong Kong Federation of Insurers.

*Includes drug costs.

Note: Hong Kong Fees are converted to US$ at 1996 exchange rate (US$1.00 = HK$7.8) and adjusted for cost of living differences at Purchasing Power Parity conversions (using 1995 conversion factors.) Hong Kong fees are median fees.
**********

ACHIEVEMENTS CONCLUSION

Our assessment of the Hong Kong health care system shows that Hong Kong has a relatively equitable system, in terms of access and utilization, resource distribution, and financing. As a result of the 1990 reform of the public hospital system through the establishment of the Hospital Authority, Hong Kong has also benefited from improvements in certain aspects of quality and productive efficiency in specific areas.  Evidence indicates that the cost-effectiveness of the Hong Kong health system is similar to its neighboring Asian nations and compares favorably to European advanced economies. 

� In this sense, Hong Kong can be said to have a two-tiered health care system, which some consider a strength (allows freedom of choice, does not put all of the burden on the public sector) or a weakness (rations higher quality services, willingness and ability to pay), depending on the values of society.





� In this analysis, household income is proxied by total household expenditures. It should, however, be noted that household surveys tend to under-report expenditures due to recall bias, use of proxy respondents, etc. Household expenditure is also a questionable proxy for income, especially in high income groups.  As income increases a larger and larger proportion of household income is dedicated to savings, and expenditure on consumption goods and services underestimates the available amount of disposable income.  If medical expenditures were measured as a proportion of household income, the pattern may reveal less progressivity.





� Significant concessions were made in 1998-99 by adjusting the tax bands and the marginal tax rates. The segments of income are now HK$35,000 instead of HK$30,000, and the tax rates for those with taxable income in excess of HK$70,000 are slightly lower (12% instead of 17% and 17% instead of 20% for those with over HK$105,000).





� There is also tax on property at a rate of 15% on the actual rent received, less an allowance of 20% for repairs and maintenance. Profits of unincorporated businesses are taxed at 15%, while those of corporations are taxed at 16.5%. Additional government revenue comes from duties on tobacco, alcohol, hydrocarbon oil, bets, estates, and taxes on hotel accommodation, among other taxes.


� The correlation between income and civil servant benefits do not reflect differences in coverage among the civil servants, but rather the correlation between income and civil servant status among the sample population.  That is, more civil servants on average are on the higher end of the income distribution.





� Although there is relatively high satisfaction expressed for physical environment and medical facilities, these are most likely to be achieved by new funding as a result of the setting up of HA, rather than due to HA’s organization and management change.


� Output is measured by admissions, bed days, visits, etc.


� The ALOS fell from 9.2 to 7.2 for general specialties between 1992/93 and 1996/97, and 12.3 to 10.1 days for all specialties (general and psychiatry, mentally handicapped and infirmary)





� Government funding to HA consists of three block grants: one for all recurrent expenditure which HA can deploy flexibly and retain any unspent funds in its reserve up to a maximum of 5% of its budgeted expenditure and two capital grants specifically for plant and equipment and information technology.  


� In the absence of systematic outcome measures, little can be concluded about trends in technical quality beyond patients’ perceptions.  This will be discussed in detail in the section on highly variable quality of care.  


� The conversion is based on exchange rate of US$1.00=HK$7.8, and has been adjusted for PPP (purchasing power parity) at the conversion factor of 85/100.





� Source: 1996 and 1997 Socioeconomic Monitoring System core surveys.






_981557645.xls
Chart2

		1987		1987

		1988		1988

		1989		1989

		1990		1990

		1991		1991

		1992		1992

		1993		1993

		1994		1994

		1995		1995

		1996		1996

		1997		1997



&A

Page &P

HA hospitals

Private hospitals

Trends in hospital admission rates (admission/population) in HA and private hospitals (1987-1997)

0.11973

0.11728

0.027702

0.11488

0.028507

0.11253

0.029193

0.1165

0.030274

0.1206

0.03178

0.12707

0.031235

0.13451

0.030707

0.14733

0.030527

0.15253

0.029291

0.14801

0.029234



utilisation

		Utilisation of inpatient care

				HA hospitals		Private hospitals

		1987		0.1197

		1988		0.1173		0.0277

		1989		0.1149		0.0285

		1990		0.1125		0.0292

		1991		0.1165		0.0303

		1992		0.1206		0.0318

		1993		0.1271		0.0312

		1994		0.1345		0.0307

		1995		0.1473		0.0305

		1996		0.1525		0.0293

		1997		0.1480		0.0292

				HA hospitals		Rate of increase		Private hospitals		Rate of increase

		1987		0.1197

		1988		0.1173		-2.05%		0.0277

		1989		0.1149		-2.05%		0.0285		2.91%

		1990		0.1125		-2.05%		0.0292		2.41%

		1991		0.1165		3.53%		0.0303		3.70%

		1992		0.1206		3.52%		0.0318		4.97%

		1993		0.1271		5.36%		0.0312		-1.71%

		1994		0.1345		5.86%		0.0307		-1.69%

		1995		0.1473		9.53%		0.0305		-0.59%

		1996		0.1525		3.53%		0.0293		-4.05%

		1997		0.1480		-2.96%		0.0292		-0.19%
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		Occupancy rate in major hospitals

				1982		1995

		Queen Mary Hospital		85.7		79.2

		Queen Elizabeth Hospital		110.9		82.6

		Princess Margaret Hospital		98.7		80.7

		Kwong Wah Hospital		75.7		77.4

		Occupancy rate in selected subvented versus government hospitals

				1982

		Governemment

		Queen Mary		85.7

		Queen Elizabeth		110.9

		Princess Margaret		98.7

		Kowloon		87.8

		Average OR in government		95.8

		Subvented

		Kwong Wah		75.7

		Tung Wah		77.7

		Tung Wah E		69.4

		Caritas		77.5

		Buddhist		73.6

		Wong Tai Sin		78.1

		Pok Oi		82.8

		Yhan Chai		86.1

		Average OR in subvented		77.6
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Occupancy rate in selected hospitals

85.7

79.2

110.9

82.6

98.7

80.7

75.7

77.4



beds

		Trends in hospital beds

		Year		Public/1,000		Private/1,000		Beds/1,000		Population		Total beds		Public		Private

		1975						4.22		4395800		18561		16382		2179

		1976						4.34		4443800		19270		16954		2316

		1977						4.39		4509800		19779		17380		2399

		1978						4.38		4597800		20135		17727		2408

		1979						4.22		4878600		20606		18075		2531

		1980		Public		Private		4.13		5038500		20806		18269		2537

		1981		3.67		0.49		4.16		5183400		21586		19036		2550

		1982		3.79		0.52		4.31		5264500		22690		19965		2725

		1983		3.78		0.51		4.29		5351000		22935		20217		2718

		1984		3.95		0.51		4.46		5397900		24073		21337		2736

		1985		4.02		0.50		4.52		5456200		24638		21910		2728

		1986		3.96		0.48		4.44		5524600		24550		21886		2664

		1987		3.97		0.49		4.46		5580500		24896		22171		2725

		1988		3.96		0.50		4.45		5627600		25057		22264		2793

		1989		3.91		0.49		4.41		5686200		25059		22252		2807

		1990		3.94		0.50		4.43		5704500		25282		22448		2834

		1991		3.93		0.51		4.45		5754800		25584		22633		2951

		1992		4.03		0.52		4.55		5811500		26447		23432		3015

		1993		3.79		0.78		4.58		5901000		26998		22391		4607

		1994		3.86		0.83		4.69		6035400		28330		23296		5034

		1995		3.93		0.84		4.76		6156100		29328		24166		5162

		1996		3.98		0.77		4.75		6311000		29955		25117		4838

		1997												25947

				Hong Kong Island		Kowloon		New Territories		Total

		Private		1,439		1,217		80		2,736

		Subvented		3,555		5,417		806		9,778

		Government		1,831		3,709		6,219		11,759

		Total		6,825		10,343		7,105		24,273

		per 1,000 inhabitants		5.80		4.49		3.78		4.53

		Regional distribution of hospital beds

				1986		1995

		New Territories		3.67		3.79

		Hong Kong Island		4.24		4.76

		Kowloon		5.01		4.67

		Total		4.37		4.29
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waiting list

				1986/87		1996/97

		Total health expenditures (HK$mn)		12,006		60,502

		Public		7,703		29,540

		Private		4,303		30,962

		as % of GDP		3.66%		5.07%

		as % of government expenditures		25.05%		27.86%

		per capita		2,173		9,587

		Health expenditures $ per capita constant 1990 dollars

				1989		1990		1991		1992		1993		1994		1995		1996

		Private		2467		2630		2838		2956		2991		3141		3301		3266

		Public		1391		1687		2011		2170		2271		2680		2690		3157

		Total		3858		4317		4849		5126		5262		5821		5991		6423

		Health expenditures as % of GDP

				1989		1990		1991		1992		1993		1994		1995		1996

		Private		2.5		2.6		2.7		2.6		2.6		2.6		2.7		2.6

		Public		1.43		1.69		1.94		2.01		1.99		2.26		2.21		2.54

		Total		3.93		4.29		4.64		4.61		4.59		4.86		4.91		5.14

		Trends in primary health care expenditures

		Primary health care expenditures		1989/90		1990/1991		1991/92		1992/93		1993/94		1994/95		1995/96		1996/97

		as share of public health expenditures		9.6%		9.7%		9.3%		8.6%		7.2%		7.9%		7.0%		7.7%

		as share of total health expenditures		4.1%		4.2%		4.1%		3.8%		3.5%		3.4%		3.1%		3.2%

				1992/93		1993/194		1994/95		1995/96		1996/97

		HA		11682		14067		16502.5		19718.5		22263.8

						20.4%		17.3%		19.5%		12.9%		70.1%		0.1753143362

		Deflator (1990=100)		1.224		1.323		1.399		1.444		1.524

		HA exp at constant $1990		9544.1		10632.7		11795.9		13655.5		14608.8

						11.4%		10.9%		15.8%		7.0%		45.1%		0.1127285363
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waiting list

		1989		1989		1989

		1990		1990		1990

		1991		1991		1991

		1992		1992		1992

		1993		1993		1993

		1994		1994		1994

		1995		1995		1995

		1996		1996		1996



Private

Public

Total

Health expenditures as share of GDP

2.5

1.43

3.93

2.6

1.69

4.29

2.7

1.94

4.64

2.6

2.01

4.61

2.6

1.99

4.59

2.6

2.26

4.86

2.7

2.21

4.91

2.6

2.54

5.14



Attrition rate

		1989		1989		1989

		1990		1990		1990

		1991		1991		1991

		1992		1992		1992

		1993		1993		1993

		1994		1994		1994

		1995		1995		1995

		1996		1996		1996
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Private

Public

Total

Trends in real per capita health expenditures 
(at constant 1990 prices)

2467

1391

3858

2630

1687

4317

2838

2011

4849

2956

2170

5126

2991

2271

5262

3141

2680

5821

3301

2690

5991

3266

3157

6423



Quality of care

		1989		1989

		1990		1990

		1991		1991

		1992		1992

		1993		1993

		1994		1994

		1995		1995

		1996		1996
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		MHD personnel

				1950		1960		1970		1980		1985		1989

		staff		2,617		5,656		10,030		17,631		24,335		27,821
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		Notional weeks to clear HA Specialist Outpatient Clinic waiting lists

				1992/93		1993/94		1994/95		1995/96		1996/97

		Overall		8.0		8.2		7.9		9.6		11.4

		Radiology/oncology		1.6		1.0		0.8		0.9		0.9

		Surgery		8.0		8.7		6.8		9.2		11.7

		Obstetrics/antenatal		3.0		3.0		3.0		2.2		1.9

		Paediatrics		5.8		6.3		5.8		6.5		7.7
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		Turnover of HA medical staff

				1992/93		1993/94		1994/95		1995/96		1996/97		1997/98

		Doctors		8.7%		7.2%		6.8%		6.7%		7.0%		4.6%

		Nurses		8.4%		8.2%		10.9%		9.3%		8.3%		5.7%

		Allied health		8.6%		8.1%		10.3%		9.1%		6.1%		4.8%

		Overall HA		10.3%		12.3%		13.8%		8.2%		7.2%		5.4%
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Sheet15

		Quality of care as perceived by HA doctors

		(1=do not agree, 5=strongly agree)

		about		HA hospitals		Private hospitals

		Good nursing support		2.17		2.84

		Good care		3.58		3.5

		Resoucre not problem		3.31		3.11

		heavy work load not problem		1.98		3.14

		Quality of care as perceived by private hospital doctors

		(1=do not agree, 5=strongly agree)

		about		HA hospitals		Private hospitals

		Good nursing support		2.46		2.81

		Good care		3.61		3.64

		Resoucre not problem		3.49		3.46

		heavy work load not problem		2.06		3.74
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								INPUTS

		Year		Beds		growth rate		Physicians		growth rate		Nursing staff		growth rate

		1992		23,432				2,279				16,286

		1993		22,391		-4.44%		2,369		3.95%		16,573		1.76%

		1994		23,296		4.04%		2,542		7.30%		16,935		2.18%

		1995		24,166		3.73%		2,775		9.17%		17,474		3.18%

		1996		25,117		3.94%		2,969		6.99%		18,638		6.66%

		1997		25,947		3.30%		3,112		4.82%		18,919		1.51%

		Annual average growth rate				2.11%				6.45%				3.06%

								EXPENDITURES				Nominal growth

		Year		Inpatient care		growth rate		SOP		growth rate		GOP		growth rate		Other		growth rate		Total

		1992/93		9,453				1,551				194				483				11,681

		1993/94		11,065		17.05%		1,922		23.92%		231		19.18%		850		75.98%		14,068		20.44%

		1994/95		12,901		16.59%		2,316		20.50%		265		14.75%		1,020		20.00%		16,502		17.30%

		1995/96		15,020		16.43%		2,821		21.80%		316		19.22%		1,561		53.04%		19,718		19.49%

		1996/97		17,089		13.77%		3,276		16.13%		454		43.38%		1,445		-7.43%		22,264		12.91%

		Annual average growth rate				15.96%				20.59%				24.13%				35.40%				17.53%

								EXPENDITURES				Real growth

		Year		Inpatient care		growth rate		SOP		growth rate		GOP		growth rate		Other		growth rate		Total						Year		Inpatient care		SOP		GOP		Other		Total

		1992/93		7,723				1,267				158				395				9,543						1992/93

		1993/94		8,364		8.3%		1,453		14.6%		175		10.3%		642		62.8%		10,634		11.4%				1993/94		8.3%		14.6%		10.3%		62.8%		11.4%

		1994/95		9,222		10.3%		1,655		14.0%		190		8.5%		729		13.5%		11,796		10.9%				1994/95		10.3%		14.0%		8.5%		13.5%		10.9%

		1995/96		10,402		12.8%		1,954		18.0%		219		15.5%		1,081		48.3%		13,655		15.8%				1995/96		12.8%		18.0%		15.5%		48.3%		15.8%

		1996/97		11,213		7.8%		2,150		10.0%		298		35.9%		948		-12.3%		14,609		7.0%				1996/97		7.8%		10.0%		35.9%		-12.3%		7.0%

		Annual average growth rate				9.79%				14.16%				17.53%				28.07%				11.27%				Annual average growth rate		9.79%		14.16%		17.53%		28.07%		11.27%

								OUTPUTS - HA service utilisation

		Year		Inpatient care		growth rate		A&E		growth rate		SOP		growth rate		GOP		growth rate				Year		Inpatient care		A&E		SOP		GOP

		1991/92		663,930				1,282,019				4,244,076				971,245						1991/92

		1992/93		710,081		6.95%		1,402,451		9.39%		4,415,381		4.04%		801,108		-17.52%				1992/93		6.95%		9.39%		4.04%		-17.52%

		1993/94		761,599		7.26%		1,492,637		6.43%		4,710,253		6.68%		760,145		-5.11%				1993/94		7.26%		6.43%		6.68%		-5.11%

		1994/95		840,885		10.41%		1,735,537		16.27%		5,273,575		11.96%		741,298		-2.48%				1994/95		10.41%		16.27%		11.96%		-2.48%

		1995/96		919,743		9.38%		1,979,212		14.04%		5,884,588		11.59%		757,829		2.23%				1995/96		9.38%		14.04%		11.59%		2.23%

		1996/97		958,452		4.21%		2,080,006		5.09%		6,461,935		9.81%		754,572		-0.43%				1996/97		4.21%		5.09%		9.81%		-0.43%

		Annual average growth rate				7.64%				10.25%				8.81%				-4.66%				Annual average growth rate		7.64%		10.25%		8.81%		-4.66%
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