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4.2 
Weaknesses

4.2.1 
Highly Variable Quality Of Care

While Hong Kong has some of the best medical practitioners and facilities by international standards, there is evidence to indicate that sub-standard medical practice is widespread compromising the quality of health care, and in some instances the health, of Hong Kong’s residents.  In Hong Kong, there is no standard information that is regularly collected and few standard measures are available to assess quality.  In an effort to compensate for these informational deficiencies, several studies were commissioned by the Harvard team. While these studies are limited by time and budget, they nonetheless shed lights on major areas of concerns in the quality of care.  It is important to emphasize that the lack of available information on quality remains a system-wide problem.  

Quality of health care is complex and difficult to quantify.  Even in the best of circumstances measurement of quality cannot be as concrete and quantitative as assessment of other areas such as financial sustainability. Internationally, quality is commonly measured in terms of technical quality and patient satisfaction.  Using the framework proposed by Donabedian (1980) technical quality can be measured in terms of three categories: outcome, structure/input, and process. 

· OUTCOMES.  Outcomes refer to the changes in patients' current and future health status that can be attributed to antecedent medical care. This is the measure of quality of care that is seen as the gold standard, because it addresses specifically how the health care has altered the patient’s condition. 

· STRUCTURE/INPUT.  Structure refers to the relatively fixed characteristics of the medical delivery system, such as the number, types and qualifications of health care providers and facilities.  Without enough well trained health care providers and well-equipped facilities, the achievement of good health outcomes is unlikely. The point of examining structural measures is to determine whether care is provided in a context that is conducive to the provision of good quality care. 

· PROCESS.  Process measures reflect what is done to and for the patient----the application of medical procedures and drugs, the time physicians spent with patients and physician-patient communication, for example. The rationale for examining the process of care is that there are certain essential steps involved in appropriate diagnosis, and that good quality care depends on these being completed. Case teaching in medical school prepares physicians to think in this way, and evaluating what steps are taken in caring for a patient is often an excellent indicator of the patient’s outcome.  

Hong Kong rarely has adequate outcome measures, such as complication rates, disease-specific mortality rates by hospital, functional states of patients after treatment – the ultimate indicators of quality – to assess quality of care.  Instead, structure and process measures have to be used to measure quality of care. Moreover, the structure and process can be important in assessing quality even independent of their direct influence on outcome because they reflect how the patient was cared for and determine patient satisfaction with the health care system.  Although some patients receive medical diagnosis and treatment of the highest standard, a large degree of variability in the process of patient care--as we find to be the case in Hong Kong--should be a matter of concern.

In this section we will review available evidence on quality of care in Hong Kong. Though data and measurement problems preclude the assessment from being exhaustive, the main concerns in terms of outcomes and structural and procedural measures will each be examined in turn. The main concern in measuring outcomes of care is the availability of information. To monitor quality levels, certain information must be collected and provided to central review bodies at regular intervals; this process is currently lacking in Hong Kong, contributing to the problem of highly variable quality.  The major structural concerns are the lack of effective mechanisms to ensure compliance with standards for medical management of patients, particularly in the private health care sector; a lack of ongoing medical education for general practitioners (GPs); and minimal independent, effective review of medical practices. Drug prescribing pattern, long waiting times, and short encounters with physicians are the primary concerns that reflect questionable quality of care and can have a direct impact on health outcomes.

OUTCOMES

Data and information on clinical outcomes in Hong Kong are either not routinely collected, or if they are, are not made publicly available. While the Hospital Authority (HA) should be commended for initiating data collection on clinical outcomes by diagnosis and Patient Related Groups (PRGs) in some of its acute care hospitals, it is not clear, at least from information made available to the Harvard team, whether the HA has established a process for systematically analyzing and acting upon information in its outcomes reports.   The HA’s outcomes data reports are not made public and therefore do not provide patients with information for making choices.  For private hospitals, there is no evidence that outcomes are systematically monitored or assessed.  

Because the HA inpatient data made available for this study was compiled according to diagnosis rather than procedure, it has not been possible to make comparisons over time or with quality indicators on mortality and complication rates that are commonly used elsewhere, such as those promulgated by the American College of Cardiology’s Guidelines and Indications for Coronary Artery Bypass Graft (CABG) Surgery and Percutaneous Transluminal Coronary Angioplasty
 (American College of Cardiology 1991 and 1993).  In other countries, protocols and outcome indicators have been shared with doctors in an effort to educate them about proper patient management.  For example, in both the US and UK, mortality data has been published with the intent of informing consumers.  Publication of New York’s CABG data was associated with a 41% decline over four years in operative mortality.  The Scottish Office has published data on emergency re-admissions, mortality after admission for stroke, cervical cancer mortality and childhood incidence of measles.


The only information made available on outcome as measured by mortality rates in HA hospitals show that age-adjusted death rates had declined between 1994 and 1997. However, since more patients have been drawn from the private sectors over time, it is not clear whether outcome has improved if case-mix is properly accounted for (Table 4.18).  Nonetheless, the compilation of such information is a significant step forward from the pre-HA era. Further effort to collect, and make public, other and more comprehensive outcome measures should be encouraged, in both the HA and the private sectors.

Table 4.18:  Mortality Rate per 1,000 patients (number of patients ever discharged from HA hospitals within a year)

Age Group
1994
1995
1996
1997

0-4
6.4
5.6
4.6
4.4

5-14
3.0
2.6
2.8
2.3

15-24
3.6
3.9
3.8
3.8

25-34
5.1
4.7
4.4
4.4

35-44
15.6
16.0
14.5
14.0

45-54
40.4
38.3
32.7
32.0

55-64
76.6
71.6
69.6
65.7

65-74
118.5
110.4
106.5
98.4

75-84
172.4
175.9
165.2
149.9

85+
259.2
264.2
246.6
231.2







Crude rate
53.1
53.5
52.4
50.2

Age-standardized rate (based on the age profile of patients of 1994)
53.1


51.8


48.8


45.4



Source: HA

In Hong Kong’s outpatient sector, no outcome data was available.  In the absence of these data, process measures, such as adherence to diabetic management protocols promulgated by the World Health Organization
, can serve as useful indicators of quality.  To investigate this issue, we conducted a patient group study on Diabetes Mellitus patients, a fast growing chronic disease in Hong Kong
.   The findings show that dietary advice is lacking for most patients and that only about 60% of the diabetic patients reported having self-assessment results (i.e., urine tests which were conducted at home by 90% of patients) reviewed by doctors treating their diabetes.  During the past year, only 45% of patients had had their feet examined, and even fewer discussed foot care with the doctor.  During consultation, 72.6% of patients reported that the attending doctors discussed the disease prognosis with them but only 68.8% of patients knew the results of recent blood tests on their last Fasting Blood Sugar test.  

In sum, availability of information is the major concern in measuring outcomes of care. Without systematic collection and reporting of certain outcome information to central review bodies, it is difficult to monitor and improve this aspect of quality of care.  As noted previously, therefore, measures of technical quality based on inputs and process of care provide vital supplementary information to assess quality, as discussed in the next two sections.

STRUCTURE/INPUT 

The quality of medical professionals can be assessed and enhanced at the point of entry into the profession, and during the lifetime of practice and operation, through a number of mechanisms.  For medical professionals, licensing and registration is the quality control at the point of entry into service.  Once in practice, continuing medical education, practice standards and guidelines, peer review and regulation become the levers for maintaining and improving the quality of medical practice.  For hospitals and facilities, an accreditation process can fulfill both functions if it is performed regularly. 

Licensing/Registration And Medical Education

Licensure exists to ensure that the public is not harmed by incompetent or unethical health care practitioners (Hogan 1983). Hong Kong’s licensing and registration requirements adhere to international standards
. Entry into Hong Kong’s medical schools is based upon academic excellence, and the medical and scientific knowledge possessed by medical students in these institutions compares favorably with international standards.  After the point of entry, there is little in place to ensure that practice quality is maintained and enhanced.
Continuing Medical Education 


Continuing medical education refers to certain requirements for training that exist once a physician is licensed as a generalist or specialist.  Such education is one way of maintaining or improving skills after physicians have completed their formal training.  In Hong Kong, the Hong Kong Academy of Medicine (HKAM) is the body responsible for continuous medical education.  It states that the “purpose of continuing medical education is to keep Fellows informed and up-to-date, and to maintain a high standard of professional practice.” The Academy’s Bylaws state that “Fellowship of the Academy may cease if Fellows do not satisfy the continuing medical education requirements.”  The Academy was only recently created, thus, it is not possible to determine how well the system works and whether a registered doctor has been sanctioned for failing to meet the minimum requirements.

However, GPs, who represent the majority of practicing doctors in Hong Kong, are not subject to continuing medical education requirements if they do not belong to a college. As a consequence, GPs may not be adequately informed about new developments in clinical knowledge and recently identified best practices for patient management or able to keep up-to-date with the fast-changing science of medicine.  

Accreditation Of Facilities

Accreditation of facilities is the institutional equivalent to provider licensing. It allows some quality control over the practices of hospitals.  In Hong Kong, private hospitals and nursing homes are required to register with the Department of Health (DOH) and must comply with the Guide to Hospital Standards, but the requirements are quite broad and do not include quality standards
. Hence, private hospitals function with little oversight. Public sector hospitals rely on internal organization and management to maintain quality standards, rather than an external review and monitoring system.  In short, Hong Kong lacks an independent body that aims to assure the quality of care provided to the public.

Practice Standards And Peer Review/Clinical Audits

Recently, professional standards and clinical audits have been supported by the various Colleges under the auspices of the HKAM through the development and publication of patient management protocols, practice guidelines and standards.  However, studies in the USA have shown that dissemination of information such as practice guidelines alone rarely changes physician behavior. Other ways of affecting their behavior include more organized and specific feedback, but linkages to financial incentives is perhaps the most powerful way
,
.

In Hong Kong’s private hospitals, there is no mechanism to ensure that clinical audits or risk management assessments are conducted. Because each hospital is free to establish its own policies and procedures, there is considerable variation in how and by whom adverse situations and incompetence are handled. We were told that HA has begun to institute a series of clinical and practice guidelines, clinical audits, risk management programs, etc
. While it is clear that serious efforts have been made within HA to introduce guidelines and peer review mechanisms, what remains unclear is the extent to which they are effectively implemented to protect the interest of the patients.  We have not been able to obtain any evidence regarding the results or impact of clinical audits and other peer review mechanisms, especially used to evaluate the recent medical mishaps in public hospitals.  HA cited the principle of “confidentiality” in its ability to provide the information we had requested.

Reliance On Professional Self-Regulation with Little Checks and Balance and External Accountability


Because the knowledge of medical care is highly technical and the physician/patient relationship is hierarchical (in terms of social status, training etc), the role of quality assurance must be placed with the medical professions. Hong Kong, like many other countries, relies on professional self-regulation to assure the proper conduct of the medical profession. However, what Hong Kong lacks is internal checks and balances among the health professionals, and external oversight and accountability, to assure that the interests of patients are adequately protected. In Hong Kong, while the public depends on the medical profession to self-regulate, medical professionals have been reluctant to criticize or judge one another professionally. 

Organized medicine is given a very difficult and conflicting role: that of protecting patients versus protecting the reputation of the medical profession. Consequently there is little guarantee that infringements are brought to attention or reprimanded. Although Section 15 of the Professional Code and Conduct for the guidance of registered medical practitioners recognizes that doctors are frequently called upon to express a view about another doctor’s professional practice, and that a doctor should inform an appropriate person or body (including the Medical Council) about a colleague whose professional conduct of competence or fitness to practice may be called into question, some doctors interviewed by the Harvard team revealed that the Medical Council had refused to allow them to file a complaint against the misconduct of other physicians, on grounds that only patients, but not doctors themselves, have the right to file a complaint. If medical professionals cannot report misconduct, how are they protecting the public against it? 

Table 4.19 shows the number of complaints received by the Medical Council and the corresponding actions taken. Of the 190 complaints received in 1997, only 10 were referred to the Medical Council.  Of these, few led to disciplinary actions. 

Table 4.19 Complaints Received by the Medical Council and Actions Taken


1993
1994
1995
1996
1997

Considered by PIC Chairman
134
170
177
168
190

Considered by PIC
40
62
78
42
44

Referred by PIC to Medical Council
14
23
14
9
10

        Removed
4
15
11
3
3

        Reprimand
2
1
0
1
1

        Warning letter
1
1
1
0
2

        Not guilty
5
10
8
1
1

Source: HKMA

The medical profession asserts that the Medical Council, professional indemnity claims, and peer review mechanisms provide some level of regulation.  However, the Medical Council is dominated by the medical profession.  Out of 28 members of the Council, only four are lay persons.  Hong Kong has far less medical litigation than other advanced countries.  Few cases go before courts of law, and of those that do, few have a successful conclusion from the patient’s perspective since it is difficult to obtain expert opinion evidence by peers against other physicians. There is also no practitioner database
 (i.e., information/referral system) to identify medical practitioners who have been found guilty of unprofessional conduct. As a result, it is very difficult for Hong Kong to ensure that unethical health care professionals are excluded from practice. 

From the patient’s perspective, there is little recourse in the case of poor treatment. The complaint procedures in HA, DOH, the Medical Council, and other health service organizations seem to be physician dominated. Focus group participants pointed out that in the HA complaint procedure, because the Public Complaints Committee (PCC, which is where a small fraction of HA complaints end up) finds most complaints and appeals to be ‘unsubstantiated,’ disgruntled patients see little point in going to the effort of lodging a formal complaint. (Table 4.20)

“Patients never get to present their case in person to the Complaints’ Committee.  Doctors within HA review and decide on the validity of the cases and they are not unbiased.”

“I am not sure how effective the complaint system is because they get only a few cases and the majority are found invalid.” 

In sum, although evidence about the ineffectiveness of professional self-regulation is not sufficient on its own to lead to the conclusion that technical quality has suffered in Hong Kong, combined with other evidence, this ineffectiveness should be seen as a major concern. Lack of consumer knowledge coupled with professional self-regulation by physicians, lack of internal checks, external accountability, and oversight and lack of organized information indicate a strong need for external and enforceable ways to maintain and improve the quality of care.

Table 4.20 HA Public Complaints Committee Cases


4/93-3/94
4/94-3/95
4/95-3/96
4/96-3/97

Total number of complaints received
1762
1911
1847
1735

Total number of complaints handled by HAHO
227
254
252
272

           Reply by Hospitals
144
128
125
81

           Reply by HAHO
46
62
60
102

           Referred to ombudsman
6
26
37
68

           Referred to PCC
31
38
30
21

           Not substantiated 
29
32
25
19

           Partially substantiated
N/A
6
4
1

           Undetermined
N/A
N/A
N/A
1

           Substantiated
2
N/A
1
N/A

Source: Hospital Authority

Note:    HAHO is the Hospital Authority Head Office

PROCESS

The concerns about quality of care in Hong Kong that are raised by examining the outcomes and inputs to care are further heightened by assessment of the process of care. This section will highlight the information regarding drug prescribing behavior, long waiting times, and short encounters with physicians.  The evidence indicates that quality of patient care in Hong Kong is questionable.
Drug prescription behavior 

Private sector physicians can prescribe drugs and include the corresponding fees in the overall charge for a patient visit.  The combination of this drug dispensing system and fee-for-service reimbursement results in a strong incentive for physicians to increase revenue through sales of drugs to patients. Experience in other countries with similar incentives
 has shown that a prevalent outcome is over-prescription of drugs that may compromise quality of care.
  

There is ample evidence to indicate that medical practice in Hong Kong often involves excessive multiple prescriptions of only two or three days’ duration.  Antibiotics are prescribed too often and for too short a duration. In addition, there is a lack of informative labeling, and patients are given little information regarding the nature and side effects of different drugs.  There is emerging evidence that such drug prescription behavior has a harmful impact on the health of Hong Kong residents.

To investigate the drug prescription behavior in Hong Kong, apart from reviewing existing evidence, we conducted several studies, including the following:

(i) The Upper Respiratory Tract Infection (URTI) Study (1998) involved distributing a questionnaire to students in five schools to be completed by parents. Respondents were also requested to mail the drug labels back. The aim was to obtain information on prescribing behavior, communication with patients about drug usage, and quality of drug labeling. (The response rate was 81% with 2,559 questionnaires returned). (See Special Report #5: Hong Kong Patient Studies Summary).

(ii) Two Patient Focus Groups
 specifically investigated patient treatment and drug prescribing practices, especially for residents living in lower socio-economic neighborhoods.

The results of our URTI study revealed a high rate of drug prescribing.  Thirty-one percent of respondents had had URTI within the two-week period prior to the study, and 84% were treated by a doctor. Of these, 81% sought care mainly from private doctors.  Among those who saw a doctor (public or private) for URTI, 64% claimed that they had at least one antibiotic prescribed and drug labels indicated that 70% of patients received antihistamines.  Our URTI study also revealed that on average, antibiotics were prescribed for 3.3 days (with a mode of 2 days), while the average number of medications prescribed per patient at one consultation was 3.89 items (with a mode of 4).  Less than half (47%) of the doctors explained the different drugs and their usage; only 25% explained potential side effects; furthermore, only 36% of patients were taught how to prevent URTI. The proportion of estate doctors that provided this type of information was lower than that of non-estate doctors.  Moreover, focus group participants expressed concerns that reinforce the URTI study findings: 

“When I do go to see a doctor, I am usually offered two days of medicine” and “I had only one experience when the nurse told me that the medicine was an antibiotic and I must consume all of it.”

“ In Hong Kong, doctors are very busy and seldom explain anything to the patient in detail. After the consultation, doctors write the prescription immediately.”

Financial incentives appear to influence the amount and type of medication prescribed.  In the fee-for-service private sector, doctors benefit by providing more drugs and raising the fee accordingly. Conversely, public doctors do not have financial incentives to over-prescribe nor to encourage unnecessary follow-up visits.  It is therefore enlightening to compare the drug prescription behavior for public and private sectors.   Table 4.21 shows that private GPs are more likely to prescribe antibiotics and multiple drugs than public doctors.  While 60% of public cases received the full course of antibiotics, only 8% of patients going to private GPs did so.

Table 4.21  Prescribing behavior  


% receiving antibiotics

      
% prescribing full course of  antibiotics (5 days)
% given more than 3 drugs
% explain usage of drug
% explain side effect of drugs

Private GP 
 68a – 90b%
8%
62%
48.3%
25.9%

Public 
59a – 71b%
57.9%
30%
42.9%
21.4%

Sources:   URTI Study (1998).

NOTE
:   All public and private differences are significant at the 95% significance level.

    a
:   when “do not know whether antibiotics are prescribed” are included in the denominator

    b
:   when “do not know whether antibiotics are prescribed” are excluded from the denominator

The findings of the URTI study are corroborated by previous studies in Hong Kong.  A 1996/97 prescribing behavior study (Health Benefits Management Course II) found that antibiotics were prescribed in 61% of visits to private GPs and 32% of visits to public doctors (Table 4.22).  The mean number of drugs prescribed per consultation was 4.62 in the private sector and 3.31 in the public sector, and the number of days for which drugs were prescribed was much shorter in the private sector (2.34 days versus 5.19 days).  Our Household Telephone Survey (1998) also found that for the same types of diseases, private GPs tend to dispense drugs for shorter periods (2 - 3 days) than do GPs in public clinics (4.5 to 7 days).

Table 4.22  Prescribing behavior 


% of patients receiving antibiotics
% of patients receiving symptomatic relievers
Mean number of drugs prescribed per visit
% of patients with unidentified  prescriptions
Number of days for which drugs provided

Private GP 
61
96
4.62
53.4
2.34

Government  Outpatient Clinic
32
99
3.31
5.2
5.19

Sources: Health Benefits Management Course II 1996/97 Group 4 Study, “Do Private General Practitioners and General Out Patient Clinic Doctors Prescribe Differently for Upper Respiratory Tract Infections? 

Another issue of concern is over-prescription of antibiotics.  A Ming Pao article (May 4, 1998) reported potential abuse of antibiotics in Hong Kong.  Three reporters (two with minor symptoms of sore throat and one with no health problem) visited nine private GPs for treatment of a cold or flu.  All nine private GPs prescribed antibiotics
 and some prescribed more than one type.  Some visits also revealed that antibiotics were prescribed without careful examination or inquiries regarding the patients’ symptoms. 

Overuse of antibiotics, unfortunately, can have a major impact on the health of the population.  Use of antibiotics is indicated only when a patient has infections such as bronchitis, tonsillitis or sinusitis, for which bacterial infection is a probable cause.  URTI (colds, flu and simple coughs), which account for more than 1/3 of all visits to private GPs in Hong Kong, represents a set of infections that almost always (90%) have a viral etiology.  For these, use of antibiotics is not warranted (unless there is secondary infection or complication) because antibiotics have little or no clinical impact on their resolution, and in fact, may cause long-term harmful effects.   

According to the USA Association for the Proper Use of Antibiotics (1997), there are two concerns of antibiotic use: (i) excessive use of antibiotics kills off opportunistic organisms in the normal bowel flora and causes diarrhea; and (ii) taking a partial course of antibiotics can result in large amounts of resistant bacteria remaining in the body that will not respond to future treatment, or be passed on to someone else.  In Hong Kong, private physicians usually dispense only 2 to 3 days of antibiotics (when the full course of antibiotics is actually longer), asking patients to return when they finish the drugs without explaining to them the significance of or the need to finish the entire course of antibiotics.  Partly as a result, uninformed patients may not obtain the remainder of the course or may stop taking the medication once they feel better.  There is some evidence that more pneumonia patients in Hong Kong have already developed resistance to some commonly used antibiotics.  Resistance to penicillin among pneumonia patients is 57% in Hong Kong compared to 7.6%, 8%, and 5-10% in Oklahoma (US), Birmingham (UK), and other European countries, respectively (Table 4.23).

Table 4.23  Drug resistance in Hong Kong patients with pneumonia


1988
1989
1990
1991
1992
1993
1996
1997

% with resistance to penicillin
0
0
1
1
5
8
40
57

% with resistance to ampicillin
22
19
23
26
31
29
20
20

Source: Ming Pao, May 4, 1998:A4.

Another recent study
 of 150 patients with Streptococcus pneumonae infection at the Prince of Wales Hospital, found that 90% of common antibiotics were ineffective against Streptococcus pneumonae. “Tetracycline, commonly used to treat a wide range of infections including respiratory infections, syphilis and cholera, was useless for 90% of infected patients,” said Dr Margaret Ip Bik-yiu, microbiology lecturer at the Chinese University of Hong Kong. And the dosage of penicillin had to be doubled, because resistance to the drug had increased to 60%, compared with 10% five years ago. “Many diseases have become increasingly difficult to treat because of resistance. Doctors should pay more attention to the overuse and misuse of antibiotics,” Dr Ip said.

The medical profession in Hong Kong argues that patient culture is the main factor leading to the drug prescription behavior observed. The evidence does not support this assertion.  Public sector physicians prescribe much less than those in the private sector.  In a survey conducted amongst 1,009 patients consulting for URTI in private practices, 78% disagreed with the statement that “taking multiple medications means faster recovery”.  Although 91% consulted physicians to obtain medicines, only 36% went specifically for antibiotics.  More importantly, the study found that more than half of patients would accept it if the doctor advised no medicine  (Chan, 1996).

Results from patient focus group studies do not provide support for this hypothesis.  In our patient focus groups, we found divergent views regarding strong medications. The following are a few representative quotes from patients who demand strong medicine:

“I would like to consume ‘heavy’ medicine which can effectively cure my illness even though it has a strong side effect. It is because I need to work and I need to get a fast recovery. ... I choose my present doctor as his prescribed medicine is ‘heavy’ and more effective.”

“The doctor’s purpose is to provide an immediate effect. This pleases old women. Even the medicine for kids is too string. The doctor will give you an injection in every case. The doctor abuses the medicine to please patients by helping them recover as soon as possible. But I do not like the strong effects of the medicine.”

Other focus group participants expressed skepticism towards strong medicine:

“He knew I had gone to another clinic before seeing him because I wanted to tell him my condition in detail.  As a result, he prescribed some medicine of special efficacy to show his ability.  Dr. X’s nurse gave me the injection.  But Dr. X had not asked for my consent beforehand, and I wondered why he didn’t ask.  But, in the end I received the injection as I thought it was good for me. Yet, it was so strong that I could not bear it and I went to the hospital that night.  I reminded my husband to tell the hospital about the medicine I had taken that day in case I lost consciousness, because I was afraid that the hospital doctor would prescribe the wrong medicine again.  The problem is that I had been ill for four days and the illness got worse.”

“ I bought a medicine dictionary. Thus I discovered that the doctor had overdosed a lot even for a trivial cold. I learned that it is impossible to take several types of medicine at the same time. I don’t have sickness very often, just some gastrointestinal allergy. If I take all the prescribed medicine, I sleep the whole day or even two. I think that is not so good.”


If we assume that the “culture” explanation is true, then two critical questions arise: Who is in control in drug usage, patients or doctors? What are doctors’ professional responsibilities when patients believe that multiple prescriptions or antibiotics are necessary for recovery.


Hong Kong has introduced drug labeling requirements, which are intended to impart information and improve patient care.  But, there are indications that these aims are not being met.  Our URTI study (1998) found that many medication labels (and more than 50% of antibiotic labels) lacked information about dosage.  Drugs were labeled with non-generic names (i.e., trade names of local pharmaceutical companies); these labels provide little information to other medical professionals, not to mention to patients. The URTI (1998) study found that a significant number (25%) of drug labels are not interpretable even to the researchers with medical training and background. 

The URTI patients did note that medicines are well labeled in public clinics.  Further, in some private clinics the name appears in Chinese on the medicine bag and instructions to take the medicine are provided by the clinic nurse. 

“For the government clinic, it's certain that they will provide the label. But some private ones won't. In some cases you are offered the red, yellow and green medicine and you know their names from the package, but you cannot match which one comes with which names.”

Patient education efforts, generally seen as essential for improving compliance with the treatment regime, are not given much time in Hong Kong. With no information on which drugs they are taking, the length of time they need to take them, or the dosage, even well-intentioned patients may have difficulty complying.  As detected elsewhere, the Hong Kong Council on Social Service’s (HKCSS) Consultation Pattern of Estate Doctors’ Patients Report found that only 30% of respondents felt their doctor has explained the causes of their problem, and only 23.9% were instructed in prevention practices.  Our studies revealed poor verbal communication between doctors/nurses and patients about which drugs have been prescribed, the nature of a medication, and its side effects. Forty-five percent of SOPD users in our Patient Satisfaction Study believed that the explanation given for persistent or worsening symptoms was inadequate.  According to the focus groups, few physicians had actively explained the functions of and side effects associated with prescribed medications.  One quarter of the URTI study patients were unsure about whether or not their doctors had prescribed antibiotics, when in fact, may of these prescriptions were indeed antibiotics.  Similarly, the Household Telephone Study (1998) indicated that in only 30% of visits had patients received information on side effects of prescribed drugs.

While drug prescribing is only one example, it seems clear from the above evidence that there is little effort made to educate patients about drugs, especially in the private sector. The current financial incentive structure reward physicians for over-prescribing, and for prescribing unusually short courses of treatment.  These practices do have negative implications for health outcomes. Furthermore, patients lack adequate knowledge leading to non-compliance which adversely affect outcomes.  These process measures reinforce the finding that quality of care in Hong Kong is highly variable.

Duration of clinical encounter

Relatively short physician time spent with patients seems to be the norm in Hong Kong. Our Household Telephone Survey (1998) shows that half of the patients who had visits for a fever/cold/flu saw their GP for five minutes or less.
  Half of chronically ill patients were seen for less than five minutes by GPs (public or private).  HA data shows that the average lengths of specialty visits range from 5.5 minutes in ophthalmology clinics to 20.8 minutes in radiotherapy and oncology clinics (HA 1996/97 Data). Forty-two percent of respondents in our Patient Satisfaction Study considered consultation times to be too short.  Furthermore, there is no accommodation made for the elderly, who comprise a large proportion of public clinic attendees and require more time for consultation. Regular patients at a public clinic noted that often, elderly people who speak slowly do not even have time to finish what they would like to tell the doctors.

Focus group participants’ comments are instructive:

“In Hong Kong, the doctors are very busy and seldom explain diagnosis and treatment to the patient in detail. After the consultation, he writes the prescription immediately.” 

“For the government clinic, they just "ask" you to tell them the illness you have, they will not examine your body carefully.  For example, he asks you, “What's wrong?" then you say, "I've caught a cold". And he just says "A cold, okay." Without careful checking, he will then prescribe you the medicine, and that's it. The doctors do not talk much.”

“While the doctor was still thinking about how to answer my queries, the nurse urged me to leave.  She told me that I am all right and I should hurry up, as the dispensary would be closing very soon.  Therefore, the doctor could not explain much to me.”

Figure 4.6 illustrates that the proportion of brief visits with Hong Kong doctors is greater than in other countries.

 Figure 4.6 Proportion of visits less than 10 minutes duration 
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Source: The Commonwealth Fund, cited in Boston Globe 10/23/98

While more time with a physician is not a guarantee of better medical outcomes, it seems highly questionable that good quality medical care can be provided to such a large portion of patients in outpatient clinics in 5 minute visits when the physician needs to understand a patient’s complaint, diagnose the problem, recommend a treatment, and educate the patient about the treatment. While it is possible that much of this work would be delegated to a nurse or other paramedical professional, the focus group comments provide no evidence that this occurs. These findings, reinforced by evidence on drug prescribing patterns above and waiting times described below, contribute to serious concerns about process quality of care in Hong Kong. 

Queuing and Waiting

The third process measure of quality is queuing and waiting time.  Queuing refers to how long a patient has to wait to be seen once arrived to the medical facility. Waiting time refers to the time elapsed between requesting an appointment and the actual visit. All our measures indicated that queuing time is too lengthy in the public sector clinics, where waits of up to 2 hours were noted (Figure 4.7). While patients can only see the doctors for a few minutes, they are often required to wait or queue up for a long time. 

The HA Patient Satisfaction Survey found that waiting/queuing times are a major concern to patients, with 46% of HA users indicating that queuing and waiting times needed to be improved
, and close to half of the respondent were dissatisfied with the queuing time for specialist outpatient department (SOPD) treatment.

Figure 4.7 Queuing time by provider types and income
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For government general outpatient department (GOPD) clinics, focus group participants noted:

“It takes a whole day to wait for consultation in a government clinic.” 

“It is not convenient to consult public clinic doctors because it is difficult to obtain an appointment ticket for consultation. I do not have spare time to queue up at public clinics.”


“Long waiting times in public clinics are a problem as we need to work.  For private clinics, you can go whenever you want – they are open longer hours and you can go after work.”

“Waiting to obtain an appointment ticket is no guarantee of consultation. One who waits a long time and cannot obtain the ticket would be very angry. We know that we could be more easily served in a private clinic.”

Additionally, some patients reported waiting a long time for prescribed medication: 

“I waited one and half hour for the consultation, then another one and half hour for the medicine.”

Hong Kong residents value short waiting and queuing time very much.  In the Household Telephone Survey (1998), respondents were asked whether they prefer to go to a public or private provider “if cost is not a concern”.  For both inpatient and outpatient services, the majority (>70% for inpatient and >80% for outpatient) preferred to go to the private sectors.  They were then asked to name three reasons for their preferences.  Short waiting and queuing time and choice of doctors were the most commonly cited reasons for those who “preferred” the private sector.

Available data show that waiting time for first appointments in public specialty clinics initially decreased with the advent of the HA, but have now increased, and in several instances are now longer than they were in 1992/93 (Table 4.24).

Table 4.24 HA Specialist Outpatient (SOP) Clinics: Notional Weeks to Clear SOP 

   Waiting List - First Attendance *
Specialties
1992/93
1993/94
1994/95
1995/96
1996/97


Weeks
Weeks
Weeks
Weeks
Weeks

Cardiothoracic
2.9
4.5
2.2
4.1
1.3

ENT
6.6
8.7
4.4
4.8
6.4

Geriatrics
8.9
5.7
7.4
10.5
11.2

Gynecology
5.0
5.6
7.0
7.6
8.6

Neurosurgery
0.5
0.9
1.6
2.6
2.4

Obstetrics
3.0
3.0
3.0
2.4
1.9

Ophthalmology
23.8
13.6
14.9
18.0
21.6

Orthopedics & Trauma
5.4
6.3
6.8
9.6
13.8

Pediatrics
5.8
6.3
5.8
6.5
7.7

Psychiatry
3.5
3.9
4.4
7.7
8.8

Radiotherapy & oncology
1.6
1.0
0.8
0.9
0.9

Surgery
8.0
8.7
6.8
9.2
11.7

TB and Chest
2.4
1.7
1.5
2.5
1.7

Overall
8.0
8.2
7.9
9.6
11.4

* Number of patients on SOP waiting list as at month end / Number of first attendance x average number of weeks in a month (4.5).

  Source: Hospital Authority






To investigate whether the long waiting time to get a first appointment at SOPD clinics has any impact on patient health status and financial cost burden, we conducted a study in four public specialty outpatient clinics, facilitated by the HA
.  This study found that patients waited an average of 92 days (51 days for urgent cases and 101 days for non-urgent patients) to get a first appointment at the SOPD clinic after being referred by their doctors. About 20% of the attendees sought interim care from the private sector, spending relatively large amounts out-of-pocket (from several hundreds to thousands of dollars).  Furthermore, 25% of those scheduled did not attend which might cause inefficient operation of the clinic and be detrimental to the patient.

In our study, both the consultants at the SOPD clinic and patients were asked to rate the “urgency” of their situation.  These were then matched with the urgency as indicated in the referral letter. Fifteen percent of patients indicated that their health had deteriorated during the waiting period, and 50 percent felt that their doctor should have referred them sooner.  In the opinion of the specialist consultant, referral letters tended to understate the extent of the patient’s problems.  While only 19% of patient conditions were noted as urgent in the referral letters, the consultants in the specialty clinics identified 22.4% of referred cases as urgent and 28% of patients considered their case to be urgent.  Arguably, this is a limited study with a small sample size; but the results are clear and supported by focus group findings: waiting times are long in Hong Kong and can adversely affect not only satisfaction with medical care but also patients’ health  outcomes.

PATIENT SATISFACTION 

Patient satisfaction surveys representative of the general population are limited in Hong Kong.  Existing ones are targeted at specific populations, such as users of the DOH General Outpatient Clinics, users of the HA facilities, or employees of a single company.  Results from these surveys are mixed. For example, the DOH General Outpatient Service Customer Opinion Survey (1996) showed that 67% of patients rated the overall performance of the clinic as good or very good; only 1% rated it as poor or very poor.  Similarly, although results from the HA satisfaction survey
 indicate that patients are still dissatisfied in certain dimensions, such as waiting/queuing time, there is an overall satisfaction expressed. 

In contrast, Lok Sang Ho’s 1996 study
 found that when asked to rate ten dimensions of hospitals in Hong Kong, the majority of respondents rated their satisfaction in the “fair” range, with relatively few respondents indicating that quality was “very good” or “excellent.”  (Table 4.25)

Table 4.25 Overall Satisfaction Indicators, Public vs. Private Hospitals 

Service Items
Public Sector Hospitals
Private Hospitals

Queuing time, outpatient clinic
2.52
3.59

Queuing time, specialist clinic
2.39
3.65

Queuing time, lab & diagnostic tests
2.54
3.85

Queuing time for surgery
2.33
4.03

Attracts trust
3.38
3.73

Environment for patients
3.28
3.94

Nursing care
3.29
3.80

Autonomy
2.90
3.61

Communication with family members
2.91
3.67

Value for money
3.78
3.31

Source: Lok Sang Ho 1997.  Public Telephone Survey (907 respondents), November 1996:123. 

Scoring: 1 = most unsatisfactory, 3 = fair, 5 = most satisfactory

Similarly, a study
 of employees of one large employer--found low to medium overall satisfaction with medical care in Hong Kong.  Less than 4% of the respondents characterized their overall satisfaction with care or rated their doctors (for technical skill and personal manner) as excellent (Brudevold 1998).  Our Patient Satisfaction Study found that many patients are satisfied with access to and the cost of health care but are not satisfied with their consultation or treatment experiences.  Survey results for specific populations should be interpreted with caution, since they are subject to biases and users of a health facility are more likely to be satisfied with that facility than the general population.  Similarly, results from a selected sample may be confounded by factors that are specific to the health care financing/delivery arrangement for that sample, which may not be representative of Hong Kong more generally. 

Overall Assessment of Quality

As mentioned in the beginning, Hong Kong has some of the very best medical practitioners by international standards. We acknowledge that.  Our discussion here, however, has focused on areas of questionable and variable quality in order to guide the development of options to improve the health care system of Hong Kong.

Our study of medical quality in Hong Kong was limited by budget and timeframe.
 Nonetheless, the evidence presented in this section supports the conclusion that quality of care is highly variable in Hong Kong, and Hong Kong residents may not be getting the best value for the costs (including both monetary and time costs) that they pay.  Based on surveys of patients, medical leaders, social service organizations and civic leaders, we highlighted areas that warrant further in-depth investigation. 

In particular, patterns of drug prescription, short physician time spent with patients, little physician explanation of side effects of medication, excessive waiting/queuing time, relative consumer ignorance, questionable rankings of patient satisfaction, and most important of all, a general lack of information on quality and provider performance, and transparency of medical practices should cause concern regarding whether Hong Kong residents are getting “value for money” (where value would include improvements in health outcomes and money would include fees paid at the point of service, taxes, and time cost). Hong Kong also has a rather lax disciplining system; professional self-regulation is relied on to assure appropriate treatment and conduct, but when this self-regulation, without adequate internal checks and balances and external review, is effective in monitoring and assuring quality standard is highly questionable.  Combined with the lack of effective and independent patient advocates, this reliance on self-regulation exacerbates the quality problems highlighted in this section.  

4.2.2 Financial Sustainability
A second major concern of the Hong Kong health care system is the  questionable sustainability of its current financing system.  Public health expenditures represent a growing share of gross domestic product (GDP) over the past decade, increasing from 1.7% to 2.5% of GDP from 1989 to 1996.  Assuming status quo in terms of accessibility and equity in the current system providing the same level and quality of service, this trend will have to continue, given the aging population, technology adoption, increased specialization in medicine, and rising public expectations for quality health services
.  Based on the past trend of real GDP growth of 5% in the last decade and other moderately optimistic assumptions, we projected that total health expenditure will increase from 4.6% of GDP in 1996/97 to 5.6-6.4% of GDP in 2016.  Public health expenditures are projected to increase from 2.5% of GDP to 3.4-4.0% and private expenditures are projected to increase from 2.1% of GDP to 2.2-2.4% over the same time period.  Thus, public health care financing is projected to absorb an increasing share of GDP in the future.  (Table 4.26)

Table 4.26  Health Care Expenditure as a Share of GDP 

Year
89/90
90/91
91/92
92/93
93/94
94/95
95/96
96/97
2016*

Public
1.7%
1.9%
2.0%
2.0%
2.1%
2.2%
2.3%
2.5%
3.4-4.0%

Private
2.0%
2.1%
2.1%
2.1%
2.0%
2.1%
2.1%
2.1%
2.2-2.4%

TOTAL
3.7%
4.0%
4.0%
4.1%
4.1%
4.3%
4.5%
4.6%
5.6-6.4%

*The figures for 2016 are projected assuming a real GDP growth rate of 5%.

Source: Domestic Health Account (1998)

In 1998, Hong Kong experienced economic downturn.  There is uncertainty as to whether GDP will continue to grow as fast as during the previous decade.  Our projections, therefore, assumed slower growth of the economy.  Depending on the assumptions regarding the growth rate of real GDP, total health expenditures are projected to amount to 6.6-11.7% of GDP.  Public expenditures on health may represent from 3.4% to 7.3% of GDP by 2016 (Table 4.27).  

Table 4.27 Projected Health Care Expenditures in 2016 as a Percentage of GDP, with Alternative Assumptions Regarding the Real GDP Growth Rate

Real GDP Growth Rate

(% per year)
Total Health Expenditures

(as % of GDP)
Public Health Expenditures

(% of GDP)
Private Health Expenditures

(% of GDP)

4%
6.6-7.5%
4.0-4.7%
2.6-2.8%

3%
7.6-8.7%
4.6-5.4%
3.0-3.3%

2%
8.9-9.1%
5.4-6.3%
3.5-3.8%

1%
10.3-11.7%
6.3-7.3%
4.0-4.4%

Source: Projection model.

Given the budgetary policy (as enshrined in the Basic Law) of keeping the growth of total government expenditure, over time, in line with the growth of GDP under the current system, the increasing growth of public health expenditure will necessarily displace budget funds for other public programs.  As Table 4.28 shows public health expenditure as a share of total public expenditures increased from 11.1% in 1989/90 to 14.3% in 1996/97, and is projected to increase to over 20% by 2016 under status quo.

Table 4.28  Public Health Care Expenditure as a Share of Total Public Expenditure 

Year
89/90
90/91
91/92
92/93
93/94
94/95
95/96
96/97
2016*


11.1%
12.4%
12.9%
13.0%
12.3%
13.4%
13.5%
14.3%
21.5%

Source: 1998 Budget Speech (Febr. 18.  1998),  Finance Bureau, Government Secretariat, Hong Kong Annual Reports 1989 to 1997; Domestic Health Account projection model.

*Projection assuming 5% real GDP growth rate and public expenditure as a share of GDP capped at the 1996/97 level of 17.6%.
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Figure 4.8  Actual and projected trends in public health expenditures as share of total public expenditures



Note: Public health expenditures for 1989/90 – 1996/97 are based on the Domestic Health Account data.

The problem of financial sustainability is further exacerbated by the lack of appropriate targeting and allocation of limited resources. Hong Kong spends a considerable amount on health care, public resources are not necessarily well targeted, either by service (i.e., health promotion and disease prevention vs. inpatient  services) or by population group (i.e., those truly needing public support vs. those able to pay on their own).   

Targeting Public Health Resources by Service


International experience and empirical evidence have repeatedly demonstrated the efficiency of investments in public health and primary care relative to emphasis on curative, inpatient care. In the context of increasing burden of chronic diseases, curative inpatient care alone does not provide the most appropriate setting for preventing, treating, and managing the disease process.  Defining an appropriate balance in resource allocation has implications not only for the quality of patient care but also for the efficiency of service provision.  Based on this recognition and in light of limited public resources, many advanced economies have engaged in a transition to shift public resources towards the more cost effective prevention, primary and outpatient care as well as nursing care.

The current Hong Kong health sector is oriented towards curative services. Health promotion and prevention are weak, and appropriate nursing for the elderly is almost entirely missing.  This is clearly apparent upon examination of the distribution of health expenditures.  

Hong Kong allocates the bulk of public resources to support inpatient facilities, in particular, acute care.  As shown in Table 4.29, 55.4% of public health expenditures in 1996/97 were allocated to hospital services, with only 18.3% allocated to ambulatory services and only 4.2% allocated to health promotion and disease prevention. In light of international comparisons, Hong Kong is among those countries that devote a high percentage of public expenditures to inpatient care (Table 4.30). Within inpatient care, the bulk of public resources finance acute hospital care in Hong Kong and only 4.8% of expenditures are allocated for extended care (mainly convalescent, rehabilitative, and infirmary care). In comparison, most OECD countries allocate two-three times higher proportion of their total expenditures to extended care.  

Table 4.29 Evidence of Allocative Inefficiency: Distribution of Public Expenditures and National Expenditures between Hospital, Ambulatory, and Health Promotion and Disease Prevention Services, 1996/97


Percentage of Public Health Expenditures, 1996/97
Percentage of Total Health Expenditures, 1996

Hospital Services
55.4%
36.9%

     Acute hospital care
44.4%  
23.8%

     Psychiatric hospital care
5.7%  
3.1%

     Extended care *
4.8%  
2.6%

Ambulatory Services b
18.3% 
32.6%

     General practitioners
3.2% 
na

     Medical specialists
12.3%  
na

     Other ambulatory services
2.8% 
na

Health Promotion and Disease Preventiona
4.2% 
2.3%

Source: DHA. 

Note:  For national health expenditures, decomposition of ambulatory services into general practitioners, medical specialists and other ambulatory services are not available.

*Extended care: infirmary, rehabilitative, convalescent, etc.
a Includes health promotion, disease prevention, maternal and child health, family planning.


   b Data obtained for ambulatory services as a percentage of total health expenditures (1996) does not allow further disaggregation

Table 4.30  An International Comparison of Percentage of Public Expenditures Allocated to Various Services, 1994 


USA
Canada
Australia
UK
Japan
HK

Hospital Inpatient 







   Acute
41.4%
45.8%
37.7%
30.3%
N/A
44.3%

   Psychiatric
N/A
N/A
1.7%
5.3%
N/A
5.7%

Nursing home
3.2%
9.2%
8%
N/A
0.9%
4.4%*

Home care
13.2%
2.8%
0.8%
8.6%
2.7%
N/A

Ambulatory Care
20.4%
22.0%
24.6%
12.3%*
46.9%
17.9%

Source: OECD Health Database, 1997. Note: Hospital inpatient care includes acute (defined as ALOS less than 18 days), and psychiatric, and other specialist hospitals.

* For Hong Kong, extended care is the most similar classification to Nursing Home care.

Targeting Public Health Resources by Population
Public funds for health are also not targeted towards the most needy. In particular, as quality of public hospital services is improving, the public sector is increasingly attracting greater proportion of the affluent population who would be otherwise able to pay for higher prices private sector services.   This trend results in increased demand for public services which compromises quality of care for the needy, as it leads to longer queuing time for services. Estimates from the Domestic Health Account show that the share of government subsidy for health care hardly increased for households in the top fifth income quintile who had either the income or private insurance to pay for their health care.  However, government subsidies for the fourth income quintile increased from 16% to 20% of total government subsidy between 1989/90 and 1996/97.

One cause of this trend is the benefit structure of private insurance. Private health insurance is expanding in Hong Kong: in 1991, 16% of the population had employer-provided health benefits and 3% had privately-purchased health insurance
; the corresponding numbers for 1998 are 21% and 26%, respectively
.  Many employer- sponsored insurance plans, however, cover private hospital use only for their senior staff; benefits for junior staff only cover use of HA services.  This benefit structure enables employers to control costs, but it diverts away public resources that should be used for the uninsured who lack financial means to pay. 

This competition for resources jeopardizes the financial sustainability of Hong Kong's public financing for health care.  Tables 4.31 and 4.32 show the utilization rate by public and private providers by insurance coverage.  It shows that people covered by employer provided benefits and privately purchased insurance are using considerable amount of public services.

Table 4.31  Inpatient use rate (number of people with hospitalization as a percent of sample population) in 6 months, 1998

Coverage
Public (%)
Private (%)

No coverage
5.77
0.60

HA employees/Civil Servant benefits
7.03
1.32

Employer provided benefits
4.39
2.05

Private insurance
3.00
3.19

HA employees/Civil Servant & private insurance (double coverage)
4.36
2.51

Employer provided benefit & private insurance
1.78
3.45

Average
4.97
1.48

Source: Telephone Household Survey (1998)

Table 4.32  Outpatient use rate (number of people with visits as a percent of sample population) in 2 weeks

Coverage
Public (%)
Private (%)

None of below
9.30
12.84

HA employees/Civil Servant benefits
11.72
10.55

Employer provided benefits
2.93
23.43

Private insurance
3.36
16.60

HA employees/Civil Servant & private insurance (double coverage)
8.3
17.53

Employer provided benefit & private insurance
1.39
20.95

Average
7.22
15.33

Source: Telephone Household Survey (1998)

Public sector sustainability is closely interconnected with private health sector development.  Private health expenditures as a percentage of GDP in Hong Kong have been relatively stable (Table 4.26). There is some evidence that HA improvements have slowed the growth of private expenditures. Inpatient admissions to private hospitals have fallen per 1,000 inhabitants since 1993, and occupancy rates are low
. Outpatient visits have increased only slightly during the same period. But the expansion of services provided by HA has not led to an absolute decline in expenditure for private sector services (i.e., a fall in the share of GDP absorbed by private health care services).  Clearly the public and private sectors put pressure on each other in several ways, such as by competing for staff. 

Without a financing structure to provide constructive competition and cooperation between public and private sector hospitals to improve efficiency and quality, the rivalry between the two sectors may very well drive up health care costs and may threaten financial sustainability of the entire system.  The dynamics are well-known through international experience.  When public hospitals improve their quality of services, it leads to a shift in demand towards public hospitals that strain available resources.  Thus the government faces greater demand for funds. If budget limits are imposed on public hospitals to let quality and availability of services to decline, both physicians and patients will move to the private sector. To retain high quality and technically competent physicians, the public sector will have to increase salaries to be competitive with the private sector.  Since the bulk of the large HA budget already is allocated to salaries, this competition for human resources will put increasing strain on the public budget
.  

4.2.3 Organizational Sustainability

The third area where Hong Kong’s health care system needs improvement is the sustainability of its organizational structure.  The increasing burden of chronic diseases and increasing proportion of elderly require a paradigm shift in health services provision to provide higher quality health care better corresponding to the changing needs of the population.  Currently, Hong Kong's system lacks not only integrated service provision but also the institutional framework to promote greater integration of services in the future.

In Hong Kong, as highlighted in Figure 4.9, health services are delivered in compartmentalized institutional setting which is characterized by a lack of interface across the different levels of care, including primary care and inpatient care, private sector and public sector, acute services and community services. Moreover, Chinese medicine, which many chronic patients find beneficial, are excluded in the current system. In spite of HA’s ongoing efforts to create a ‘seamless healthcare environment’, patient records do not routinely follow patients upon discharge, when they are referred to public outpatient clinics where patients often see different providers on each visit. Additional issues arise when patients are referred for care or follow-up across sectors, in large part because of a serious lack of communication and/or information exchange between hospital-based and community-based practitioners. In this regard, we present some findings from the patient focus groups, a survey of private practitioners, and the waiting list study. 

Figure 4.9: Compartmentalized Health Care Delivery












Focus group participants with chronic illnesses expressed concern about the lack of continuity of care across the public and private sectors noting that there is limited communication among providers so that patient themselves must assume the role to relating their histories, diagnoses and treatments.  They also found the referral process within the public sector was not always smooth, citing lost records, scheduled appointments that had never been recorded by the clinic, and lack of choice in doctor.  Patients who return to the private sector rarely have their records from public hospital stays transferred to private GPs or specialists.  

Our Private Practice Survey, conducted mid-1998, explored provider-to-provider communication and referral patterns, among other topics.  More than half of the private doctors in the sample who have referred patients to the public sector receive reports for less than 10% of the referred patients.  The situation is better for referral within private sectors.  Private doctors reported that they would receive reports for about three-quarters of the cases they referred to other private doctors.  For those whose records were not returned, the majority of the doctors wait until the patients visit again next time.  Even when written reports are provided, communication may be insufficient. 

Similarly, the referring doctors rarely communicate directly with the referred doctors.  The most common form of communication is through a referral letter.  In the Waiting List Study (1998), quality of referral letters were examined.
  Although the letters were legible, many lacked vital information such as symptoms, diagnosis, and the name of the referring doctor.  Only 55% of the letters reviewed contained the patients’ symptoms, which is the minimum information that should be available in the referral letter.                                     

This compartmentalized health care provision underlies many of the weaknesses of the current system, including highly variable quality and allocative inefficiency as well as financial and organizational sustainability.  As Table 4.33 illustrates, Hong Kong has been and will continue to face increasing number of chronic illness.  A more integrated system would far better serve the needs of the Hong Kong's population now and in the future.


Table 4.33  Changing prevalence of chronic diseases for the above 60 population


Public estate clinics
Non-public Estate clinics

Common chronic diseases
1981/82
1994
1981/82
1994

   Hypertension
9.1%
9.7%
10.1%
12.5%

   Diabetes mellitus
0.5%
3.6%
0.4%
4.3%

   COAD
0.5%
4.6%
0.4%
6.6%

   Ischaemic Heart Disease
0.4%
1.0%
1.8%
2.3%

Source:Dr. Albert Lee.  General Practice Morbidity Survey: Changing Pattern of Illness in an Elderly Chinese Population: The Influence of Affluence.  Soeul Wonca Asia Pacific Regional Conference, Korea, 1997.
Patients suffering from chronic health conditions benefit most from a system that integrates a whole spectrum of services from community to tertiary-level care. Without coordination among these levels of services, patients suffering from chronic diseases receive lower quality care at a higher price because tests are repeated, costly inpatient services are used for rehabilitative and convalescent care, etc. The compartmentalized health care provision that already constitutes a significant weakness of the Hong Kong system will become even more problematic. Hong Kong’s hospital-based acute care system is not the most appropriate delivery system for an aging population that will suffer increasingly from chronic illness.

The advantage of integrated systems is that providers are given incentives to consider the entire disease process from prevention through cure to rehabilitation and follow-up.  There would be greater emphasis on prevention and patient education, not just on treating the sick.  Communication and coordination across providers, especially primary care physicians and specialists who care for the same patients, would give patients better continuity of care. Such continuity would enhance patient satisfaction and technical quality, reduce needless duplication of diagnostic tests, and promote cost-effective alternatives such as appropriate home care substitutes for hospital care.  Integration can also facilitate diffusion of "best practices," reducing unjustified variability in treatment patterns. 

As the above analysis of quality and allocative inefficiency suggests, the compartmentalized organizational structure prevents the system from delivering integrated, quality care.  Moreover, the system will become increasingly wanting in support for the kind of integrated continuity of care and alternative treatment settings that Hong Kong's aging population will need, given current demographic and epidemiological trends.

The current organizational structure of Hong Kong's health care system is limited in its ability to address the system-wide weaknesses of uneven quality, compartmentalization and allocative inefficiency. In fact, the current organizational structure obstructs efforts to remedy these weaknesses to the degree that improvement along one dimension leads inexorably to deterioration along another dimension. For example, improvement in the quality of HA services exacerbates allocative inefficiency to the extent that public resources are drawn away from public health services and become less targeted on those who cannot afford to pay. HA quality improvements also do little to address the uneven quality of services in other parts of the system and the non-integration of services between primary and tertiary care or between public and private providers.  

A clear statement can be made about the current organizational structure of Hong Kong’s health care system. It is obsolescent. To assure sustainability of the system, policymakers need to formulate a coherent, rational overall health policy that takes into account the interaction of the many currently fragmented components of the system.  

**********

weaknesses conclusion

Our assessment of Hong Kong’s health care system shows that the system suffers from three inter-related weaknesses -- highly variable quality of care, inefficient allocation of public funds, and questionable financial and organizational sustainability of the system.  These results point to the need to seriously rethink and redevelop an overall coherent health care policy and health care financing/delivery system that will meet the needs of the population of Hong Kong.
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� Angioplasty in multi-vessel disease has been associated with a mortality risk of approximately 1 – 2% although it can high a higher risk in patients with more severe disease.  For multi-vessel disease and left ventricular dysfunction, in-hospital mortality rates are 5% for CABG and 3% for PTCS.


� Source: (www.how.int)





� Data on diabetes mellitus were collected from 491 patients from: The Hong Kong Diabetes Mellitus Association, two community centers from Shatin, and 10 Caritas service centers in different districts in Hong Kong. For details, see Special Report #5: Hong Kong Patient Studies Summary Report).





� To be licensed, a physician must have completed 5 years of medical training approved by the Council, hold a medical qualification acceptable to the Council, be of good character and pass a three part licensing examination. These exams cover professional knowledge, medical English, and clinical skills. 





� A few of the private hospitals do maintain documentation on ongoing quality improvement programs and staff in-service training. 





� For example, episodes of hypoxic brain damage were significantly reduced after Massachusetts determined that anesthesiologists who followed the standards set by the American Society of Anesthesiologists would not be held negligent and liable to pay malpractice claims.





� Pauly, MV, “Effectiveness Research and the Impact of Financial Incentives on Outcomes”, Improving Health Policy and Management, Health Administration Press, 1992.





� The HA assesses the quality of care provided to public hospital patients through various outcome evaluation programs. The Patient Related Groups provide a structured way of assessing clinical outcome and Specialty Services Coordinating Committees are required to conduct outcome evaluation programs for selected conditions.  Additionally, outcomes of geriatric and rehabilitation patients are assessed and monitored by their functional abilities.


� The USA for example, maintains the National Practitioner Database that is available for institutions/clinics to review prior to entering into an arrangement with a physician.





� For example, China, Taiwan, Korea and Japan.





� Unfortunately, current data for Hong Kong precludes decomposing physician practice income or charges into drug expenses and other components.  We therefore do not know what proportion of a doctor’s income derives from drug prescriptions. 





� Focus groups by their nature provide a small sample size.  However, focus groups are a commonly used tool with proven value in ‘delving below the surface.’  We believe that it is important to consider all comments made during these groups, but we have chosen a conservative approach and therefore only present as evidence those comments that characterize views by more than one individual.


� The antibiotics prescribed include Augmentin, Amoxycillin, Doxcycline, Cefradoxil, and Cefcolor. 


� Source: South China Morning Post, January 4, 1999


� 47% of respondents in the HKCSS study of Estate Doctors said that the consultation lasted for 5-6 minutes.


� Annual Survey on Image of HA and Tracking Polls 1997


� The study may suffer some level of bias because the clinics were not randomly selected and only one day was considered; because of time constraints, we were unable to repeat the study.





� Annual HA survey on Image and Tracking Polls





� Lok Sang Ho, November 1996.





� A survey--conducted by University of Hong Kong of employees of one large employer that used a survey instrument very similar to the Group Health Association of America Consumer Satisfaction Survey.





� Our original assumption was that Hong Kong has good quality of health care and quality would be only a minor part of our review. Data analysis and interviews at the initial stage soon revealed that our original assumption was not necessarily correct .


� For details of the projection model, see (Special Report #6: Financial Projection and Simulation Model).


� 7% of the population was covered by civil servant benefits





� Results from the Household Telephone Survey (1998). Privately purchased health insurance in this survey includes both insurance policies that cover only health and others that cover health, accident and life. 


� Occupancy rate at some private hospitals is only around 50%.





� The HA enjoys full autonomy in the use of its resources provided by the Government through a one-line vote, but it is still subject to the overriding subvention principal that the terms and conditions of its staff should be no better than counterparts in the civil service.


� For details, see Special Report #5: Hong Kong Patient Studies Summary Report.
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		Table 108: Total waiting time in minutes for consultations in the last 14 days with an allied health therapist by monthly household income

				Monthly household income ($)

		Waiting time (min.)		Less than $10,000		$10,000-$19,999		$20,000-$29,999		$30,000-$39,999		$40,000

		or more

		Mean		4.4		26		15.8		35		13.1

		Median		3		15		13		41.1		10.6

		SD		3.1		46.2		13.8		22.5		10.9

		7.1.3 Waiting time

		Table 102: Total waiting time in minutes for consultations in the last 14 days in GOPD by monthly household income

				Monthly household income ($)

		Waiting time (min.)		Less than $10,000		$10,000-$19,999		$20,000-$29,999		$30,000-$39,999		$40,000

		or more

		Mean		109.9		80.4		83.1		63.4		36.6

		Median		90		60		60		60		25.2

		SD		77.3		68.2		57.1		47.7		43.7

		Table 103: Total waiting time in minutes for consultations in the last 14 days in SOPD by monthly household income

				Monthly household income ($)																								Mean waiting time in minutes for consultations

		Waiting time (min.)		Less than $10,000		$10,000-$19,999		$20,000-$29,999		$30,000-$39,999		$40,000																		Less than $10,000		$10,000-$19,999		$20,000-$29,999		$30,000-$39,999		$40,000

		or more																										GOPD		109.9		80.4		83.1		63.4		36.6

		Mean		89.1		71.3		48.8		40.2		51.3																SOPD		89.1		71.3		48.8		40.2		51.3

		Median		49.5		60		30		33.2		41.3																A&E		61.5		76.1		47.3		173.9		Nil

		SD		86.3		53.8		39.2		35.5		42.9																Private GP		26.2		22.5		22.9		24		25.8

		Table 104: Total waiting time in minutes for consultations in the last 14 days in A&E by monthly household income																										Private Spec		24.6		32		22.7		24		24.2

				Monthly household income ($)																								TCM		19.9		18.6		14.2		14.7		44.2

		Waiting time (min.)		Less than $10,000		$10,000-$19,999		$20,000-$29,999		$30,000-$39,999		$40,000																Allied Health		4.4		26		15.8		35		13.1

		or more

		Mean		61.5		76.1		47.3		173.9		Nil

		Median		15		60		53.5		201.3		Nil

		SD		86.3		48.6		41.8		138.6		Nil

		Table 105: Total waiting time in minutes for consultations in the last 14 days with a private GP by monthly household income

				Monthly household income ($)

		Waiting time (min.)		Less than $10,000		$10,000-$19,999		$20,000-$29,999		$30,000-$39,999		$40,000

		or more

		Mean		26.2		22.5		22.9		24		25.8

		Median		20		15		15		20		15

		SD		23.2		24.9		23.6		18.1		35.6

		Table 106: Total waiting time in minutes for consultations in the last 14 days with a private specialist by monthly household income

				Monthly household income ($)

		Waiting time (min.)		Less than $10,000		$10,000-$19,999		$20,000-$29,999		$30,000-$39,999		$40,000

		or more

		Mean		24.6		32		22.7		24		24.2

		Median		13.3		20		15		15		23.2

		SD		51.6		39.3		22.3		28.7		14.8

		Table 107: Total waiting time in minutes for consultations in the last 14 days with a herbalist, acupuncturist or bone-setter by monthly household income

				Monthly household income ($)

		Waiting time (min.)		Less than $10,000		$10,000-$19,999		$20,000-$29,999		$30,000-$39,999		$40,000

		or more

		Mean		19.9		18.6		14.2		14.7		44.2

		Median		3.7		10		10		15		11.2

		SD		32.5		27.6		15.7		9		99.5
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				89/90		90/91		91/92		92/93		93/94		94/95		95/96		96/97
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		Visits lasting less than 10 minutes

		Country		%

		Australia		43

		Canada		33

		Britain		65

		USA		30

		Hong Kong		75

		Source: The Commonwealth Fund
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