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I. 
SUMMARY OF FINDINGS FROM PATIENT STUDIES

1.
Introduction
Several patient studies were conducted to supplement existing information on the health care situation in Hong Kong.  These studies provided qualitative and quantitative information on Hong Kong people’s perception of, and experience with private and public medical services provided by hospitals, clinics and doctors.  Our prime concerns in conducting these studies were to determine how well the existing health care system serves Hong Kong’s general public and whether the system is providing services efficiently.

1.1 Objectives of the studies 
The main objective of the patient studies was to investigate the current health care situation in Hong Kong, from the perspective of patients. Both the public and private sectors were considered.  Specifically, we aimed to obtain up-to-date information on prescribing practices, cross sector interface, standards of care for chronic patients, perceptions of quality of care provided for chronic and episodic care, financial impact on patients who obtain care for chronic or episodic care, and overall satisfaction with health care services.  

1.2 Timeframe, Methodology and Data Collection Processes
The University of Hong Kong and The Chinese University, in conjunction with Harvard University, conducted the patient studies in spring and summer 1998 as part of the Health Care System study that was undertaken for the Hong Kong Government. The patient studies consisted of nine focus groups and four surveys. 

The methods employed included focus groups, face-to-face and self-administered surveys, and reviews of drug labels and referral letters. The patient studies targeted health care users with chronic illnesses (renal disease, diabetes mellitus, and cardiovascular disease); those having used acute inpatient care cardiac illness; and casual users of health care services such as those with upper respiratory tract illness.  Further, patients that had been referred to HA SOPD clinics (breast, general surgery, plastic and upper GI) were included in a study of waiting times. 

1.3
Key Messages From The Focus Groups And Surveys

There is clear evidence of inappropriate prescribing practices -- too many drugs are prescribed and antibiotics are prescribed too often, but for too short a duration.  Also, often there is little information given to the patients regarding the types and side effects of the drugs.  Most private doctors prescribe only 2 or 3 day’s worth of medicine (including antibiotics) while public clinics generally give medicine of longer duration. We hypothesize that financial incentives influence prescribing practices. Some private doctors request patients to return for another chargeable visit and perhaps more medication within only 2 or 3 days and offer “more effective” medicine or injections at extra cost. 

There is an overall lack of integration resulting in discontinuities throughout the healthcare system.  These discontinuities are attributable to the organization of the health sector that separates primary from tertiary and secondary care and public from private sector care.  Many patients are not satisfied with cross-sector interface and inefficiencies arise from this situation.
· A lack of interface exists  across public and private sector care:  There are no formalized processes for providers in one sector to communicate vital patient specific information to providers in the other sector. 

· There is a lack of interface within the public sector:  In spite of efforts to create a ‘seamless healthcare environment’ patient records may not routinely follow patients who upon discharge are referred to general outpatient clinics.  Further, there is little emphasis placed on the doctor-patient relationship because patients attending GOPD or SOPD clinics see different providers on each  visit.

· A lack of communication and/or information exchange exists between hospital-based and community-based practitioners:  Medical records rarely follow patients across the sectors so patients themselves must assume the lead role in relating their histories, diagnoses and treatments to new doctors and nurses.  This circumstance is of considerable concern for those with both acute and chronic illnesses that require a high degree of continuity of care.

· Follow-up care lacks a high degree of integration, such as for older groups suffering from stroke: continuity of care was reported to fall short for those requiring acute hospital services, rehabilitation and long term follow-up/maintenance care post-discharge (e.g., stroke patients).  Presently the lack of interface across the spectrum of care makes some patients reluctant to be discharged back to their homes and community. 


A relatively high variability exists in the level of quality of care provided.  Some health care professionals and facilities are excellent while others provide what could be termed ‘questionable care’.  Quality is perceived as varying from site to site, from doctor to doctor, and nurse to nurse. Both good and bad diagnostic, treatment and follow up experiences were reported by users of the public and private sectors. There appears to be a positive association between quality, the degree of technology utilized and seriousness of the diagnosis, as borne out by the cardiac and some renal patients that reported having extremely positive experiences. 

There is a generally held perception that services in HA hospitals and specialty clinics have improved over time.  Further, there is a relatively high level of satisfaction among  cardiac patients with both acute inpatient and specialty care services, which appear to be meeting needs quite adequately. Most cardiac patients had been treated in the public sector where all participants found considerable improvement in the services provided by public hospitals, particularly with respect to staff attitude and the overall environment. 

Patients may be waiting too long for first appointments following referral to public specialty clinics. Existing appointment and referral systems, especially those between public and private sectors, are not adequately effective in identifying urgent cases. Moreover, lengthy waiting times appear to have a negative impact on health and patient’s out-of-pocket expenditures. 

There are quality concerns regarding doctor’s adherence to standards of best practice, as evidenced from the diabetes study. For some participants in the diabetes survey and focus groups, treatment and patient management protocols are beginning to be adopted.  However, there is still considerable room for improvement, as evidenced by the number of diabetic patients who had not received dietary advice or been scheduled for eye or foot examinations.

Patient Preferences:

· Cost and quality are the key determinants of provider choice. For most chronically ill patients, cost is the prime reason they chose medical care from public hospitals and clinics.

· Patients are not empowered or particularly well represented by the present system in which doctors and private hospitals are not accountable to the patients.  Many patients wish to have a choice of doctors and to be better-informed overall.  Current avenues for handling consumer complaints are perceived as ineffective or inadequate. 

II.  
SURVEY ON UPPER RESPIRATORY TRACT INFECTION (URTI) 

2.
Introduction
Upper respiratory tract infection (URTI) is often a minor and self-limiting illness, yet it is the commonest condition for general practice consultation as shown by general practice morbidity surveys. Anecdotal evidence has indicated that Hong Kong’s doctors often prescribe a strong battery of medications for this illness.  Hence, a study was conducted with the objective of better understanding the use of multiple medications, antibiotics and other treatments for URTI.  We also aimed to assess the types and number of other medications prescribed for URTI, the clarity of drug labeling, and the amount of information and preventive advice being given to patients.

2.1 Methodology

A self-administered questionnaire was developed and tested.  Convenience sampling was employed. A few primary schools and kindergartens in different geographical areas in Hong Kong were invited to participate. 

The questionnaire was distributed to every student in participating schools and was to be filled in by the parent or guardian of the students. Participation in the research study was on a voluntary basis. Some of the schools used telephone reminders to prompt those parents who did not return the questionnaire in due time. 

Respondents were asked to send back drug labels from medication prescribed by their doctors for the case of URTI on which they were reporting. The survey questionnaire also asked for information on health care utilization and medication taken by those with URTI during the prior two weeks.  Standard background information on the respondents (or respondents’ parents) was also collected. 

2.2
Sample

The sample included five schools -- two primary schools located in Kowloon West, two in the New Territories East, and one kindergarten in Ma On Shan, which accepted the invitation and participated. 

2.3
Results

Response Rate

Eighty-one percent (2,559) of the 3,147 questionnaires that had been distributed were returned.  Forty percent (270) of respondents that consulted with a physician for a URTI case returned the labels of drugs that had been prescribed by their doctors.

Sample Characteristics

Seven hundred ninety-nine respondents claimed that they had contracted URTI in the recent two weeks and 675 had consulted registered doctors.  One hundred twenty four respondents had URTI but did not seek medical care. 

Of the 675 URTI patients, more than half (52%) were between the ages of 0-10 while 2.5% were above 45 years. (Table 1) Nineteen percent of the URTI patients consulted the government clinic and 81.3% saw private doctors.  Of the 549 patients who consulted private doctors, 35.5% visited doctors whose clinic was located at a public housing estate and the remaining 64.5% had clinics in private or commercial sectors.

Table 1: Response rate, proportion with URTI, age, and number of items of drugs

Response rate 

81% (2559/3147)
% reporting URTI during prior 2 weeks 

31% (799/2559)

% with URTI that were treated by a doctor

84% (675/799)
Age distribution of the 675 URTI patients:

 0 - 9 years    --  52.1% 

10 – 19 years – 17.3%

20 – 44 years -- 20.6%

45 and older   -- 2.5%

unknown        -- 7.4%

% of URTI patients returning drug labels

40% (270/675)
# items of drugs identified from labels

865 representing 31 categories

68.5% (593/865) generic 

26.7% (231/865) non-generic*

4.7% (41/865) not meaningful or unhelpful

*Difficult to interpret the formula and not identifiable by trained medical researchers. 

Prescribed Medicines

There were 865 items of drugs that were identified from the labels provided by the respondents.  Sixty-nine percent of the drugs were generics.  (Table 1)  Of the 675 URTI patients, 64% claimed that they had had antibiotics prescribed by their doctors. Ten percent did not receive antibiotics and 26% were unsure whether they had, indicating a lack of communication by the doctor or nurse. 

Table 2: Drug prescribing

Antibiotics prescribed `for URTI patients 

(n = 675)
Number of items of medications prescribed per patient at one consultation as identified from drug labels (n = 270)
% of patients receiving one or medications under the same category as identified from drug labels (n = 270)
Number of days antibiotics were prescribed as identified from drug labels

64% received antibiotics 

10% did not receive antibiotics 

26% were unsure
Mean = 3.89 drugs

Mode = 4 drugs
% prescribed antibiotics

46% received none

53% received one

0.7% received 2 or more 

% prescribed antihistamines 

48% received one

20% received two 

2% received three

% prescribed cold preparations

18% received one

2% received two

% prescribed cough syrup

41% received one

7% received two
Mean = 3.3 days

Mode = 2 days

Median = 3 days

On average, four items of medication were prescribed for the subset of 270 patients who returned the drug labels.  (Table 2)  More than half of the patients for whom labels had been returned had received one or more items of antibiotic and more than 2/3 had one or more antihistamines prescribed.  Twenty percent and 48% received one or more items of cold preparation and cough mixture, respectively.  

Patient Information/Education

Less than half of doctors explained the usage (47%) and side effects (25%) of the medications for URTI. Non-estate doctors tend to explain more about drug usage (52% vs. 40%) than did estate doctors. Only one third of patients had received advice on prevention of URTI and nearly half did not know whether antibiotics had been prescribed or not.  The proportion of not knowing whether they had received antibiotics was more marked for those with lower educational background. 

Duration Of Prescribed Drugs

According to the drug labels, the average number of days that antibiotics were prescribed at one consultation was 3.3 days. The mode was 2 days.  (Table 2)

Drug Prescription by Public and Private Providers

Relative to public doctors, private GPs are more likely to prescribe antibiotics, but less likely to prescribe a full course of antibiotics.  Private GPs also tend to prescribe more medications.  However, both public and private doctors provide information on usage and side effects of drugs on a limited basis.  (Table 3)

Table 3: 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 
90.2%
8%
62%
48.3%
25.9%

Public 
71%
57.9%
30%
42.9%
21.4%

Source: URTI Study (1998).

NOTE:  * indicates significant at the 95% significance level.

Quality of Drug Labeling

About 25% of medication dispensed by GPs had drug labels that could not be interpreted easily.  About 5% of prescribed medications were labeled in such a way that it was difficult to interpret the formula and the drug or dosage could not be identified by the researchers. This counters the original notion that drug labeling would enable other health professionals to know what medications have been prescribed.
2.4
Discussion
Drug prescribing seems to have played a central role in many consultations even when proof is lacking for the appropriateness and effectiveness of certain medications.   We found that the average number of drugs prescribed for URTI was 3.9 per case, and the majority of the patients had four items of medication prescribed.  This finding is consistent with Lam (1996) who found that the number of drugs was likely to be three, four or even more. 

Sixty-four percent of URTI patients who sought care had one or two items of antibiotics prescribed even though use of antibiotics for URTI is not warranted unless there is secondary infection or complications.  The tendency to use antibiotics is highest among private sector estate doctors who prescribed antibiotics for about 90% of their URTI patients in our study.  

Additionally, 60% of patients received one antihistamine and more than 20% of patients received double doses of antihistamine or ephedrine like substance, often as a cough preparation.  Antihistamines are associated with side effects such as drowsiness and anti-cholinergic effects (e.g., dry mouth) and many cough preparations contain a codeine-like substance as a cough suppressant, which compounds drowsiness and has the additional side effect of constipation. 

We noted that more than 25% of prescribed medication labels did not communicate sufficient information to the patient or other medical professionals.  There was evidence of labeling of drugs by non-generic names or trade names of local pharmaceutical companies that mean very little if anything to other doctors who do not use products manufactured by those companies.  Our study also showed that about half of the labels for antibiotics were without dosage information. As the information by the labels is not universally understood, it could be concluded that drugs were labeled for the sake of labeling.  

The battery of medications prescribed for URTI could potentially result in over-medicated patients suffering from unintended drug interactions, resistance to some antibiotics, and visits to doctors simply as the result of iatrogenic effects.  Furthermore, in Hong Kong where doctor shopping is prevalent and medical records are not generally available to the “next” doctor, drug labels are important to help him/her understand the patient’s current treatment. 

Finally, in many encounters, doctor-patient communication is inadequate.  Over half of the URTI patients did not receive an explanation of the nature of the medications prescribed and side effects associated with those drugs.  We found that non-estate doctors explained more about drug usage than did estate doctors.  Still, a large proportion (26%) of URTI patients did not know for sure whether their doctors had prescribed antibiotics and only 36% of the patients had been educated about how to prevent the illness.

2.5 Conclusion
This study revealed patterns that raise serious concerns about prescribing behavior in Hong Kong, particularly in the private sector. Multiple medications are usually prescribed for this self-limiting illness.  Further, antibiotics are nearly always prescribed.  Courses of medicine, including antibiotics are very short with private GPs providing only two or three day’s medication to those with URTI.  Our findings also show that doctor-patient communication and patient education on URTI is insufficient. Too little advice is routinely provided on drug side-effects and URTI prevention.  We also noted that drug labeling is often inadequate with many labels being incomplete or unreadable.  Such labels fail to fully communicate the type, dosage and instructions for use to the patient taking the drug.  This may hinder the patient’s understanding of medications they are taking and compliance with their treatment plan.  Furthermore, if other physicians visited by the patient cannot decipher the label, patients may be subject to unintended pharmacological interactions that may have serious effects.

III. DIABETES MELLITUS STUDY

3.
Introduction

Diabetes mellitus (DM) is a major public health problem accounting for much of the acute and chronic morbidity and mortality in the community. The prevalence of diabetes mellitus increases rapidly with age.  Moreover, with the increasing personal affluence and changes in lifestyles, there are now epidemics of diabetes mellitus in the Asian populations.  With this in mind, the objectives of this study were to provide information on standards of treatment in Hong Kong for those with DM, to determine whether sufficient education was provided to patients with this chronic illness, and assess whether doctors and patients are adhering to clinical management protocols for the illness.

3.1
Methodology 

The subjects were recruited from 2 different sources: the Hong Kong Diabetes Mellitus Association, with two thousand DM patients from all walks of life and different districts of Hong Kong, and 12 community centers in different regions in Hong Kong.  The sample size was 491.  

Questionnaires were sent to 850 randomly selected members of the Hong Kong Diabetes Mellitus Association, and the patients were asked to send back the completed questionnaire by using the self-addressed envelope that was provided.  We also asked the head of the community centers to identify those with DM on their membership lists.  These individuals were then invited to join in the study.  A face-to-face interview was also performed in the community centers if the subjects could not read or understand the questions.  For those patients who could not come for the interview, phone interviews were also conducted.  Training for the interviewers was provided before the commencement of the study in order to standardize the way that they asked the questions.  The recruitment lasted for three months.

3.2. Possible Bias
The characteristics of the sample population may somewhat bias the findings of this study because most of the surveyed individuals were unskilled workers or the unemployed.  Additionally, the majority of the patients sought care in the public sector.  However, because this is a reasonably large study and includes DM patients from all backgrounds and parts of Hong Kong, we can believe that the findings are relatively representative of Hong Kong’s DM patient population.
3.3
Results  

Response Rate

Three hundred fourteen subjects returned their questionnaire or completed the interview; the response rate was 36%.  
Sample Characteristics

Of the respondents, there were 290 females and 188 males. The age of the patients ranged from 6 to 86 with a mean of 61.27 years. Only a very small proportion  (13.9%) were skilled workers or above.

Eight percent of responding patients requires no treatment for DM while 71% require oral medication.  Others require injections (15%) or both oral medication and injections (6%).  The majority (90.6%) of patients attended government DM clinics and 35.3% had a family physician.  Of the patients with a private family physician, 36.5% sought care for DM from that doctor. Of this group, about 58 % declared that they never consult other doctors for any illnesses.

There were no statistically significant differences between those who attended government and private clinic regarding age, sex, or occupation. 

Communication Between Doctors And Patients
The proportion of patients receiving advice from their attending DM doctors on exercise, weight control, smoking, drinking and meal assessment,  was 82.7 %, 64.9 %, 69.8 %, 70.8 % and 37.4 % respectively. Less than three-quarters (72.6 %) of the patients reported that the attending doctors discussed the disease prognosis with them.  Only 39.2 % of the attending doctors for DM discussed care of the feet with the DM patients.

Although 89.7 % of the patients interviewed undertook a self-examination at home such as urine testing, only about 60 % had their results reviewed by the doctors treating their DM..  The home monitoring results are important because they reinforce self care and self monitoring.  If the doctors do not bother to review these results, there is little incentive for the patients to perform home monitoring. 

Sixty nine percent of patients knew the test results on their Fasting Blood Sugar (FBS).  For the past one year, 97.1 % of the patients had their blood pressure measured, 95.4 % were weighed, but only 45.3 % had their feet examined.

Type Of Provider

A higher proportion of patients who attended the private clinics had their own family doctors compared with those attending public clinics (P< 0.05). When the private patients had their own family physicians, they were more likely to attend their family doctors’ clinic for DM treatment (P< 0.05).  The private doctors paid more concern to the possible duplication of medical investigations before they ordered tests for their patients than did their public counterparts (P< 0.05).

There were statistically significant differences in the type of treatment provided for DM patients (P< 0.05).  This is possibly due to case mix differences arising from the fact that private doctors generally see new and less severe cases than do public doctors.  This may also explain why more patients in the private sector received oral medication.  Patients attending a government clinic were more likely to have had their dietary, home urine or blood record being reviewed by their doctors and urine test for albumin (P< 0.05). 

Information Sharing From One Doctor To Another

Only 66% of family doctors that were not treating the patient’s DM knew that the patients had that illness.  It was reported by 90% of the patients attending other doctors for non-DM conditions that those doctors did not contact the DM doctors for more information. For patients with a family doctor but who chose not to seek care for DM from that doctor, only 2% of the attending DM doctors had contacted the family doctor.

Table 5. Comparison between those attending government and private clinics


Private clinic
Government clinic

Age > 65
18 (42.8 %)
209 (50.5 %)

Sex is male
19 (43.2 %)
166 (39.3 %)

Occupation as Skilled Workers or above
8 (26.7 %)
45 (12.8 %)

Treatment*

   No need

   Oral

   Injection

   Both
5 (11.6 %)

36 (83.7 %)

2 (4.7 %)

0 (0.0%)
25 (6.0 %)

299 (71.2 %)

71 (16.0 %)

25 (6.0 %)

Meal assessment*
10 (23.3%)
164 (39.7%)

Review urine/blood record*
18 (41.9%)
276 (65.6%)

Have urine test for albumin*
23 (52.3%)
286 (69.1%)

Have a family doctor*
27 (62.8%)
131 (32.3%)

Family doctor treating their DM*
19 (70.4%)
38 (29.5%)

Contact the patients’ family doctor before ordering medical tests*
5 (20.8%)
23 (7.2%)

*statistically significant, P< 0.05

3.4
Discussion 
The findings from this study indicate that government clinics perform better on performing periodic assessments while the private doctors communicate better with patients’ family doctors.  Overall, this study found that there is insufficient advice provided on prevention and compliance with treatment plans.  Communication and education are of concern because of the nature of the disease and the fact that many DM patients in the community have coexisting hypertension, dyslipidaemia and/or microalbuminuria and other multiple risk factors.  

Poor communication was also noted when more than a quarter of all attending doctors failed to discuss the disease’s prognosis with their patients.  During the past year, only 45% of the DM patients reported having had their feet examined, and only 39% of the attending doctors for DM discussed foot care.  Foot care is a vitally important concern for those with more advanced cases of DM. 

Communication between doctors treating DM patients is far from adequate.  It was reported by 90% of the patients attending other doctors for non-DM conditions that those doctors did not contact the DM doctors for more information and vice versa. Continuity of care is important because of the increased risk of mortality faced by those with DM compared with age and sex-matched non-diabetic subjects.  


Our findings suggest that there may be a need for a structured protocol for DM management that includes a multi-disciplinary approach.  For example, dietary advice is very important for good DM control, but doctors in Hong Kong have heavy caseloads that restrict the time they can spend educating their patients about diet and most practices are not supported by dieticians.  Based on the hypothesis that more structured diabetic care would resolve many of the problems, those treating DM patients may wish to design or adopt existing structured protocols for DM management and improve interface with the specialist DM centers.

3.5
Conclusion

Based upon our study results, there is room for improvement in the quality of care provided to DM patients. It appears that not all physicians have adopted diabetic treatment protocols and more resources need to be applied to patient education.

IV.
WAITING LIST STUDY 
4.
Introduction

This study arose from a concern about whether people waiting for a first specialist appointment may be waiting too long given their clinical status and incur expenditures by using other health care providers during the waiting time.  Specifically, the Waiting List Study investigated whether lengthy time spent waiting to obtain a first appointment at SOPD clinics has any impact on patient health status and financial cost burden.  

4.1 Methodology
Questionnaires were used to collect information on length of time-spent waiting and the implications of the wait in terms of patients’ perceptions of any change in health status, expenditure on health care, and the consultant’s opinion about length of wait at the target clinics. Additional information was obtained from a review of the referral letter and the medical record.  

Quality of the referral letter was measured in terms of: 1) legibility, and 2) thoroughness of symptoms and diagnoses identified in the referral letter.  Presence of the referring doctor’s name was also checked.  This was considered to be important because records do not follow the patient and in the private sector and the only way that supplemental information might be obtained is by contacting the referring doctor. 

Referral letters were also searched for an indication of whether a patient’s condition was urgent. Consultants and patients were then asked to evaluate the “Urgency” of each patient’s situation. Comments were then matched with the urgency as indicated in the referral letter.  Information on health care seeking behavior and related expenditures was also collected.

4.2
Sample

The sample comprised new patients paying their first visit to a specialty clinic (breast, general surgery, plastic, or upper GI clinics).  The study was facilitated by the HA and data were collected on 5 August 1998.

4.3
Bias
There are some limitations in this study.  The sample size is small, with only 113 patients distributed across four clinics.  Males were under-represented in the group.   Further, the data derive from only one day and we were unable to obtain information on non-attenders.    Although this is a limited study with a small sample size, the results are can serve to generate hypotheses about the consequences of waiting for specialty care.

4.4
Results

Sample characteristics

The total number of booked patients was 113; 28 patients did not attend (24.8%). Seventy-five percent of the non-attenders were scheduled for the General Surgery clinic and none were for the Breast clinic (Table 6).  Eight of those who did not attend had an indication of urgency or need for an early appointment in their referral letter.


If the group is classified into those who waited less than and longer than the median (113 days), there are significant differences (X2 = 6.4 p<0.02) between the proportion of non-attenders, 14% (n=8) in the group who waited less than 112 days, and 34.5% (n=19) in the group who waited longer.

Table 6: Distribution of Clinic Attenders


Attended (%)
Did not attend (%)
Total booked (%)

Breast clinic
26 (100)
0
26 (100)

General surgery
39 (65)
21 (35)
60 (100)

Plastic clinic
14 (82)
3 (18)
17 (100)

Upper GI clinic
6 (60)
4 (40)
10 (100)

Total
85 (75)
28 (25)
113 (100)

Characteristics of attenders
Mean age (sd) in years
45.02 (17.1)

Male n (%) 
25 (29)

Thirty-eight percent of patients were referred from public GPs and specialists while Accident and Emergency referred 22%, private doctors 18%, Well Woman Clinic 13%, and 9% of the cases were referred from “Other”.  

Quality Of Information Provided In The Referral Letter And Medical Record

All the referral letters were legible or partially legible but some lacked vital information such as diagnosis, symptoms and the name of the referring doctor.  Eighteen percent (n=15) of the referral letters bore no identification of the referring doctor, 73% of which came from the public sector.

At a minimum, every referral letter should include the patient’s symptoms, but only 55% did so and only54.5% of referral letters provided the diagnosis.  Eighteen percent of the letters mentioned treatments and 22.4% noted investigations however, it is not possible to judge whether the latter two proportions are low because we did not have information on the number of patients for whom treatments or investigations were required. 

Of the medical record data written on the day of the study, 74% contained the patient’s diagnosis and 97% noted the patient’s symptoms. One third of medical records included investigations but, again, we cannot judge the completeness of notations on the current treatment or recent investigations in the medical record.  Information may have been missing or possibly only one third of the patients were receiving treatment or had had investigations. Additional information was obtained from only 8.2% of patients.

There was also considerable disagreement between information contained in the medial record and the referral letter.  This may be due to changes in the patient’s health status between the time the referral letter was written and the day of the appointment, or because of poor written communication.

Table 7: Information provided in the referral letter and medical record*

Measure
Yes (%)
No (%)

Symptoms mentioned in the Referral Letter
47 (55)
38 (45)

Treatment mentioned in the Referral Letter
15 (17.6)
70 (82.4)

Investigations mentioned in the Referral Letter
18 (21.2) with results

 1 (1.2) without results
66 (77.6)

Diagnosis in the Medical Record
63 (74.1)
22 (25.9)

Symptoms noted in the Medical Record
83 (96.5)
2 (2.4)

Treatment noted in the Medical Record
26 (30.6)
57 (67.1)

Investigations noted in the Medical Record
28 (32.9)
55 (63.5)

*n = 85

Determination Of Urgency

Nineteen percent of referral letters (n = 16) had an indication of ‘urgent’ or requested an early appointment.  On the other hand, the consultant
 assessed that 22.4% (n=19) of the cases were urgent. Twenty-eight percent of the patients considered their case to be “urgent”.  Seven percent of the patients were admitted within one week, and could therefore be considered as having an urgent condition.  Of the 19 “urgent” cases identified by the consultant (24% of all cases), there were two variables in which urgent cases differed from those that were non-urgent.  The variables were the clinic attended and whether treatment was mentioned in the referral letter.  All other variables were not significantly different between the groups.  
Waiting Time


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.  The range of waiting time was wide, from 1 day to 299 days. (Table 8). 

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.  Consultants believed that 40% of the patients had waited too long considering their medical condition. (Table 8) 

Table 8.  Waiting time, impact on health, quality of referral, and opinion on whether 

    waiting time was too long

Clinic attended


Breast clinic:                

Gen.Surg.Clinic:          

Plastic clinic:              

Upper GI clinic:              
8 (30.6%)

18 (45.9%)

2 (16.5%)

1 (7.1 %)

Total waiting time
Mean:                          

Median:                       

Range:                         
92.5 days

108 days

298 days (1 to 299)

Current state of health compared with when referred 


Much the same:           

A bit better:                      

A bit worse:                      

A lot worse:                        
70.6%

11.8%

11.8%

3.5%

Specialist’s opinion about the waiting time
Too long:                           

Not too long:                     
40.0%

58.8%

The patients who had too long a wait according to the consultant were waiting between 7 and 299 days.  By classifying the urgent group into those who waited less than and longer than 92 days (the median waiting time for the urgent group) we can identify the characteristics and activities of those who had a longer waiting time. (Table 9)

Table 9
: Findings relating to the length of waiting 


Waiting shorter then 3 months n=42 
Waiting longer than 3 months

n=43  


& Expenditure in other health services
6 (14.3%)
16 (37.2%)
P<0.05

Average expenditure 

Range
HK$64.5

0 - 700
HK$448.6

0 – 10,000
P<0.05

Self-perceived health now worse
6 (14.3%)
7 (17.1%)
n.s.

Patient thought problem was urgent
14 (33.3%)
10 (23.3%)
n.s.

Patient thought he/she had to be referred sooner
23 (54.8%)
25 (58.1%)
n.s.

Consultant felt they waited too long 
10 (23.8%)
24 (55.8%)
P<0.05

Urgency in the referral letter
11 (26.2%)
5 (11.6%)
n.s.

Urgent according to the Consultant
14 (33.3%)
5 (11.6%)
P<0.05

 Action Taken As A Result Of The Consultation


Of all cases, only one was closed.  Seven percent of the patients were admitted as inpatients within one week, and 19% (n=16) were going to be admitted, some possibly as routine admissions for surgery.  Twenty-five percent of patients seen in the clinics received same day investigations.  This may not necessarily indicate urgency as same-day investigations are the usual practice in the Breast Clinic.  However, urgent investigations were scheduled for 9% of the patients; this may be an underestimate because not all doctors indicated the urgency to the researchers.  Another 27% of patients were scheduled for non-urgent investigations. 

Care Sought Elsewhere

Those who waited more than 92 days appear more likely to use other providers.  (Table 9)  Twenty-three percent of patients who had too long a wait according to the consultant went to another health care provider.  While it is not possible to determine whether no-show patients also sought care elsewhere, it is likely that at least some of them incurred costs by making alternative arrangements for care.

Out-Of-Pocket Expenditures

Patients who sought care elsewhere while waiting for the appointment under study, spending $15 to $1,000 out of their own pockets.  They visited Chinese medicine practitioners, the referring doctor, or another Western doctor. 

4.5
Discussion 


The most common form of communication between the levels of care is through a referral letter. In this study, while referral letters were used for all patients and legible, in some cases they lacked vital information such as symptoms.  Some letters also lacked the identification of the referring doctor, which is essential, if any supplemental information was necessary.

One of the main findings identified has been a high non-attendance rate, which can lead to inefficient operation of the service.  Non-attenders can result in gaps in clinic activity and may require further appointments, increasing the waiting time for other patients.  

The use of other health care providers in the same episode of illness and changes in perceived health status are consequences of waiting, leading to extra costs for the patients, both financially and in terms of quality of life.

Information provided on symptoms was noted in only slightly more than half of referral letters.  Consequently, aside from the referring doctor’s preliminary diagnosis, specialists had little background data from which to understand the extent of the patient’s problems.  Even though a large amount of information was lacking in the referral letter, referring doctors rarely communicate directly with the referred to doctors to provide additional information.

If the Consultant’s opinion is taken as the gold standard, nine cases would be considered as false negatives (no indication of urgency in the referral letter when there was urgency according to the consultant). The cost of such false negative cases is potentially high in terms of the patients’ health status and out of pocket expenditure. To ensure that “urgent” patients are not waiting too long for appointments in the clinics studied, Consultants regularly screen the referral letters selecting and scheduling any case identified as urgent. In spite of this practice, several cases appear to have been missed, indicating a need for better information from referring doctors. 

4.6 Conclusion
This study suggests that long waits for first appointments to public clinics may have a negative impact on patients, in terms of health and financial burden.  There also exists a lack of coordinated communication between some referring doctors and those to whom they refer patients.  While referral letters were generally legible, the contents, in many cases, are probably inadequate.  Furthermore, the observed non-attendance rate might cause inefficient operation of the clinic as well as being detrimental to patients.

V. 
PATIENT SATISFACTION STUDY

5. 
Introduction
To better evaluate Hong Kong’s health care system, it was important to understand patients’ satisfaction with access, the process of health care delivery, waiting times for appointments, and doctor-patient communication.  The objectives of this study were to obtain both qualitative information and quantitative data to understand the satisfaction level of health services among casual but frequent health services users, particularly among people of lower socio-economic status.
5.1
Methodology

In 1998, a self-administered questionnaire was developed because of its simplicity in reaching a large number of specific groups of individuals.  A questionnaire was designed, translated into Chinese and back translated into English to minimize bias resulting from use of different languages. The questionnaire was divided into three main sections: 1) qualitative information on health services experience, 2) quantitative information on the satisfaction of health services, and 3) personal data.  

The original intention was to collect patient satisfaction data of as many people as possible.  Due to limited resources, data were obtained from members of a patient  organization and it’s affiliates.  Members received a copy of the questionnaire during their regular meetings.  After completion, they returned the questionnaire either by mail or through their organization.  

5.2
Sample 

Members of the Alliance For Patients’ Mutual Help Organization and its associated organizations comprised the sample population.  

5.3
Bias

The low socio-economic level of the respondents and their skewed age and gender  may have biased the results of the survey to some extent.  The response rate was low, but not at a level that is not unexpected for a postal survey.  International studies on patient satisfaction tend to center on ratings of 3 to 4 on a five point scale with 5 being “very satisfied” however, with our small sample size it may not be possible to differentiate the very high and very low ratings.

5.4 Results
Response Rate

The response rate was 29% (n = 74).   

Characteristic Of The Sample
With a few exceptions, the sample was fairly representative of Hong Kong’s population.  However, the monthly household income of the respondents in the sample was, in general, far less than that of the actual population.  Thirty-six percent of sample households had incomes less than $10,000 compared to 24% in the general population
, and 18% of the sample reported incomes of more than $30,000 compared to 25% for all of Hong Kong.  Sixty-three percent of the individuals receive no formal monthly income because they are unemployed (20%), retired (16%) or housewives (22%). There are fewer young respondents in the sample and more aged 40-49 than in the general population.  Males made up 51.4% and females 48% of the respondents, similar to the actual population of Hong Kong.

Table 10: Sample Characteristics
Age Group
%
Education level
%
Income group
%

20-29
12.2
Primary of below
23.6
Less than $10000
36.4

30-39
28.4
Secondary
58.3
10000 - 19999
27.3

40-49
28.4
Tertiary or above
18.1
20000 - 29999
18.2

50 or above
31.1


30000 or over
18.2

All those surveyed were users of the public sector; a few also used the private sector.  Eighty-four percent of all respondents were out-patient clinic  users, 11% were HA hospital users and 5 % used private GPs.  

Access

Clinic access/convenience was rated good by 59% of respondents.  However, 71% of hospital users reported the locations of hospitals as inconvenient; which is consistent with the qualitative feedback stating that people need to walk a steep road to reach the hospitals.

In terms of the environment in public clinics, there were only critical qualitative comments:

“The waiting areas for consultation or medicine are too small.”

“The environment was poor.”

“Air-conditioning was not available.”

“Many people were waiting and there was limited space and inadequate number of chairs.” 
Waiting Time
The length of time between first making an appointment and the day on which the appointment occurred was between 57 days to 365 days, with a mean days of 82. 

Fifty-one percent of SOPD users waited 82 days or less for their appointments and half of hospital users 50% waited 57 days [Table 11]. Fifty-seven percent of all hospital users and 39% of SOPD users found the waiting time to be too long. One third of those waiting over 121 days believed their wait was reasonable.
In general, waiting time for an appointment is a problem mainly for those seeking care in SOPD clinics, and also, but to a lesser extent, for those seeking investigations or non-emergency hospital care.  Table 11 shows the variability of waiting times.  These findings are borne out by the qualitative comments in which respondents noted that:

“I waited for 7 months for a SOPD appointment.”

“ Because the doctor was on leave, waiting time extended from 5 weeks to 7 weeks.”

“The doctor suspected that I suffered from SLE, but the waiting time to have the first body check was another 1/2 a year.”

Table 11: Appointment waiting time for specialty and inpatient care (days) *
Users
57 or less
57 - 82
83 – 120
121 or more

SOPD
27.5%
23.5%
33,3%
15.7%

HA hospitals
50%
0
25%
25%

% of those waiting x days, %  rating wait as reasonable or very reasonable 
66.7%
81.5%
82.4%
66.7%

% of those waiting X days rating wait as unreasonable or very unreasonable 
33.4%
18.2%
17.7%
33.3%

* Irrelevant to GP and GOPD users 

Queuing
 Time For Medical Consultation 

Forty-five percent of the respondents found the time spent queuing (waiting for  the consultation to begin) was reasonable. In general, queuing time is a problem encountered by those seeking care at GOPD but not at SOPD or hospital..  Although the exact waiting time for the medical consultation to begin was not asked in the questionnaire, some respondents reported that they waited up to 3 hours in the clinic for scheduled consultations:
“Waiting time was long for medical consultation and the doctors were busy.”

“I waited for at least 3 hours for a  medical consultation.”
Convenience Of Obtaining Medication And Making Appointments

Fifty-six percent of respondents reported that it is easy to obtain medicine from either clinics or hospitals and 23% found it very easy, however, 29% reported difficulty in obtaining medicine.  Qualitative data indicate some improvements but also that some difficulties arose from delays encountered when obtaining drugs.  
“Waiting time to get drugs was shortened.” 

“After completing the medical consultation at 11:00, I waited until 4:30 to get my drugs.”

“I waited for more than 1 1/2 hr for medical consultation, then another 1 1/2 hr for medicine.”

Regarding appointments, respondents felt satisfied if:

“They could make the next the appointment in the present consultation.”

“Doctors accepted my demand and provided a specialist appointment.”

They were less pleased when:

 “Doctors do not inform patients about a change of doctor or if the appointment was delayed as a result.”

Satisfaction With Health Services Providers’ Attitudes And Communication 

Seventy-seven percent of respondents found their doctors were friendly, warm, empathetic and courteous, yet there were some respondents who found that the medical professionals ignored their needs.   Three fourths of respondents reported that staff’s attitude was good or very good.  Similarly, 72% of respondents answered that their doctors showed patience for listening to their questions and worries, but about one fourth found their doctors to be impatient and unclear in answering questions among all OPD users.  

Experiences varied from feeling well cared for to a patient whose doctor performed an operation without his consent.  There were six positive comments:

“The ward nurses and working staff took care of patients very well.”

“Doctors tried hard to keep track of the investigation.”


“My doctor had a good work ethic.”


“He showed empathy.”

There were also four negative comments:


“Doctors’ had a distant attitude and did not show concern for patients.”

“A dietitian’s attitude was very poor and laughed at me, saying nothing could be done.”

Patients take very seriously the response of health professionals to their questions or concerns. Thirty-seven percent of respondents reported that medical professionals had not adequately explained the purpose and side effects of prescribed medicine. Fifty-six percent of respondents found the explanation provided about their illness and advice given for persistent symptoms was adequate. (Table 12)   Although there were some positive comments on the adequacy of explanations and instructions provided by the doctor, there were many negative comments.  One respondent claimed that the doctor did not provide any explanation about the results of an investigation or why he was admitted to hospital by the doctor.  Other patients reported that doctors only prescribed medicine and then ended the consultation without providing an explanation about the medicine  that was prescribed. 

Table 12: Explanations provided by medical professionals

Users
Very little (%)
Little (%)
Adequate (%)
Very adequate (%)

Explanation of purpose and the side effects of prescribed medicine

GOPD
0
100
0
0

SOPD
13.3
25.0
43.3
18.3

HA hospitals
0
25.0
62.5
12.5

GP
0
25.0
25.0
50.0

Overall
11
26.0
43.8
19.2

Adequacy of explanation to patients on what to do if symptoms persisted or became worse

GOPD
0
100
0
0

SOPD
20
26.7
41.7
11.7

HA hospitals
0
37.5
50.0
12.5

GP
0
0
75.0
25.0

Overall
16.4
27.4
43.8
12.3

Satisfaction With The Process Of Care

Sixty-three percent of hospital users believed that the consultation time was inadequate, and 40% of GOPD users reported the same.   This finding is consistent with the qualitative comments in which it was noted that doctors did not see the patient’s case history in detail and only performed an urgent test and failed to thoroughly review blood test results.

Sixty-three percent of all respondents and half of those that had been hospitalized reported receiving an adequate explanation of treatments.  Half of those hospitalized did not. Table 13 shows that about 70% of respondents found the physical examinations performed by the medical professionals were thorough and that medical professionals understood their health history quite well.  However, among all GOPD users, 33% reported the examinations to be rushed and inadequate.  Respondents reported that:

“The doctor did not perform any diagnostic tests, only prescribing pain-relieving agents for loin pain.”

“The doctor was unwilling to check the full situation of my illness.”

“The doctor did not see my case history in detail and only performed the test urgently.”

One respondents also noted that some doctors are reluctant to conduct physical examinations, maintaining a “distance of 2 feet between patients and themselves” although an examination itself may have been appropriate.  

Table 13:  Thoroughness of examination and doctor’s understanding of patient’s 

       history
Users
Very little (%)
Little (%)
Thorough (%)
Very thorough (%)

Thoroughness of physical examination

GOPD
0
100
0
0

SOPD
5.0
26.7
50.0
118.3

HA hospitals
0
25.0
62.5
12.5

GPs
0
0
75.0
25.0

Total
4.1
26.0
52.1
17.8

Understanding of patients’ health history

GOPD
0
100
0
0

SOPD
5.0
25.0
45.0
25.0

HA hospitals
25.0
12.5
62.5
0

GPs
0
5.6
0
16.7

Total
6.8
24.7
43.8
24.7

Adequacy of explanation of treatments

GOPD
0
100
0
0

SOPD
8.5
28.8
52.5
10.2

HA hospitals
12.5
37.5
25.0
25.0

GPs
0
0
25.0
75.0

Total
8.3
29.2
47.2
15.3

Doctor Shopping

Thirty seven percent of respondents would consider doctor shopping.  Most of the doctor shoppers were patients with chronic illnesses who tended to use public clinics because they might not be able to afford private consultation.  

5.5 Discussion
While there was an overall expression of satisfaction with access to and the cost of care, the results indicate that some patients are not entirely satisfied with their consultation or treatment experiences.  Further, most patients wait a long time for consultations.  Forty one percent of respondents considered waiting times for SOPD and hospital appointments, which ranged from 57 to 365 days with a mean of 82, to be unacceptable.  

This study showed that under half of patients felt that consultation times were too short and that explanations about their illnesses were inadequate.  Some patients reported that investigations were not as comprehensive as they should be and that only drugs were offered.  Perhaps this situation perpetuates the lack of strong doctor-patient relationships, which is a characteristic of the  Hong Kong health care system. 

In terms of communication, respondents felt that their doctors’ explanation about their illnesses, treatment, prescriptions and preventive measures need to be provided in a more detailed manner. While more than 77% of respondents reported that staff has good attitudes and more than 70% reported that the doctors exhibited patience, our survey indicates that many medical professionals provide little or no explanation. Throughout the system, the patients perceived that medical professionals had not provided an adequate explanation of the purpose of and side effects of prescribed medicine. Further, for the most part, little information is routinely provided on persistent or worsening symptoms.  

5.6 Conclusion
In general, patients are satisfied with access to and the cost of care, particularly in the public sector.  However, there is widespread dissatisfaction with waits for appointments and consultation time in public hospitals and clinics. Poor communication was evident throughout the spectrum of care indicating a need for better communication between patients and doctors. 

VI.
FOCUS GROUPS

6.
Introduction
Several focus groups were held in 1998. Focus group participants represented a broad spectrum of health care users; chronic and acute specialty and inpatient care as well as casual users of primary care. The overall objective of the Focus Group studies was to provide in-depth qualitative information on Hong Kong people’s perception of, experience with and opinions on private and public medical, services provided by hospitals, clinics and doctors.  Specifically, we were concerned about prescribing practices, cross sector interface, service quality, follow-up care for patients discharged to the community, out-of-pocket expenditure, and overall satisfaction with health care services.  

The objective, and month of each focus group is presented in Table 14 below.

6.1 Methodology
The interviews focused on the patients’ subjective perceptions of health care services in Hong Kong’s public and private sectors. In addition to the convenience of collecting data from several people simultaneously, group interaction was used as part of the interview technique.  The interviewer’s task was to enable the interviewee to give a full and clear account of his or her ideas with minimal pre-organization.  The issues they raised were then explored further in subsequent questions.  The techniques of focusing, clarifying, reflecting and summarizing were also used.  Caregivers were sometimes present during interviews, and their accounts were also included.  Interviews were conducted in Chinese, recorded on tape and transcribed verbatim for later analysis and translation into English.

The transcripts of the recordings were content analyzed, which involved reading the entire text several times in order to develop a sense of the whole data.  Then the text was coded into different categories.  Categories were explored for major themes, structures and processes; and areas of agreement, disagreement, contradiction and tension were discovered.  The original category list gave way to the more integrated account of the text that constitutes the findings as subsequent analysis drew upon data of common themes together.

6.2
Sampling 

Three types of participants were targeted: 1) individuals with chronic diseases, 2) those with experience with acute and community medical care services, and 3) those with casual experience in using both public and private health service providers. Quota sampling was used to select focus group participants for the DM, Renal Disease, Cardiac and Casual Users’ Focus Groups.  Available, potential participants were invited to attend the focus group discussion until the ideal number for each group (6-8) was obtained. Participants were given a small fee to cover their expenses in attending. As far as possible, participants were put into groups so that there was a mix of ages and social class in each group.

For the Stroke Focus Groups, any patient whose name appeared on the ward list was considered to be eligible for the study. Additionally, subjects’ names were taken consecutively from the membership registers of two social centers in Shatin were invited to take part in a group interview.  The final selection ensured that patients of both sexes were interviewed but some patients classified by the staff as confused and/or non-communicable were not included.  The final criterion for inclusion was the willingness of the person to participate in the study.

6.3
Bias

The nature of focus groups implies that the sample sizes are small and focus group participants may not necessarily be representative of the Hong Kong population. However, the focus groups represented different types of health care utilizers and there was a relatively high level of consistency in the comments made by each of the focus groups.  Hence, there is a high degree of confidence in the focus group findings.

6.4
Results


Sample Characteristics

Each focus group was meant to be as representative as possible in terms of age, sex and educational attainment.  The actual composition was as follows:

· The first Diabetic Focus Group consisted of eight participants, three males and five females.  They ranged in age from 29 to 80 years.   Seven had completed secondary education and one had completed post secondary education.

· The second Diabetic Focus Group consisted of seven participants aged 40 to 62 years.  Among the three females and four males there were two housewives, one retired individual, a technician, a manager, a postman and a garment worker.

· The Renal Disease Focus Group comprised 8 individuals aged 26 to 52 years.  Three were males.  They had completed primary education and five completed secondary education.

· The Cardiac Focus Group was made up of five patients, only one of which was female, as might be expected for this diagnosis.  The participants ranged in age from 45 to 73 years.  One had primary schooling while the others had completed secondary or post secondary education. 

· There were two Casual Health Care Users Focus Groups with a combined total of 16 participants.  Seven participants were male and the groups ranged in age from 29 to 75 years.   Three female participants had less than a primary school education while four males had completed post secondary schooling.  Seven participants had completed secondary schooling.

· The sample of stroke patients consisted of four groups staying at the Shatin Hospital.  Two groups (5 men and 7 women) who resided in four different wards and had a reasonable prospect of discharge home in the near future.  Another two groups (5 men and 5 women) were recruited from the day-hospital unit of the same hospital. In addition, two interviews were conducted in two social centers in Shatin district (7 men and 6 women). The subjects aged from 61 to 94.  No information about education was available for the stroke focus groups.

The participants’ comments explain from the patient’s perspective, underlying rationale for patient preferences, choices and utilization of health care services in Hong Kong.  

Lack Of Interface

The findings from the focus groups are that Hong Kong’s health sector is characterized by a lack of integration that impedes provider-to- provider communication and possibly patient care. It was not possible from this type of study to identify negative clinical outcomes resulting from the lack of intra- and inter-sector interface.  However, there is a belief that this characteristic of Hong Kong’s health care system impacts the delivery of chronic and acute care and is viewed negatively by patients.  

“The case history records are available only in large public hospitals. For those small public clinics, there may be no such medical records.”

 Movement between the private and the public sector is relatively easy, driven sometimes by the patient, sometimes by the doctor.  But, there are no formalized processes for providers in one sector to communicate vital patient specific information to providers in the other sector, for example, medical records from public facilities are not made available to private doctors and vice versa.  Participants stated that:

“The private hospital did not send my medical records to the public Hospital.  They just gave me a reference which stated that I had diabetes and the recommended dosage of the medicine.”

“I don’t have trust in private doctors. They are not specialists in renal disease and they don’t have my records.”

The lack of interface and the tendency for many  patients to seek public care places GPs in a limited role and highlights the problems of developing good models of family medical practice for those with chronic illnesses.

Satisfaction With Follow Up Services 


Although chronic disease patients will be referred to public general or specialist clinics for follow-up care when they are discharged from the public hospitals, patients discharged from private hospitals usually need to seek follow-up care themselves. Besides, patients can be referred to public specialist clinics by public general clinics. However, the respondents found the process was not always smooth.  


Stroke patients reported being ill prepared for discharge and unable to locate adequate support and rehabilitation in the community.  They were fearful of seeking care from GPs believing that only hospital doctors were properly trained to care for them.  Further, discharge planning is inadequate for some patients who have special needs.

“I can’t take a bath at my home.  A larger bathroom is what I desperately need in order to look after myself well in the community.”

Cardiac patients were interviewed by telephone five times in the three months after the focus group meeting to study their post discharge experience.  Unlike the stroke patients, they were very satisfied with the follow-up services.  

“Follow-up services in public hospitals are very adequate. The doctors know your case clearly and give you medical guidelines to handle it.”

Advice on dietary and exercise management had been given during their hospitalization.  The follow-up medical appointment arranged immediately before their discharge was flexible and staff was responsive to their needs.  For this group, the range of follow-up services were various.  Many had regular medical follow-up care, but one was invited to join the rehabilitation program organized by the hospital.  Overall, they considered that the services were appropriate to their needs.
Continuity Of Care 

The desire to have a stable doctor looking after one’s health was well manifested in the discussion among chronic and acute patients and casual users of health care services.  Discontinuities of care are of particular concern to chronically ill patients seeking follow-up care in either sector particularly as these patients believe that it is important to see the same doctor over time.  Chronic and acute patients noted that:

“I don’t want to take a risk to see a doctor who is not familiar with my condition.”

“I feel that it is better to have the same doctor, as he knows me best.  I have more confidence about the treatment. I feel uneasy if I don’t know the doctor and he doesn’t know me too. I, as a patient, will feel better psychologically if served by the same doctor.”

Even when medical records are available to the new doctor, patients prefered to see the same doctor to maintain continuity of care. Although most respondents preferred to have a “stable”, family doctor, several of those requiring care for minor illnesses such as influenza would visit more than one doctor if a cure was not effected in a very short time.

“I have the same doctor taking care of me for three years.  But the policy has changed and now I have to see different doctors at different visits.  I feel that the service is not so good now.   Because you have not seen the doctors before and they do not know you.  They just provide you service in accordance with the medical records according to the blood test result. They do the same things done by the last doctor if there is no change in the medical records. They write the prescription and ask you to go if they regard you having no big problem.

Evidence Of Poor Prescribing Patterns

There is evidence of dubious quality, as characterized by questionable prescribing practices, particularly in the private sector. Private doctors prescribe medications for only 2 or 3 days, requiring the patient to visit again in a few days and they were characterized as ‘over-prescribers’ who dispense antibiotics for colds and other minor illnesses for which they are generally ineffective.  

Most participants commented that medications are provided for only a few days.

“But I don’t like this kind of private doctors because they just give you medicine for two days only. I will go to public clinics if it is me getting sick. ..... Public clinics will give you five to seven days medicine for the whole treatment period.”

“I can only get medications for two days from a private GP and I have to pay two hundred dollars.  However, I can get a large bottle of cough mixture when I visit a Government GOPD.”

Several participants also stated that medicine is often very strong or ineffective. Some patients prefer strong or “heavy” medicine, others do not.  

“The prescribed medicine is not good and has strong side effects.”

“His (the doctor’s) purpose is to provide immediate effect. This pleases those old women. Even the medicine for kids is overdosed. 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.”

“That is why I chose my present doctor because his prescribed medicine is “heavy” and more effective.

In the minds of some focus group participants, there is a correlation between a private doctor’s business instincts and prescribing practices.

“I think that the medicine is always too big a dose. ..... It is too big a dose in order to make you recover sooner. The doctor wants to establish his reputation to attract more people to come.”

 “I learn that some doctors want to earn more by requiring you to receive injection. Possibly the doctor only injects some vitamin into your body.”

Use Of Antibiotics
In response to the question, “If you suffered from common cold and influenza, did your doctor prescribe antibiotic in most situations?”, the response was overwhelmingly, “Certainly.”  However, only some respondents had been well informed about the use of and side effects associated with antibiotics. 

“I just have had the nurse tell me that the medicine was antibiotic and I must consume all of it.”

 “I don’t know whether the “bomb” is an antibiotic. I do not know anything about antibiotics, its components, or its effects.”

Some patients have learned about medications from books or possibly from the news media.

“I will surely ask because I worry about that the prescribed medicine may be wrong. If the medicine is not clearly labeled, I will ask. ..... Or I would check them in a book”

“The nurses might not know how to answer your questions (on the prescribed medicine).”

Drug Labeling

Most focus group participants reported that drugs were being labeled.  

“It's written down on the label, and it's "antibiotic' in Chinese.”

But, some felt that the information provided could have been better.

“No, the doctor has not said that it is a must to finish all the medicine. They mark the instruction of taking medicine, say, take the medicine four times a day,  on the medicine bag, so they just tell you as a convention.”

Most respondents would stop taking  medicine after they had recovered from the illness. Some stated that they would store some of the medicine for later use, other would throw it away.

“But if I recover, I do not consume the remaining medicine.”

“No, I will not take the medicine when I get well.”

Perceptions Of The Public Sector

Overall, quality improvements have been noted in the public sector, but there is room for improvement.  Respondents noted:

“Although it is more convenient to consult private doctors, public clinics provide better follow-up care.”

 “I found that the public hospital 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. “

“At the last several admissions into private hospitals, I chose a private ward with greater privacy. If you did not call the nurses, they would not come. The doctors came to the ward only twice a day. No one would care about you if the patients did not have great problem. The patients felt alone. In the experience of hospitalization in the public hospital, the nurses were around and looked after the patients frequently. The doctors were very good.”

“For the government clinic, it's like they just "ask" the illness you have by mouth, they will not examine your body carefully. Just like, he asks you, “What's on?" 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.”

“In my experience, the public services are not good. However, as a whole, the doctors are too busy to treat each case in details. There are many problems in the HK medical system.

Perceptions Of Practitioners

While there is a general level of confidence in the doctors in HA hospitals and specialty clinics, ‘good’ and ‘bad’ doctors exist in both the public and private sectors.  One of the recurring themes was poor communication between patients and doctors.  

“Doctors may not know your health clearly, e.g. your sensitivity to particular medicine. When we go to see a doctor, we always have some questions in mind. But we are not able to tell all the things to the doctor. You may feel that the doctor is busy and he would rather you to leave as soon as possible. You would feel uneasy to ask him further questions.” 

“The private doctor explains the illness in greater detail. I prefer them better. This kind of service is absent in the government clinics.”

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

Private doctors were perceived by some patients to be poorer at maintaining continuity of care because they do not actively follow-up with their patients while public clinics do so.

“With regard to my present illness, if I sought private doctor’s services and did the operation in a private hospital. The doctor will not contact me at his own initiative after I had been discharged from the hospital. However, the public doctors will follow-up my case even though I have another health problem and sought medical care in other public clinics.”

Specialists are preferred over GPs by chronically ill patients.  
“I think that the current treatment method in the general clinic is ineffective and the specialist clinic will provide more professional treatment to patients.” 


“Currently, the specialties for diabetes are running quite good (feel like the family doctor).  However, out-patient clinics are not so good.”

Stroke patients preferred hospital doctors to all others for stroke care.

“No, I can’t stay at home, I need (hospital) doctors and nurses to look after me and then I think that I will be OK.”’

“I’m afraid that GP can’t deal with my problem.”

Private doctors are generally considered good but expensive; they give only small amounts of medicines, requiring the patient to visit again in a few days to obtain more medicine. 

“The doctor always ask us to go back when we feel better after taking all the medicine.”

Participants reported some very good encounters during which private doctors or hospitals provided considerable information.

“I think that some private hospitals will ask more detailed questions. The doctors there are concerned more about health education.”

“Yes, my doctor will explain the effects of the prescribed medicine. For instance, one will get tired after taking the medicine and it is not desirable to drive after taking the medicine. It is better to take a rest.”

“One can get a good explanation in private clinics. The doctor will explain to you in the consultation room while he is writing the prescription. The nurse will also show the prescribed medicine one by one and explain to you quickly.”

Financial Burden On Patients

For minor illnesses, choice and convenience are key factors in selecting a GP, but for those with serious and chronic illnesses, decisions are made primarily on cost and confidence in the doctor, clinic, and/or hospital.   In some instances, patients are given no choice.

“It was not a problem of cost. It was because private doctors did not have adequate facilities to handle urgent cases. So, I went to the Queen Mary Hospital in the first instance.”

“It is also expensive to consult private doctors for cardiac care. The $900 is just for three day medicine and I would be required to see the private specialist again on the fourth day and pay $900 again. Therefore it would be 10 times of $900 for 30 days.”

Some respondents expressed their preferences for convenience regardless of the price.

“I would rather pay one hundred and something to go to the private doctor mainly because of the short waiting time.”

According to this study, most chronically ill patients have little choice but to use the public system because of the high cost of their care over time.  They are willing to trade off their own time for lower cost care. 

“The charge for cataract operation is cheap in public hospital. But private doctors will charge you about $20,000. How can you afford it ?”

“Because diabetes is a chronic health problem.  It cannot be cured after one or two doctor consultations. You need medical services regularly. You may be have money to see a doctor for the first time, but there is no guarantee that you have enough money to see the doctor the second or third time.  You can’t see the end.  It is solely the financial reason that we do not see private doctors.”

While respondents’ main dissatisfaction towards the public medical services was the longer waiting time, they stated that they would be to pay up to HK$150 for each public doctor consultation if the waiting time was shortened by some sort of appointment system. However, they were skeptical that the waiting time reduction would actually take place.  The HK$150 price was indeed very near to the price of medical services in the private market.

Queuing, Waiting, And Consultation Time

Lengthy queuing and waiting times in public clinics were viewed negatively, particularly because waiting times for private GPs, inpatient and specialty care were generally much shorter. While waits are long, consultations with public doctors are often short and inadequate, not allowing for a reasonable level of patient-doctor communication. This is a major factor in people’s preference for private sector primary care.

“Well, in the public clinics, the waiting time is long but the consultation time is short.”

“They (public doctors) spend only 3 or 4 minutes for each medical consultation.”
Quality  

Within the public sector, perceived quality varies from site-to-site and doctor-to-doctor. There is a general sense of trust in the public system but there is a simultaneous belief that ‘good doctors’ leave for the private sector.  A good doctor was defined as one who is ’compatible, has good ethics (e.g., does not require the patient to return for unnecessary follow-up visit), cures problems, shows interest in patient’s life-style, has a good attitude, & communicates.  Participants indicated that a “good” doctor is easier to describe than to find. 

Some patients perceive doctors in the public sector to be more competent than private doctors.  Some also perceive private doctors as being more interested in their own wealth than in the patient’s health.

“I think that the government doctors are more professional and are really qualified doctors. Some private doctors may not get the right qualification.”

“The services provided by 95% public clinic doctors are quite good.  Private doctors provide services to earn profit and thus their services must be better. On the other hand, public doctors cannot receive any extra money for their better services.”
“Overall, my (private) doctor is good and many people consult this doctor. This doctor is like my relative and we talk many different things. He is concerned about my daily living. So, I will not consult another doctor.”

Patient empowerment 

Focus group participants expressed a feeling of helplessness in the system.  They noted that because the Public Complaints Committee finds most complaints and appeals to be ‘unsubstantiated’, disgruntled patients see little point in going to the effort of lodging a formal complaint.  

DM and renal disease participants who are engage in the patient support groups believe that it is incumbent upon the patient to take an active role in their own care.

“You have to read books and talk to other members, or consult your doctors. If you have problems, you should ask the doctors precisely in the regular visits to the clinic. I think our association is good for members as it renders an opportunity for them to share their experience.”

“One should therefore ask more whenever he has queries because the nurses may miss something important.”

Table 14:
Summary of Focus Group Responses 
Issues and Perception
Cardiac Patients
Diabetic Patients
Renal Patients
Stroke Patients
Casual Users of Health Care

Objective
To assess the impact of the interface of the primary and secondary/tertiary medical sectors in Hong Kong for patients who need post-discharge follow-up care.
To provide information on how chronically ill patients are affected by the health care system’s interface and quality. 
To obtain an understanding of how the health and financial condition of chronic disease patients is affected by the existing level of interface across the health care sectors.
To assess the organization of care for these patients, particularly with respect to post discharge, community based care, and how these patient perceive the care provided by private and public doctors and hospitals.
To obtain opinions of the general 

public about health care in their

neighborhoods, doctor shopping, and

satisfaction with different types of health service providers.

Date Conducted
July 1998
May & Aug 1998
June 1998
Spring 1998
May 1998

Continuity of care
- Continuity of care is important for chronic care 

- Cardiac patients are generally satisfied with continuity of and follow up care

- The case history records are available only in large public hospitals; for those small public clinics, there may be no such medical records
 
- Continuity of care is important for chronic care

- Discontinuities of care throughout system impact patient care

- Follow up care:

· patients prefer 
· specialty follow up
· problems arise from 
·  seeing different doctors


- Public system provides continuity for dialysis patients & builds loyalty

-Transfer mechanisms within the public system  appear to be complicated 

-  Private doctors refer renal patients to Government hospitals out of concern for quality and cost.  


- Patients perceive that stroke care should be  managed in hospital, believing that  community-based care could be detrimental to their health status

- Lack of support for those being looked after at home;  and little access to rehabilitation in the community

- More than 90% did not have a family doctor 

- No communication/information exchange between the hospital-based and community-based practitioner 

- No clear guidelines about who to contact in the event of problems; patients then used  A&E
- There is a high degree of variation with  patients some changing doctor, even for the same episode of care (doctor shopping) while, others reported a relatively good and stable relationship with their GP

- Although most patients expressed a desire for a  family physician who would know them, many patients chose to visit more than one doctor for convenience or to obtain a faster cure



Quality
- Quality is an important determinant of patients’ choice of provider and sector

- There is a general sense of trust in the level of quality provided by the public system

- Some questionable outcomes and incorrect diagnoses were reported as occurring in both sectors


There is a perception that public doctors are too busy to provide adequate care 

· Thoroughness of diagnostic work and follow-up up varies by doctor and site.  
- Quality perceived to vary from site to site and from doctor to doctor

- Patients have a high level of confidence in DM specialty clinics

- There is a belief that ‘good’ doctors leave the HA/SOPD but also that in general, the private sector lacks depth of knowledge

- There is a lack of attentiveness to diabetic problems noted in GOPD and many diabetic patients are not referred to diabetic clinics

- Participants believe that better care would be provided in GOPD if one doctor followed the patient’s case
- Quality is a key factor in choosing the public sector rather than private

- Quality varies from hospital to hospital

- The quality of nursing and communication varies

- Patients have a high level of confidence in the quality of care provided in public renal clinics

- Both good and missed diagnoses were reported in the private and public sectors

- There is concern about quality of  private GPs that are not renal specialists but may treat renal patients

- There is concern about medical mistakes & lack of skill/experience in HA hospitals, particularly with very difficult cases because it is believed that many ‘good’ doctors have gone into private practice
- Stroke patient trust their public hospital doctors and nurses

- The standard of the GPs is unknown and sometimes seems unreliable

- Hospitals perceived as providing quality care however, discharge planning is lacking


- The quality of private GP is measured

by  the number of patients waiting in the clinic, expertise & recommendations

- Quality is also defined as quick 

recovery and the doctor’s willingness 

to communicate

- There is a belief that public doctors 

are too busy to provide adequate care

- A good doctor is defined as one 

who is ’compatible, has good 

ethics (e.g., does not require 

unnecessary follow-up visit), cures 

problems, shows interest in patient

life-style, has a good attitude

& communicates  

- There is a perception that GPs in

private clinics are more concerned 

about patients & more competent than

 estate or public sector doctors

-  In only about 1/4 of visits, private doctors/nurses explain medication instructions & side-effects

Medication
- Public sector  medications are viewed as cheap (inferior) due to budget constraints


- There is a hidden economic incentive to visit public SOPD

 where 8 – 16 weeks medicine is provided for the cost of the visit, while the cost is $7/pill (day) if purchased over the counter

- Private doctors provide medications for only 2-4 days

- Participants reported consuming both western medicines &  Chinese medicinal  foods.  Some patients tried TCM, one  had stopped and others did not specify how long they had used it
- Renal patients are dependent upon the public sector to fund medications which must be taken for years

- The patient may eventually undergo peritoneal dialysis for which some of the cost may be borne by the patient, or haemodialysis on an impatient basis, usually in a HA hospital 

- Transplants may require costly anti-rejection drugs. For transplants performed outside of HK, most patients re-enter HK’s public system as soon as they can, purchasing care in the private sector in the interim
- More and less costly medication is given in hospitals than by GPs


- People self medicate with patent medications some  consume TCM

- There is concern about the 

strength (too great) of western 

medicine, side effects and over 

prescribing of antibiotics for flu/colds)

- Patients believe that private 

doctors prescribe more effective 

medicine but provide it for only for 

2-3 days; longer prescriptions are

available chronically ill individuals 

- Public clinics provide medication for 

5-7 days, but are possibly inferior to 

private medications

- Private doctors over-medicate

- Private GP & specialist fees vary 

depending on ‘quality’ of medications provided

Access, Convenience & Waiting Time
- For specialty care waiting times are relatively brief and similar across both sectors 
-Waiting times vary across clinic, area, time, day

-Lengthy for eye care, an important component of diabetic care
-Waiting times for specialty clinic consultation are quite reasonable for those with appointments 

-Queuing time for consultations is short in public renal clinics

-Waiting times for transplant are an issue that forces some patients to seek transplants outside of Hong Kong; these patients have difficulty re-entering Hong Kong’s public specialty clinics
-Many patients were admitted to the hospital after suffering a stroke in the community

-Most of the patients are admitted to the hospital by their friends or relatives or via ambulance services since the majority

- Once admitted as inpatients for chronic disease treatment, the hospitals become the source of primary health care

 
-Waiting times at Government 

clinics are lengthy, and some clinics 

are far from home 

-It is not convenient to visit public

doctors; it is difficult to obtain appointment tickets (tickets may not be available after a long wait)

-Crowded waiting rooms are equated

 with high quality in the private sector

-Private doctors provide consultation on

demand, with waits of 10 - 30 minutes.

Cost
-Cost appears to be a key factor in whether chronic patients choose public or private medical care

-In general, the cost of public hospital and clinic care (with medication) is considered reasonable/cheap

-Private sector care is not  a realistic option for most of these patients because of the cost factor
-Cost concerns keep chronic disease patients in the public sector

-Chronic patients accept longer waiting times as a trade off for affordable care
-Cost is a key factor in choice of public sector 

- Unless medical benefits shield dialysis patients against out-of-pocket spending the cost of dialysis is burdensome on patients who bear the cost themselves, e.g., dialysis in a subsidized clinic = ~$8000/mo, and 2x that in a private hospital 

-Kidney transplants are free in Hong Kong; in Mainland China = $100,000 to $200,000l


-Financing is a key reason for avoidance of private GPs

-Public hospital care is cheaper than the alternatives
-Fees are a factor, but not the prime determinant of where acute care for 

minor illness is sought

-Even though the fees are less in 

GOPD, there is a perception that 

Medicine is better in a private clinic,

hence patients are seeking seek 

value for money 

-Consultation fees vary by doctor, 

location, type/duration of medications,

 and the intensity of treatment

-In the private sector, fees are 

charged for other services, e.g., 

providing sickness/insurance certificate 

-Some private insurance includes

an incentive for people to choose high

cost hospitalization rather than out

patient care

-Participants felt that $200 or less is a reasonable fee for a primary care 

Attitude

Of Staff
-Attitudes vary  


-Attitudes vary within the public sector

-Some examples of poor attitude were reported but overall improvement was noted
-No comments about attitude
-GPs might not have the expertise & are too busy to look after chronic cases.
-Many public doctors do not 

respond to inquiries, are overworked &

 have poor attitudes; non-medical

 staff perceived as disagreeable

-There is a belief that staff in GOPD 

‘look down’ on the general public

Patient empowerment
-Only some public medical staff respond to patients’ questions

-Patients must learn to be their own advocates and how to use the system to their own advantage

-In general, people will choose a private GP for minor ailments 
-There is a belief that patients are responsible for learning about their own disease through clinics, support groups, books

-The public system is seen as inflexible, showing no regard for patient choice

-Patients learn to use the system  system
-There was general agreement that patients must not be passive, particularly in the public system

-Some elect to go to China to obtain kidney transplants

-This group of participants was very knowledgeable about  and confident in their knowledge of their illness
-Stroke patients and their families do not feel empowered; expressing fear and confusion about the illness and discharge to the community

-Information on about the nature of stroke, its cause, management, likely prognosis, and post-discharge care was almost non-existent for patients & families received very little information.  

-Carers not trained for taking care of the patients & no consideration made for adapting patients home after discharge 
-Patients need to take the initiative 

seek facts on their own – dictionaries

 and friends – some call private GPs

-Patients want choice of doctor, but 

accept referral to specialist that they 

did not choose  

-Private doctors give patients more 

choice – e.g., whether to have an 

injection or other medication

-Participants were knowledgeable 

about patient’s rights

6.5
Conclusion

We set out to study the interface between private and public medical services, between acute and chronic care and to examine perceptions and utilization of those with and without chronic disease.  We also aimed to obtain information on prescribing behavior, particularly in the private sector.

The focus group participants were concerned about the lack of integration and discontinuities throughout the health care system.  This is of particular concern to chronically ill patients who often encounter insufficient support in the community for their rehabilitation and long-term care needs.  The appropriateness of prescribing patterns are clearly questionable, especially in the private sector where “strong” medicine is generally prescribed for only 2 or 3 days.  Besides, there is evidence that quality is highly variable in the system.

Most participants perceive improvements in public hospitals and clinics.  This has led to a general sense of satisfaction with care provided by the health care sector in terms of trust in and affordability of the public sector hospitals and specialty clinics.  This sense is more pronounced in those with chronic illness.  Nonetheless,  a desire for choice of doctor and patient input into their treatment/care plan was expressed.  However, most individuals readily yield choice when faced by large out of pocket expenditures.  Because of the financial burden, most chronically ill patients have no choice but to seek care in the public sector.

� For this analysis, we took the classification by the specialist as the key indicator of an urgent case.


� The number of days from the date on which the referral was made until the patient was actually treated in the specialty clinic.


� Presented according to this breakdown, the numbers are too small to allow meaningful statistical testing.


� 1996 Bi-census data.


� Time (hours and minutes) spent waiting at the clinic on the day of the appointment; may include time obtaining appointment ticket for public outpatient clinics.







