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We were appointed to the Working Party on 
Primary Health Care in August 1989 to· re~iew arid make 
recommendations on the delivery of primary health care 
in Hong Kong. 

We now have the honour to submit . our Report. 
The current world trend in the delivery of medical 
services places increasing emphasis on primary health 
care. We believe that the early implementation of our 
recommendations will enable Hong Kong to keep pace with 
this trend and lay a firm foundation for the future 

,,,..._ health care system. 
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CHAPTER ONE 

OVERVIEW 

Health of the Community 

1.1. The general level 

population is good. This 

of health of the Hong Kong 

is reflected in our highly 

Infant mortality rate per 

1 OOO live births has drop~ed from 26.4 in 1964 to 6.9 

satisfactory health indices. 

in 1989, 

Maternal 

decreas·ed 

average 

74 for 

one of the lowest among developed countries. 

mortality rate per 1 OOO ~total births has 

from O. 3.8 _to .. o_. 0 6 .during the same period. The 

life expectancy at birth is 80 for females and 

males[l]. Notifications of · the major 

[l J A comparison of health indices of Hong Kong with _ 
four selected economies in 1988 is as follows -

Infant Mortality 
(Deaths per 1 OOO 
live births) 

Hong Kong 

Japan* 

Singapore 

UK 

USA** 

7.4 

4.6 

7.0 

9.0 

10.1 

Life Expectancy at Birth 
Male Female 

74.4 

75.5 

71.7 

72.5 

71.5 

79.9 

81. 3 

76.3 

~7 8. 1 

78.4 

* Provisional/preliminary figure 

** These are figures for 1987 wh1ch are the 
latest available. 

Source : A Comparison of th~ Economic and Social 
Situation of Hong Kong with Ten Selected 
Economies 1990, published by the Census & 
Statistics Department. 



communicable diseases have reduced over the years and 

are at a low level. 

1. 2. These proud achievements are the results of 

socio-economic progress, improvement in nutrition, 

hygiene and sanitation and development of medic~l and 

health services. The latter includes a highly effective 

immunization and communicable disease control programme, 

provision of universally accessible - medical care and 

advancement in medical science and technology. 

Historical Development of Medical and Health Services 

1.3. In the immediate post-war years, faced with an 

influx of returning residents and refugees, the priority 

of the Government medical services was control and 

prevention of communicable diseases ~ This was 

necessitated by poor nutrition, congested living 

conditions and inadequate supply of safe water and 

sanitation 

Government 

was slow. 

played a 

at that time. 

facilities for 

The voluntary 

crucial part in 

Progress in ,developing 

in-patients and out-patients 

and charitable organizations 

providing the much needed 

medical care through hospitals and clinics. 

1.4. The first Government medical development plan 

was drawn up in the early 1960s in accordance with -

(a) the declared 

subsidized or 

services to 

policy to provide heavily 

free medical and personal health 

that large section of the 

community which was unable to seek medical 

care from other sources; and 
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(b) the minimum ratios of providing hospital and 

clinic facilities to meet these needs[2]. 

For instance, the then established standards required 

the provision of 4.25 hospital beds per 1 OOO population 

and one standard urban ·clinic per 100 OOO urban 
' 

population by 1972. Accordingly, additional hospitals 

and clinics were built to meet those standards. 

1. 5. This medical development plan was up<;:l.ated in 

1974 with the publication of the White Paper: on The --
Further Development of Medical and Health Services in 

Hong Kong. In ·terms of hea 1 th care po i icy, the main 

thrust continued to be providing medical services at a 

nominal charge .for 0all tho0se who· had -to -reiy -on -heavily 

subsidized medical care. This White Paper was concerned 

"primarily with the action needed to expand the major 

areas of the, Government's medical and health services, 

that is to say, with the maintenance and expansion of 

the general public _health services (including the 

prevention and control of disease) and with the 

development of additional facilities and services for 

in-patients and out-patients"[]]. 

1.6. The 15 years following the publication of the 

saw a rapid expansion in medical and 

The number of hospital beds has 

1974 White Paper 

health facilities. 

[ 2 J These were contained in 
Development of Medical -
published in 1964. 

the . White Paper on The 
Services in Hong Kong 

From White Paper on The Further Development of 
Medical and Health Services in Hong Kong, July 
1974, paragraph 1.1. 

3 
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increased steadily from 17 034 in 1974 to 25 059 in . 

1989, with the bed. population ratio rising from 3.89 

to 4.35 per 1 OOO people during the same period. By 

comparison, the general out-patient service providing 

primary medical care to the public has grown at a slower 

pace, from 44 to 54 clinics and many have d~veloped to 

ensure basic provision to new towns. 

1.7. From this synopsis, we can see how our health 

care system has shifted from pre-occupation with public 

health for the community as ·a whole to emphasis on 

provision of extensive. facilities for treatment of the 

sick. Despite impressive achievements in public health, 

development of primary health care services has lagged 

behind hospital services. Overall, medical care has 

become highly hospital-oriented. One notable exception 

is the maternal and child health service~ which provides 

an effective and high-quality service for women of 

child-bearing age and children from birth to five years · 

through a network of community-based MCH centres. 

1.8. Primary health care with its strong emphasis 

on health promotion, disease prevention, continuity of 

care, health maintenance and rehabilitation of chronic 

patients and the disabled in the community, with due 

involvement of the community and individuals, has not 

been fully developed. For instance, despite changes in 

disease pattern and the profile of users, the GOP 

clinics originally set up for surveillance over 

communicable diseases and screening for referral to 

specialist care have remained much the same as they were 

decades ago. Patients attending GOP clinics are 

provided mainly with curative care for minor ailments on 

an episodic basis. Comprehensive care is lacking and 

continuity of care is poorly maintained. 
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1.9. The concept 0£ primary health care as the base 

of a health care system on which rest the more expensive 

and more specialized medical services has not received 

adequate 

hospital, 

do not 

attention._ Its role as the "gatekeeper" of the 

by managing patients whose medical conditions 

necessarily require hospital investigation or 
I 

treatment, has not been fully appreciated. As a result, 

a very large amount of medical care has taken .place in 

the hospitals 

~.e.rvices which 

including their acciqent 

are often used for 

and emergency 

less critical 

complaints. The 

virtually free for 

overburdened. 

public 

all, 

hospital service, which is 

h~s thus become progressively 

,Chang.es .in Puhli.c Hospital Services 

1.1.0. 

p::r;ogramme 

.. clinics. 

The 

for 

1974 White Paper mapped out an ambitious 

the building of more hospitals and 

However, it was recognized in the early 1980s 

.that expansion of services alone cannot solve all the 

. ~roblems, notably overc~owding in public hospitals and 

;,long queues at both specialist and general out-:-patient 

. clinics.,, . . In addition, the problems are likely to be 

· ·· · c.o.rnpounded in the corning years by the rising community 

., < ·expectations for better medical and health services a:nd 

ii.·.·· : .·.,. · .. ,the · .escalating costs of medical care, particularly those 
hig&ly-specialized treatment procedures in hospitals. 

"_J · I .. ,~:. ·-~ .. 1.11. 

management 

In February 

consultants 

1985, 

w 
a 

D 

firm 

Scott 

of 

Pty 

Australian 

Co. was .I . -
-~-~ ~~rnmissioned to carrj out a review of medical services. 

·1· 
'. :. 

Regrett~bly, this review wa~ confined to the management 

and administration of government and subvented hospitals 

instead of examining the health care system as a whole 

on the grounds that delivery of hospital services was 

5 



facing ~ressing problems and warranted particular 
attention at that time. In fact, the consultants 

themselves acknowledged that "the review would have to 

take account of the important relationships between the 

hospitals and the medical services outside their walls" 

and that "any change in the overall or9anizational 

arrangements for medical 

impact on 

services will, of necessity, 

the structures (or public have some 

health" [ 4] . Restricted by their terms of reference, 

no detailed analysis was made of these important 

aspects. The consultants submitted their report to the 

Government in December 1985. 

1.12. Following public consultation on the 

consultants' report, Government decided in 1987 that a 

statutory Hospital Authority outside the Civil Service 

should be set up to oversee the delivery of services in 

al 1 gove,rnment and subvented hospitals. Responsibility 

for public health and preventive programmes should 

however rest with a Department of Health, which should 

continue to be a Government department. To pave the way 

for the Authority, the then Medical and Health 

Department was split into the Department of Health and 

the Hospital Servi6es Department on 1 April ·1989. The 

Hospital Authority Ordinance was enacted on 26 July 1~90 

and the Authority came into existence on 

1 December 1990. 

Need for Primary Health Care Review 

1.13. 

[ 4 J 

Developments in the public hospital system 

From Report on The Delivery of Medical Services in 
Hospitals by W D Scott Pty Co, December 1985, page 
1-2. 

6 
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have brought into sharper focus the importance of 
primary health care and the need for improving the 

service. Critics point out, quite rightly, that even 

with better managed hospitals, the cost of unnecessary 

admissions to hospitals is high. A hospital-based 

approach to the delivery of health services is also not 

in the best interest of the community. The imbalance in 

our health care system, in resource allocation .and in 
.-· 

general emphasis, needs to be redressed : comprehensive 

primary health care should be developed and proper 

interface with hospital and specialist services should 

be achieved. A firm commitment to primary health car~ 

is also in line with the WHO recommended strategy for 

achieving the goal of Health For All. 

1.14. During the debate on the Governor's policy 

address to the.- Legislative Council in November 1988, the 

Secretary for Health and Welfare acknowledged that 

"public expectations 

out-patient clinics 

of the services provided by 

were rising and the demands on them 

changing". · He agreed that "it was time to re-evaluate 

their role and, in particular, tci consider the interface 

between primary health care services and the services of 

the future Hospital Authority". He announced that "the 

commencement of such a review would be a high priority 

in the . next few months". 

1.15. Proposals for the format and ambit of the 

primary health care review were subsequently considered 

in detail by the Medical Development Advisory 

Committee. The Working Party on Primary Health Care was 

appointed in August 19.89 for this very important 

assignment. 

7 



overall summary and Recommendations 

1.16. Hong 

hospital-based 

experience of 

decades. It 

availability 

Kong 

health 

many 

is 

of 

is not unique in having developed a 

care system. This has been the 

territories over the past few 

always easier to refer to the 
' 

highly-specialized, life-saving 

treatment procedures as improvement in medical care than 
, .. 

increased health awareness among the community. It is 

also more impressive to point to a new hospital or 

sophisticated medical equipment as evidence of 

achievement in health service~ than enhanced activities 

in disease prevention, health promotion or education. 

1.1 7. Following the International Conference on 

Primary Health Care held at Alma-Ata in 1978, many 

countries have responded positively to the Conference 

Declaration that Primary Health Care is the key to 

achieving the target of 'Health for All by the Year 

2000'. In the light of rising health costs and the need 

for greater effectiveness, developed countries such as 

Canada, Australia and those in Europe have taken the 

lead in re-orientating their health systems -- towards 

primary health care. This is reflected in both national 

health policies 

from hospital 

Kong has not 

and a shift of· resources and attention 

to primary health care ~ervices. Hong 

kept pace with this world trend in the 

delivery of medical services. 

1.18. Our first and foremost recommendation is 

therefore for Government to make a clear commitment to 

adjusting the emphasis towards primary health care in 

Hong Kong's health care policy. 

8 
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1.19. 
hampered 

defined 

Our deliberations on primary health care were 
to a certain extent by the absence of a cleatly 

ano. up-to-date overall health care policy, 

one which dates back to the 1974 White Paper ·except : the 

on the Further Development of Medical and Health 

Services in Hong Kon~~ We have therefore established, 

at the obtset, our proposed dbjectiv~s and principles in 

~he · development 

'that within the 

of primary health care. ·we consider 

wide scope of primary health care, a 

· distinction should be drawn between public health 

'services including promotion of general health of the 

'6ommuni ty and prevention of diseases and primary 

~ediCal care providing first-contact curative care for 

the individual patient[S]. Whilst provision of public 

hea"lth and preventive care services for the population 

as · a whole should remain primarily Government's 

resporisibility, its role in primary medical · care should 

b~ tb ensure the existence of a framework fdr ·the 

delivery of qual_ity care without Government being the 

main service provider. However, such a framework should 

continue to ensure that no one should be prevented, 

through lack of means, from obtaining adequate medical 

treatment. 

1.20. Our proposed objectives in respect of how 

primary medical care should be delivered could only be 

~-------------------------------------------------------
[S] 

Primary medical care has often been mistaken as a 
synonym for primary health care. Primary medical 
care is one component of primary health care and 
is that part of the curative service where the 
patient usually makes his first contact with the 
doctor and has direct access to him. Primary 
health care, on the other hand, embraces strong 
elements of health promotion, disease prevention, 
rehabilitation and maintenance of the health of 
chronic patients and the disabled. 

9 



achieved in 
we envisage 

the longer term. In the immediate future, 
the retention and further development o~ a 

public sector 

quality care 

primary medical care system to provide 

to patients and to s,erve as training 

centres for doctors in primary care. 

' 1. 21. There- are strengths and weaknesses in the 

present delivery of promotive, preventive, curative and 
? 

rehabilitative services. We consider that different 

approaches _ should be adopted in 

services having 

objectives, ~he 

regard to 

organization 

the 

and 

~ervices and their effectiveness 

needs of our community. 

improving 

validity 

delivery 

in meeting 

existing 

6f their 

of these 

the _heal_th 

1. 22. 

should 

fram,ework 

We recommend that _ the following services 

be improved on the basis of the existing 

and with greater participation by the 

community, the health care professionals and 

.:j_ndividuals -

(a) health education; 

(b) family health service; 

(c) iMmunization; and 

(d) c,ontrol of communicable and 

non-communicable diseases. 

1. 23. We recommend that major new initiatives should 

be undertaken in respect of the following areas of 

health activities to take account of changing needs -

1 0 
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(a) occupational health; 

(b) health screening; 

(c) health information; 

(d) health services research; and 

(e) community health care including 

rehabilitative services. 

1.24. On provision of health services to students, 

we consider that the considerations which led t0 the 

introduction of the School Medical Service in 1964 

·providing heavily -subsrdrzed medical treatment for ·all 

school children no longer apply today. To promote -and 

~~iritain the health of school children and ~to make the 

most effective . use of existing resources, we recommend 

th~t a new Student Health Service operated by the 

Department of Health should be introduced to replace the 

School Medical Service. 

1. 25. Similarly, the general out-patient service 

requires major revamping in terms of its objectives, 

scope of service, operation and management. We 

recommend the development of family medicine in GOP 

clinics. Training programmes to equip doctors and 

nurses to pro~ide a family medical service, which will 

act as a benchmark for the delivery of pr~mary medical 

care in Hong Kong, should be a priority and an integral 

part of the general out-patient service. 

1. 2 6. Since private practitioners are providing some 

70% of all medical consultations, our review would be 

incomplete . if we were to confine our proposals for 

1.1 



t:t·~~:· .. '·· 
1 .; . 

overall improvement in medical care to the public 
sector. Apart from encouraging doctors in private 

practice to adopt good medical practices through reforms 

in the public sector, we recommend that new schemes for 

collaboration between the public and private sectors 

should be introduced. One such arrangement is to 

contract out the operation of public clinics to doctors 

in the non-government 

conditions and subject 

Department of Health. 

sector under a set of specified 
, ' 

to close monitoring by the 

1.27. To ensure an adequate supply of well-trained 

personnel in primary health care, we consider it 

essential to develop proper training. Adequate 

opportunities arid resources should be provided for 

undergraduate 

health 

and postgraduate training of doctors in 

care, particularly in the speciaities of primary 

family medicine and community medicine. The two 

training centres and other ancillary educational 

facilities that the Director of Health has proposed to 

· develop at the Ngau Tau Kok Clinic and the Yan Oi 

Polyclinic should be set up as soon as possible. Nurses 

and other health care professionals should also be 

adequately trained for their responsibilities in primary 

. ....__., 

health care. The concept of teamwork should be __.1 

stressed. Above all, there should be adequate 

incentives for them to stay on: career prospects for 

health care professionals in primary ~ealth care should 

be improved. 

1.28. We have addressed issues of organization and 

management of primary health care services to ensure 

that improvement to services would take place in an 

integrated manner, in accordance with the following 

fundamental principles of primary health care -

1 2 



(a) support of and interface with other levels of 

the health system; 

(b) . co-ordination with other sectors; and 

(c) participation of the community. 

1.29. At the ·central level, we recommend the 
/ 

formation of a statutory Primary Health Care Authority 

with the Department of Health as its executive arm to 

oversee the delivery of primary health care. At the 

district level, we recommend the administration and 

organization of primary health care services under a 

District Health System. 

1.30. Full development of the primary health care 

programme is a long-term process. The principles of 

primary health care are known; the question is how to 

put them into practice: On implementation, we recommend 

a gradual, step-by-step approach. This process should 

have the support of iriformation, research and . 

evaluation. 

1.31. Medical services are expensive and have to be 

paid for by somebody at some stage, whether . in the form 

of general taxation, compulsory contribution, medical 

insurance or out-of-pocket expenditure by the user. How 

the cost of health care services is shared will have an 

impact 

public 

on the development of primary health care. With 

hospital care being available at highly 

subsidized 

attention 

steps to 

charges, people in Hong Kong tend to pay less 

to preventive care and do not take adequate 

maintain good health. This has resulted in a 

heavier demand for hospital services. 

1 3 



1.32. Thus, whilst introduction of management 
reforms in public hospitals by the Hospital Authority 

and implementation of our proposed measures to improve 

primary health care ~ill set a new scene in the 

development of health care services in Hong Kong, it is 

imperative that a central policy on the future financing 

of health care services should be formulated. The 

problems of how 

who should bear 

be addressed. 

health care services should be funded, 
/ 

the cost and in what proportion should 

We recommend that Government should 

conduct a special study to contrib_ute to the formulation 

of this policy. 

14 
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CHAPTER TWO 

PROCEEDINGS OF THE WORKING PARTY 

Terms of Reference 

2 .1. We were appointed by the Governor in 

August 1989(1] to review primary health care in Hong 

Kong with the following terms of reference -

(1) To review the present primary health care in 

Hong Kong with reference to the provision of -

(a) the general out-2atient service, 

(b) maternal and child health care including 

family planning, 

(c) the school medical service, 

(d) health education, 

( e) immunization against the major 

infectious diseases and prevention and 

control of communicable and 

non-communicable diseases; 

and to review whether there are adequate 

------------------------------------------------------- ·-
[1] 

Membership of the Working Party on Primary Health 
Care is at Appendix 1. 
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( 2) 

( 3) 

( 4) 

arrangements for co-ordinating the various 

parts of the service. 

Following from (1) above, to advise on 

measures and changes needed to improve the 

delivery of primary health care to the public. 

To suggest arrangements to strengthen the 

co-ordination between the out-patient clinics 

and the hospitals including the issues of 

keeping patients out of hospitals and 

encouraging ambulatory care. 

To consider whether general out-patient 

services ana. any other aspects of primary 

health care should be brought under the 

Hospital Authority. 

(5) To examine the respective roles of the public 

and private sectors and the educational bodies 

with the aim of achieving better co-ordination 

and co-operation among these sectors in the 

overall develop~ent of primary health care in 

Hong Kong. 

{6) ·To assess the resource i~plications required 

for implementing the recommendations. 

Modus Operandi 

2. 2. The 

programme of 

stages -

Working Party held 14 meetings and our 

work can be broadly divided into three 

1 6 
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stage- I of the review included --collation of 

information from available sources and through 

spec_ially 

written 

commissioned 

submissions 

surveys, inviting 

from interested 

organizations, and seeking information from 

overseas 

Singapore. 

countries including a visit to 

stage II of the review included formation of 

sub-groups for the discussion of specific 

i~su~s and formulation of recommendatioris. 

·stage · III was consideration of the sub-groups' 

findings arid prepar~tion 6f the Working 

. Party I s report. 

Written Submf'ssions 

We recognized at the outset that our review 

sh6u1d take int6 account ciomments and sugg~stions of 

groupi and professions associated with the delivery of 

primary health care. Immediately after .. the first 

~~etirig - hel~ on 2 August - 1989, the Chair~an wrote to 

6r~~~izations involv~d in primary health care including 

as~ociatioris of - health care professionals and invit~d 

them to put forth their views and suggestions on variou~ 

~spebt~ bf orir work. 

2 . 4 . In response, a tota1 of 38 submissions[2] 

were received from professional bodies, staff 

---------------------------------------------------------

[ 2 J 
A list of all respondents who made submissions to 
the Working Party is at Appendix 2. 
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associations, 
the comments 

interested groups and individuals. All 

submissions were 

and suggestions include4- in these 

carefully considered by us. We would 

like to express our gratitude to all who sent in their 

submissions. 

Surveys and Studies 

2.5. Research into operations at various levels of 

health care and the at1:·i tudes ?f s~rv~:ce _providers and 

recipients is an important tool for formulatibn of new 

objectives and strategies. This is particularly 

relevant in respect of the general out-patient service 

about which so little data are available. As an attempt 

to ~ill this information gAp, _ the Working Party 

commissioned a research team headed by Professor A J 

HEDLEY, from the Department of Community Medicine of the 

University of Hong Kong, to conduct a series of surveys 

on health and medical car~ in Hong Kong[3]. This 

included a survey of patients attending Government 

general out-patient clinics (GOP Survey),. ano:ther 

covering a random sample of mother-and-child pairE; to 

examine the patterns of use of maternal and child _health 

services (MCH Survey) and a general health enqu_iry 

conducted via a well-population telep~one ~urvey 

(Gene~al ~opulation Survey). We are gr~teful to the 

research team for its efforts and hard work without 

which the various reports would not have been available 

in time for our consideration. 

---------------------------------------------------------

[ 3 J 

. . 

Hereinafter referred to as the HKU Surveys. A 
brief summary of the surveys is at Appendix 3. 
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-Z.6. The HKU Surveys were supplemented· by a survey, 

conducted by the Department of· Health on the opinion ,of 

doctors working in the Goverriment general out-patient 

service·. and the family health service [ 4] • The 

findings have provided us with valuable feedback from 

·.front-line staff who have an essential role in improving 

·the quality of service . 

:2 • .7 • . In the course of our deliberations, we also 

-had the benefit of findings and recommendations of 

consultancy studies on specific issues related to the 

delivery of primary health care. Amongst these a-re the 

Assignment Report on Primary Health Care completed by 

two consultants to the World Health Organization, 

Dr · .John .FRY' .and Dr J.ohn MARTIN, the Review of the Public 

Health Nursing Services in Hong Kong conducted by two 

nursing experts from the United Kingdom, Miss Heather 

WILLIAMS and Miss Denise DENNEHY, and the Review .on 

Training in Family Medicine conducted by Dr Wesley FABB, 

National Director of . the Family Medicine Programme. of 

the Royal Australian College of General Practitioners. 

All these studies were separately conducted at the 

invitation of the Director of Health. 

;Local Visits 

·2.8~ To ~nhance our .understanding of the operation 

nf Government clinics and to obtain first-hand 

information from staff working at these facilities, 

visits were made to the Lam Tin Polyclinic, the Yau Ma 

---------------------------------------------------------
[4 J 

A brief summary of this survey is at Appendix 4. 
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Tei ~ockey Club Polyclinic, the Tai b Jockey Club Clinic 

and the Ngau Tau Kok Clinic. · We also visited . the Family 

Practice Units of the Uhiversity of Hong Kong and Th~ 
Chinese . University of Hong Kong at the Violet Peel 

Polyclinic and the Lek Yuen Health Centre respectively 

to learn about the training of medical students in 
I 

family medicine. These visits have proved to be 

extremely useful and we would like to express our deep 

appreciation to all those involved .in arranging the 

visits and briefing us on their work. 

overseas Visits 

2.9. At our first meeting on 2 August 1989, we 

agreed that it would be ·useful for the Working Party · to 

visit a foreign country especially one _ w:hose 

geographical, demographic and health conditions are 

similar and comparable to Hong Kong in order to observe 

the operation of another system of primary health care. 

This would broaden our vision on the subject and enable 

a wider conside-ration: of options for the development of 

primary health care in Hong Kong. Singapore .w:aB chosen 

as the place to visit. 

r 
.. 
fil·1· 

,_f 

i 

2.10. From 25 February to 1 March 1990, ~ 14-person ·...__/, 

delegation, led by the Chairman of the Working Party 

visited Singapore[S] • - The delegation received 

detailed briefings on the organization and delivery of 

the various primary health care -services and visited a 

wide range of health institutions. We consider the 

[ 5 J Membership of the delegation and the institutions 
visited are at Appendices 5 and 6. 
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. visit. · most ' fruitful and it has- certainly helped us to 

reflect on the primary health care system in Hong· Kong. · 

2 .11. · We would · like here to express our deep 
. . 

-~i~tif~de · to fhe Sin~apote Ministry of Health for 

~u£ting together such a constr~ctive programme ~or us . 

To Dr KWA Soon Bee, Permanent Secretary (Health)/ 

Director of Medical Services, and his st~tf and senior 

~ariagemeht · of ' the various iristitutions visited by us, we 
;~ : . -r :·: '_:~----~ owe ·-~:.:: them special thanks for. sharing with us their ideas 

) ·, and experience . 
...--·: '-~ 

2.12. Four members of the Working Party [ 6] also 

attended an International Symposium on Health Care 

-Systems beTd in :Tc:3.ipei ·from 18-ZO December 1989. 

Although the theme · of the symposium was funding of 

health care services rather than primary health . care, 

the reports from members and the many interesting papers 

that they brought back with them have provided us with 

insight into the problems associated with the financial 

aspects of different health care systems. 

Formation of Sub-groups[7] 

2.13. At the initial stage of our work, a Statistics 

Sub~group was formed to oversee the cohduct· of the 

surveys, to collate other relevant inform~tion ~nd to 

analyse the statistics collected. 

---------------------------------------------------------
[ 6 J 

[ 7 J 

Professor John C Y LEONG, Dr Anthony NG, Dr Natalis 
CL YUEN, JP, Miss Mona LO. 

Membership of the sub-groups is at Appendix 7. 
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2.14. At the second itage of the review; in order to 

consider the issues efficiently, we formed ourselves 
into four sub-groups, each responsible for examining a 

particular area of primary health care. These were the 

Health Promotion and Disease Prevention Sub-group, the 

School Health. Services Sub-group, the Clinic Services 

Sub-group and the Community Services Sub-group. 

2.15. After the sub-groups completed their 

deliberations and their recommendations were endorsed ~y 

the Working Party, a Co-ordinating Sub-group w~s formed 

to consolidate the proposals and to draft the report. 

2.16. All the sub-groups hel~ a total of 59 meetings 

and considered some 80 discussion papers. A large 

number of professionals and experts were co-opted as 

members of the sub-groups. We would like to thank them 

for their assistance and contribution. 

Format of Report 

2.17. This report is the first comprehensive review 

of primary health care in Hong Kong. For the benefit of 

those who are not particularly familiar with what 

primary health care is, we have included in the repoft a 

theoretical exposition of the concept and discussions on 

the importance of primary health care in a health care 

system. We have also attempted to take stock of the 

progress made in this area. 

2.18. Given the wide range of issues to be addressed 

in primary health care, it is not possible for us to 

accord equal treatment to each and every one of them in 

the course of our deliberations. In this report, we 

22 
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have chosen to go into considerable detail in respect of 
those primary health care services which require -urgent 

improvement and others which call for major revamping in 

order to faci,litate implementation. The same treatment 

is also given to recommendations which are likely to be 

controversial so that readers are made fully aware of 

the arguments we have gone through in arriving at a 

particular decision. In other areas, we have only 

identified the important principles and discussed them 

;in_ br.oaq terms. 
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· CHAPTER THREE 

WHAT IS PRIMARY HEALTH CARE 

Introduction 

3 . 1 . The policy of the World . Health Organization is 

determined by the annual World Health Assembly attended 

by delegations from all member-states . At the 30th 

World Health Assembly held in May 1977, it was· decid·ed 

that the main social target of governments , 

international -organizations and ·· the whole world 

community in the corning decades sh.ould be the ·attainment 

by all the citizens of the world by the year 2000 .of a 

level of health that wil 1 permit them to · lead a soc:ia·l ly 

·and economically productiv.e life. ' This· target has come 

to be popularly· known as 'Health for All by the Year 

2000'. In September 1978 , the Internationa·l Conf erence 

on Primary Health Care took place at Alma-Ata , the 

cap ital of the Kazakh Sov iet Socialist Republic . 

Representatives of 134 nations agreed on the terms of a 

solemn Declaration pledging urgent action by all 

governments , all health and development workers, and the 

world community to protect and promote the he-alth of all 

the peoples of the world. This Declaration states , 

among the various other terms , that Primary Health Care 

is the key to achieving the target of ' Health for All by 

the Year 2000 '. It is an approach equally applicable to 

all countries, from the most to the least developed . 

Primary Health Care: the Def inition 

3.2 . Primary Health Care is essential health care 

made universally accessibl e to individuals and families 
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\ . · .. ·. :· ,i \ . ~n . ~he .. _: ~<?f!lmunJ.ty . by means acc_eptabl e to them, through 
:: , · · theiF . ful 1 participation and at a cost that the 

· ... :·:-.. · :- . 
. :.-. ·. community and country can affor9. It forms an integral 

.--..... :· : . . . . . . . . . 
. , .. part both of the country's health system of which it is 

f r : . . 

. ,. the . .. nucleus and · of the overal 1 social and economic 

-' ·· i~~; ~.o~~~nt of the community [lj. 

I . ·, . . · 

l · .. 
. 3. ~ . . ·:' 

contact 

Primary Health C~re is the first point of 
.. 

individuals and the family have with a 

~ -·-····· ··· 
:1. 
:~; .. _ _ , 

.,..--:~ . . 

continuing 

level of 

·features 

health care process and constitutes the first 

a health care system. The followin9 are basic 

of primary health care as spelt. out in the 

Declaration -

(.a) reflects and evo.l v.es from the economic 

conditions and socio-cultural and political 

characteristics of the country and its 

communities and is based on the application of 

the relevant results of social, Riomedical and 

health services research and public health 

experience; 

(b) addresses the main health proble~s in the 

community, 

curative 

accordingly; 

(c) includes at 

providing promotive, preventive, 

and rehabilitative services 

least : education concerning 

prevailing health problems and the methods of 

[ 1 J Opening statement in the Report of the 
International Conference on Primary Health. Care 
Alma-Ata 1978. World Health Organization, Geneva. 

l 
! 

,l 

' 

25 



.; 

preventing and controllin~ them; promotion of 

food ' supply ·and proper nutrition; an adequate 

~upply of sife water and basic sanitation; 
maternal and c-hild hea1.th care , incl ud.:ing 

family planning; immunization against major 

infectious diseases; prevention and .control of 

locally endemic diseases; appropriate 

treatment of common diseases and injuries; and 

provision of essential drugs; 

(d) involves, in addition to the,.health sector, 

all related sectors . and aspects of national 

and community development, in particular 

agriculture, animal husbandry , food industry, 

housing, public works, education, 

communications and other sectors ; and demands 

the co- ordinated efforts of all those sectors; 

(e) requires and promotes maximum community and 

ind·ividual self-reliance and participation in 

the planning, organization; operation and 

control of primary health care , making fullest 

use of local national and other available 

resources; and to this end develops through 

appropriate education the ability of 

communities to participate ; 

(f) should be sustained by integrated, functional 

and mutually-supportive reterral systems, 

leading to the progressive importance of 

comprehensive health care for all , and giving 

priority to those most in need; and 

( g) relies, · at local and ref err al levels, on 

health workers, including physicians, nurses, 

26 
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midwives, auxiliaries and c9mmunity workers -as 

app·Iicable·, as =' wel 1 as traditional 
practitioners as needed , suitably trained 

socially and-- tee;hnically to work as a health 

team and to respond to the expressed health 

needs of the community. 

~ .. : worldwide Developments in the Concept of 

~~.=:,.;·:~:~:~ ~~~:: C::: a:::: A::::A:: WHO since the Alrna-Ata 
~1 : . it:fi~::.~ p~:ns 19:: . ac::::al h::: r::::na~o;::::::!es .:: 
;J\ ., · .. ·: lt'st·~rriinated to assist its member-states in the 

,,t',. :. : : ,· g:J~'~iJmentation of primary health care as the key to I :··.· ·-.J~hle:&in; the target of 'Health for Al 1 by t he Year ~lj : ·. :':fo.oii ;•: · · But it i:ernains for the individual countrY · tO 
·, . ~i~~rrnine its own detailed approach to pri~ary health 

,t: : · f~}; = in the light of its overall 'economic. and social 
µ· . -~1-. ·~~~eiopment and its method of fiharicing health services. 

·1 f·· ·3··~s:··· 
'.! aJvel'opeci' 

· There is little doubt that governments in many 

countries placed increasing emphasis on have 

~,: "': t!~!!~!al 
.f ' · f'i6ogni tion 

health 

reason 

care in the last ten years. The 

for- this change ·is the growing 

highly-specialized, advanced medical 

hospital-based health care sysfern are 

that 
1t 
f-.~.1_;~:-:,, t ec:n~?i~?! _ and 
/I ~?st·- .:. unlikely 

a 

to be able to promote health care, not to 

mention their enormous drain on human and financial :.~_i -.. . ~·: .. 
.J resources which the most developed countries have 

.I, 
&: 
·i 

I ~ 

~;-r~ 
.\! :I, 
l . :a i · .... 
. it 

10:~ 1a 
·11 
-:~ 

if_ 
j: 
1 
·} 

even 

difficulty in providing on an ever-g~owing basis .· On 

the other hand , there is eme-rging evidence that a high 
quality primary health care system is essential for 

promoting the general health of the population and lays 

a firm foundation for an efficient and cost-effective 

secondary and tertiary health care system . 
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3.6. In the course of individual countries 
tran~lating the Alma-Ata Declaration into plans of 

action, the·. concept of Primary Health Care has been 

interpreted in three main ways as summarized in the 

followini paragraphs . 

Primary Health Care as a Strategy to Health Care 

:-

Primary health care as a strategy to health 

care has evolved from a recognition th~t health systems 

based . on high technology medicine , a hierarchy of 

specialist institutions and fragmented appro~ches to 

individual health l?robl~ms are no longer effective in 

improving h~a-1 th fo-r all. What is needed is a radical 

re- orientati~n . of the health delivery sy~te~ t9w~~9~ 

buil_ding up t~e infrastructure of a coml?rehensive h~alth .. 
service . In this process of re-orientation, priority 

has to be given t,.g_ .. th.e_de..'il.el_Qpment o"f other sectors su<?h 

as food su12.ElY..,__§_nij:a_t..:i,._QJL .qnd __ pol J:uti.o~ .. ~gptr<?l and t:h.~ 
.t..Y.l.L _ _ l_:r:iv0Lvem~11.t.... __ Qt__.t:.h.e __ .. people.:. .tb.ernsE~...l.Y§S. The 

principles of re-orientation of the health system, 

intersecto:r:9:J... . . ~ .. ~-<;J;:.lon. __ ..... an9- .. communi.t.y . i.n.volv....e.men,_:t are 
• ~ ... I 

essential components .?~ .... :!:~e PHC _s~z::.§1_!:~~X: · Dift~r~nt 
countries adopt and 

their own p_o_liticaJ 

application of the 

country to another 
of developme~t in 

develop this strategy according to 
. .. "; · 

and economic circumstances. The 

strategy also varies from one : .'-' PHC 

depending on their respective stages 
. . . _·.. · .. 

health care . While some countries 

attach importance to expanding coverage ~ f basic health 

care services, others have given more attention to 

promoting community action. 

Primary Health Care as a Level of Health Care 

3. 8. 

mean a 

Primary Health Care 

level ·of health care 
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-health system.[2]. In this concept, PHC .is the first 

· po~·n~ · of contact between individuals and the health 

syst~m .. : It 

beai'th · system 

is 

:(s 

the base upon which the· res.t of· the 

approach . therefore 

3.9. Unfortunately, to some people, this 

~fiterpretation of PHC has been mistaken as a cheap and 

needs ·of . th.e .·low-cost 

community. 

means to meet the he~lth 

This has given rise to an erroneous view 

that. primary health care is second-rate care for the 

µnderprivileged, an interpretation which is totally at 

variance with the Alma-Ata Declaration. 

3.10. 

their 

cheap 

~ealth 

As pointed out by the two WHO consultants in 

Assignment Report, "primary health care is not 

but is the only feasible way to improve the 

of the population and promote the best use of 

--------------------------------------------------------

[2 J According to the two WHO consultants,. there are 
four essential levels of care in all national 
health care systems self-care which takes 
place in the fami ly, primary professional care 
which ta~es p lace in the community, gene~al 
specialist care rendered at a district general . 
hospital and sub/super specialist care t hat is 
usually regionally based serving a wider 
population. 
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resources " . Acceptance. . :of _ _ primary. health c~re a§:~W.§ 
ba.se of organized heal.th care should be ref1ect.ed'. in 
----- - .. -4-- ... -- ... ·•-·- ··--- - ~-· ... .... . -u.-··---·- . ·· - ·---- --- ....... ___ _ _ 

national ·health policies and a shift. of resources 
--- ·-- _,. ,... , ,. "''•_,..._., ' 1 - • • - • •• ~ • - - · - • •-: ,,.,, • • ' • - •---·• .J- I·-........---- ~ -both 

away 

This 
fr<?.~ -... ~~~.P..~.!.~.-~ ~!.!];~ ~ ~_y..Qµ_r .. of ... P+:" :i,,m.1:t:r;Y. .. S .eE.~__§§!_~vig_g.!•i;_~,,_ 
is what has taken place in qeve·l oped countries such 

as Canada, Australia and those in Europe. 

Primary Health Care as a Set of Activities 

3.11. 

activities 

The terrri -PHC is -also used to refer. to· a set of 
which are considered to be . basic and 

essential far health . The services provid~d by prima~y 

health care will vary according to the country and the 

community, but will include at least : promotion of 

p-roper nutrition and an adequate supply of safe wate:z::.; 

basic sanitation; maternal and child care including 

:family planning.; imm\U).izati.on against the major 

infectious d·iseases ; prev.ention and control of loca,lly 

endemic diseases ; education concerning prevailing health 

problems and the methods o~ preventing and controlling 

them; and appropriate treatment for common diseases and 

injuries . 

Primary Health .Care i n Hong Kong 

3 .12. · . The wide range of primary health car,e services 

as described 

Hong Kong . 

Health and 

in the preceding paragraph is available in 

Within the h~alth sector, the Department of 

the Hospital . Service s Dep.artment together 
provide a programme· of pr omotive, preventive , curative 

and rehabilitative services to the people of Hong Kong 

so as to safeguard and promote the health of the 

community . 

developments 

These health services, 

in other sectors and 

together with 

the general 

improvement in the socio- economic conditions of the 
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; ,:· :} . .": .. ·. · · have contributed t o the h i· gh stand·a·r· d· of ·. : .:" .. ·r .. :·_ .. populati on ; 
.n ::: _: __ ;..:./· ( 7 h~ai th now- enj o y ed by the : peop-le o·f · lfo·ng koiig as· a 

"-,.J ; j{\ifo1e, ' 

• I 

er 

ng 

t h 

l 

ne 

Despite the existence of primary health care 

; .··;··.-::::~ .. ·:·,~ac.tivitie·s,..: much emphasis in Hon9 Kong' s public _sector 

.': : . ·; :_:, -h ealth · c::are programme has been p l aced on- the. development 

·) ;. · ':· ::-:;:.6":E° · . hospital services in the pa.st two decades . 

;: ::-:::-.:.,:~:' · :;~-~adegEat~ atte_ntion _has_ been. a_cco;d~d- ~o. __ p.rirnar:y .,health 
.::.,:; :~ ... •i: ,• ' I' , ' • : • -;---""' • • • • ' o • ' • 

.. · :-.;.~.,.:.,,L:,,t:-are .a,::ana·-'"--l ts . . relationship wi t..h __ ITieQJ.c_~ J care at . the ,:: ' . - -----~-------.--......... ,.... ~ --~· . ·-- ·-··· .... . . ···· ------- .. ·~-
:r ~ ::.· ::_:.:s~c<?p_~_a :~:-y09r . tertiary __ ~ levels... This imbalance in the 

- .:~ :;·.' ;: ·. : ·*pproach to hea-lth · care is . . reflecte·d in the lack o·f 
' .· 

development in the quality and scope of the GOP service 

:. ' ~/. ·. ·, ·-vihicb. -: . forms · a vital 

:. ~/·'-:\)~:fstem~ · ·: "It is al'so 

part . of the. primary health care 

borne out by the fac t that until 

/ ; ·-very recently , v:irtual ly -~-~feE~-~-'?-~.---t:9 . ..t.!:J..e __ p;rpJJJ<?ti.o-D:

t>f· . . primary· health care in pursuit of health for . a 11 has ,...----'=---·---------·--··-··---~ -- · . . . ···----
.b een made ·· i n any· policy. statements. or public documents 

~ .· ~ ---~- . :f :t ~e~~fo
0

prnents in t h e , health programm~ . 

"t. ... ·.: cyt-14 .. .,._. : : ··;rt is therefore fair t q say that whi l e pri:r.n~r.y 

}I ; : ; .. · ' -'h e·al th: '· care . exists as a ·set of activi ti~·s in Hong ·-Kong;; :: _, . . -~~-- ·--·-- ·- ·- ·"" --·· ... . _. _ __ ..,..... __ -:-~:- - -. -· . . :. ,._._. 

,' ' ' the~_Q._:q_~~iit.-_9,f_ .P.~)-ffi?-,;r;y_.·pea.l.t.ll _q_ar.e_·,._., e .itb.e~ ,as._a .~_s :t,:cate,gy 

·_to". ,. hea~_t.h- ·~ C.§l}-:~.Q.~ __ §.s •...• ~ ... t .\!p_q._c:t_ll1~!1.t.aJ __ l_e,,veJ--1_n.,..the . hea:J:_th.._. 

::·care · -s'ystel!,I_,·: · .. is ..... . Un$i~):."_d~~.etope,d in Government ' s health 

care po 1 icy .· 

~ . . 15. 

mainly 

cover 

health 

In . the government sector , PHC services are 

provided by the Department of Health. · These 

the. areas of health education ,. maternal and child 

including f ·amily planning , i mmun ization and the 

control of diseases. Such 

services are delivered through a network of clinics and 

3 1 



maternal . and child health centres, strategically spLead 

over the territory to ensure easy accessibilicy, . and at 

an affordable cost . Most of the essential preventive 

care services are provided free of aharge . 

3 . 16 . Health education is an important ~lement, in 

promoting health. The Central Health Education Unit is 

the centralized . advisory unit for health ~ducation 

expertise and resources. It maintains close liaison 

with the mass media and voluntary organizations 1involved 

in community health education , and organizes health 

education activities. and publicity campaigns . 

3.17. The Family Health Service is responsible f0r 

maintaining and promoting the health of women of 

child-be~ring age and children from birth to five years 

of age . The Service consists of thr·ee main areas : 

Maternal & Child Health, Family Planning and 

Comprehensive Observation 

available and accessible 

Seryices . Such services are 

to practically all through 45 

MCR centres; For pregnant women, fr.ee antenatal and 

postnatal care , health education as well as delivery 

service for the multiparous mother are provided . Fa~ily 

planning se·rvice is offered in the form of- coun-s~ll ing,. 

contraceptive prescription .and medical consultation as 

necessary . 

~ . 18. Free 

infant start 

congenital 

dehydrogenase 

preventive health care services for the 

from birth with · neonatal screening for 

hypothyroidism and glucose-6-phosphate-

(G6PD) deficiency. At the MCH centres , 

immunization, physical examination, development 

observation, child care advice and he~lth education are 

offered. Preventive health care for young children is 

further promoted by the extension in November 1988 of 
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the Hepatitis B Vaccination Programme to all newborns in 

Hohg , Kong and · intro~uction since January 19·90 of 

measles, mumps and rubella vaccination for children at 

the age o f one . Free immmunization services are also 

provided for school children . "' I 
5 c:;

1 

··1iil · · 3 .19. Since Hong Kong is a densely populated city 

situated in the midst of a region where numerous 

on ::1:· / · communicable diseases in both epidemic and endemic forms 

l ;; : ______ stil 1 exist, continuous efforts have been made in the 
·: i 

~.~ prevention, surveillance and prompt introduction of 

- : ~ control measures against such diseases. This is 

I ; effected through the various health service units 

th 

r j including the regional 

of }J/ 
health ·offices , the Port Health 

;I 
5 'I 
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-Service , the Tuberculosis & Chest Service, the Social 

Hygiene Service and the GOP clinics . 

3.20 . In · the private 

important ro l e 

sector, medical practitioners 

play an in provi ding the bulk of 

out-patient medical care service for individual members 

of the public, mostly on a fee-for-service basis. They 

are also involved in preventive health care services 
such as health education and immunization. 

·19B9 General Household Survey 

government doctors provided 15.4% 

medical consultations to members 

revealed 

of the 

of the 

The January 

that while 

number of 

public, the 
private practitioners catered for 68.6% of the medical 
consultations . 

Conclusion 

3.21. The lack 

to primary health 

contribution of the 

of a clear commitment by Government 

care has restricted the potential 

many existing health care services 
to promoting the health of the community. It has also 
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not facili ta.ted the best use of resources . The 

appointment of our Working Party is a welcome sign of a 

shift in emphasis in the health care delivery sys tem . 

We · hope t hat our recommendations would help to redr ess 

the imbalance in the organization of medical services in 
Hong Kong . 
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CHAPTER .FOUR 

OBJECTIVES AND PRINCIPLES 

introduction 

. . 

4. .1 .. Each country or territory has its own unique 
. ..... 
tradition and circumstances to be taken into account · in 

~eveloping its health care system. It is imperative 

that every government should devise its own policies,. 

strategies and plans of action to discharge its 

responsibilities towards health care for the 
.·.. . 

community. In this chapt~r, we describe the objectives 

and , principles which have guided the form~lation of our 

recommendations. 

Government's Responsibility in Public Health 
and Medical Care 

4.2. The latest available objectives of government 

policy concerning medical and health services are laid 

down· .. in the 1974 White Paper The Further Development of 

Medical and Health Services in Hong Kong. These are -

(a) to safeguard and promote the general public 

health of the community as · a whole; and · 
mi: 

i
~:.,.--. -. 

. 
J 
. 

. . .. 

(b) to ensure the provision of medical and 

personal health facilities for the people of 

Hong Kong, including particularly that large 

SeGtion of the community which relies on 

subsidized medical attention. 

:I'' 
: ~ .·, 

·1· : : 

··~1·:-:· ·-~ . . ., ., 

··1 ~i ;-
·, 

':I --;t. 
·11 
.l 
·1l· ., 
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s 
::,,r 
·11 
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4.3. As hospital services are outside the ambit of 

our review, we have considered only 'these objectives in 

the area of primary health care. In respect of the 

first objective, remarkable achievements have been made 

in improving the overall health of our community over 

the past few decades as reflected in our impressive 

health' indices and our successful control of 

communicable diseases. No responsible health authority 

could deny itself the important function to safeguard 

the public health and promote the health of the 

community. This policy objective therefore remains 

valid and important'. 

4.4. The second objective has been framed in terms 

so general and with the target population so vaguely 

defined that as a result, the public sector primary 

medical service is now providing a highly-subsidized 

service for all, through an extensive network of GOP 

clinics. While the provision of a heavily subsidized 

medical service for those who cannot afford to pay full 

fee_s is undoubtedly a sui tab.le policy objective in the 

absence of some form of national health scheme, the 

lack of clearly defined target groups and objectives 

has turned the public sector health care system into 

one which is passive, reactive, overloaded and isolated 

from service providers in the no_n-public sector . The 

result is Government GOP clinics providing very basic 

medical care which falls short bf the requirements of 

quality service[l]. 

--------------------------------------------------------

[l J The major shortcomings in primary medical care 
provided at Government GOP clinics are discussed 
in detail in Chapter Eight. 
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. :· .: :·.f..··, 
... . :::;:.:: .. : 4 .:5 . With rising public expectations for better 

. . . .. · s~ryice . and the need to promote primary 11:ea l th care, a 

;~ : ... . '."):·· :. ·_"publ~c . assistance II approach for al 1 in .the deli very of 
! . - . •, • . ... 

, . · : . . per_sonal medical 
· : ;, ,· .. 

care services seems no longer 

. \ . . _appropriate . 
. ··.::::~. · .• : .. 
·. •' :·/~~::.: 

< i · · .. ·,·,. .': . Objectives 
.. ~ . ;.~;:f':\' ; ~~-----

1 / ·) ~'.··~-:r-.:--. 4:6. 
~. . .. -~ . . 

Throughout our discussions, we were 

~t: ;::: ·.,: .. ;,:·.,;,,-.,. -~0nstantly addr~ssing the question of what role 

should play in the delivery and deve~opment · . . : ·.:. Government 

primary health care services. We have come to the 

c:qnclusion that a distinction needs to be drawn between 

Government's· role in public health including promotion 

of - . general health of the community arrd prevention 0£ 

diseases , and its role as the provider of curative 

medical services for the individual patient . ' Earlier , 

we .. have acknowledged Government's achievements in 

public health and re-affirmed its definite role in 

safeguarding 

the latter 

the 

case, 

overall 

we are 

health of the community. In 

aware that the Government 

sector 

medical 

is now taking 

consultations, 

care of 15% .of all out-patient 

with the bulk being provided by 

the private sector. 

4. 7 . We therefore recommend tbat the role of 

Government in the development of primary health care in 

..... .. HQng Kong should be -

(a) to safeguard the public health of the 

community and minimize the incidence of 

preventable disease and disability through 

provision of quality and efficient preventive 

care services; and 
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(b) to ensure the provision of a framework for 

the delivery of continuing, comprehe'nsi ve and 

whole-person medical care to individuals in 

their home or natural environment. 

4 . 8. Objective (a) re-affirms Government's role in 

public health and preventive care for the population 

as a . whole including such · services as control of 

communicable diseases, immu~ization, port health, 

health education, maternal and child health and s~udent 

health. In this respect, it is widely recognized that 

health cannot be achieved through the health sector 

alone. Other closely related sectors also have an 

important part to play. Many aspects of social· and 

economic development such a·s educa·tion, housing, 

environmental pollution, sanitation, f0od a"nd 

agricultural production, traffic and industrial safety, 

control of alcohol and drug abuse have an influence on 

people's healtp. Primary health care also requires the 

co-ordinated efforts of government and non-government 

bodies. 

4. 9. 

primary 

Objective (b) relates to the provision of 

meaical care for the individual pati~nt. 

Government should not and need not aim to become the 

sole or main provider of such services. The role of 

Government in this respect should be to ensure that the 

necessary framework exists for the delivery of quality 

.. .. •·. 

:-.. : 

care to the people of Hong Kong. Having said that, we 1 
do not succumb to pressure for the idea that Government 

\ should 
medical 

withdraw entirely from the provision of curative 
care at the primary level. There remains a 

sector of the population who cannot afford to seek 

treatment from the private sector and whose needs have 

to be met. Furthermore, in order to promote primary 
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health care for the entire community, Government has a 

:.).:,..·. ', definite role to play in raising the standard of 
. i . 

,• .' . ;' service in the pub~ic sector and interacting with the 

; ~- p~ivate sector with a view to im~roving the standard of 
:: .· · .··/: :_-_' private medical practice. 
:r ·_. ~·-· >=:)·: ... 
2~ • ,•"': ' 
.... ·t •, ' • j •': , '\? . 

> :: . :_:;'i.:·, p'rinciples =~ ' .: ~.:·~·':,.. . . : 
. ··.; r,; .-·· ' , ·-

. -.::· 
. : .. . 

.. . :. 

4; i6 . In the pursuit of the objectives, we have 

~d~pted the foll6wing principles -

( a) 

(b) 

A Continued Government Presence 

Government has the statutory obligation to 

act as the health authority in maintaining 

liaison with international bodies such as WHO 

on international health matters and also in 

the implementation 

legislation both 

international basis. 

of statutory 

locally and 

health 

on an 

Public .health matters 

such as immunization,· health promotion and 

prevention of diseases should primarily 

remain 

Government 

Government's 

should also 

responsibility . 

in the immediate 

future develop quality medical care at the 

primary level through a network of GOP 

clinics although the services should be 

targeted more towards t hose in need. 

Quality Care in Public and Private Sectors 

The public sector which currently provides 

15% of all out-patient consultations should 
not become the main provider of these 

services. Ho~ever, Government should take 
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( C) 

the lead in reforming its GOP service with a 
view to providing qualitr, choice and 

cost-effective primary medical care which 

will set the standards for . the delivery of 

such services in Hong Kong . Private 

practitioners have an important role to 

play. They should be encouraged to adopt the 

standards set and participate in new schemes 

of collaboration between the public and 

privat~ sectors . ~uch schemes should be 

devised with a v i ew to raising t he standard 

of practice in the private sector. 

Clear Objectives 

Clear . objectives should be set for · each 

health care function in order to facilitate 

the evalu~tion of the service and provide a 

more rational basis for the allocation of 

resources. Among these, continuity of care 

shou-ld be n regarded as a fundamental 

objective. 

(d) Equity 

While individuals and their families have a 

decided role in taking care of their health 

needs , no one should be prevented, through 

lack of means, from obtgining adequate 

medical treatment . 

(e) Cost Contai nment and Efficient Management of 
Resources 

While subscribing to the principle of cost 

containment and the use of resources in the 

40 

·..-

·.: 

] 
... ,. 

.. ,. 
:.; .. 

. 
' ~: 
' 

:: 

-'l 



_.._l 

·i·:. J~ ~ 
;~ · . 
-- ~-· 

.1 
·,I ·· -~~ · 

I ' 
. 
. 

. :,~ 
1ii 
:Tu:" 
' Ii· ·i 
.~~ 

·m ·t;r 
.{Ii 
~-. 
~ ' 

..,,i 
,Ji". 
-:.IS". ,s, 
1t 
~; ·~ ·" -'~ ~
.!£ ··~ 
• .v. 
·\\ 
!]· 

'.i 
·t 
;r 

.!. 
· u: ·.r. 

;ij 

.. 
. ·-: . 

.. . 
.. . ,. ·~ . . .... 

most efficient and effective manner, we . 

. ~hould emphasiz~ that investment· iij primary 

. ·. ·•. ·.-.... 

· he~lth care should be considered in the wider 

context of encouraging ambulatory care on an 

integrated basis and reducing where 

appropriate_ demand for expensive hospital 

services . 

.. _ .·.· 

. : . 

. . . : -~-

,. 

In addition, we consider that the 

organization of primary health care in Hong Kong sho1,1ld 

be based on the following concepts advocated by wao 

4.12. 

(a) universal coverage of the population with 

care to be provided according to need; 

(b) services .should be promotive, preventive, 

curative and rehabilitative; 

( C) services should be effective , culturally 

acceptable, affordable and manageable; 

( d) communities should be · involved in the 

development of services so as to promote 

self- reliance and reduce dependence,. and have 

an input into the services provided; and 

(e) approaches to health should relate to other 

sectors of development. 

These 

recommend for 
Hong Kong. 

are the objectives and principles we 

the development of primary health care in 
In the following chapters, we review the 

range of promotive, preventive, curative and 

rehabilitative services, suggest areas for improvement 
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ahd discuss matters of manpower training, integration 
and co-ordination, structure of the system in 

delivering the service, funding and implementation . 

Last but not the least, this Report also addresses the 

wider issues of health economtcs and sets ou_t our 

vision for the future delivery of health and medical 

services in Hong Kong. 
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CHAPTER FIVE 

HEALTH P~OMOTION AND DISEASE PREVENTION 
:; 

·· .:_: · .... . 
. ~~ (~· .. :.· . 

·::~ - - -~ .. 
. ::: .. · . ..... · . ,. . 
/ i " .'. . : introduction 
. : . ·. ". .. . .,., . .. 
•t ,• . '. : _1:-,~-

:t f, ::," -.· 5~_; . Public Heal th is Public Wealth. ,The 

\ i-:·;: · . . '. \:iealthier the people, the more likely they are able .to 
.·• : 

·--~ . , · .. · contribute to th.e social and economic developrne_nt of 
.. -- - -··- --- --------·-· ,;1 

;,· \ . _ .... , the · .territory. It is the responsibility of every ·· 

": !·_: _; ·.-.: .. i'. g<?v~rnment to promote the health of the comqiuni ty and 
J 'I"' . • . •• ,"'. •• ... ... • • 

:.-, :: ... . : , . . -~ to .P.r~vent or minimize the occurrence ~~ diseas<::_s. 

~: ( : /-· M~ny prev-ail:i:ng health problems in Hong Kong are 
-~ ~- • I : 't~•-=• : •• • • 

:.:. susc;:eptible to positive intervention through the 

heal thy lifestyle and the av6_i4..c:!.!:if..~ __ 9f _ _ ,prb~otion of a 
·.'?:·.: .. . 

,··· ·risk, and early det~ction and remedies through primary 

medical care. We are therefore concerned that 

sufficient emphasis and resources should be directed ~ · .. -'.. ·. : .-. _______ ___;::,__ ___________ _ 
··, :· .. ·-... ···· towards health promotion and disease preventioz:i. as in 

.. ~~ .. . 

·· the long run this will mean invaluab1~ . _sa_y_~-~1~ .. in 

: health care services. ; .. ,. .. 

· S.2. Health promotion and disease prevention is a 

.multi-disciplinary , community-based, ~ntersectoral 

programme. Its success depends very much on the 

. efforts of several sectors including health , education, 

environrnentr food hygiene and sanitation and 

J:_~".:o_~~E:!.1:1.~n!_~-- the public , .E~.i va te and. non-g}?Vernrn_E;.n.t 

<?.rganizations ·. as well as individuals and familie-s. It ---- J· ·-----··-·-·-·-·- -··-
al so covers a wide range of activities. Having regard 

to our terms of reference, we have confined our 

discussion mainly to · activities which fall within · the 

health sector. This chapter ~eviews the present 
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provision of health promotion and preventive care 

services and examines the respective roles of the 

various parties with a view to improving the quality of 

service through better co-ordination . 

Health Education 

5 . 3 . 

mobilize 

Health 

pub~ic 

education is an effective means to 

participc:tion_ which will enable 

individuals and families to deal with their ~ealth 

problems 

education 

in the most 

~nd advice, 

suitable ways. With proper 

they will be -able to take ;:.:=~~--=--=--=-=::..;;..:;-
rational decisions . in their utilization of medical and 

health care services~ The common practide of many 
' 
people resorting to some form of self-care, including 

self-medication, when they experienced health problems 

points to the 

education [l]. 

importance of appropriate health 

Exi~ting Health Education Activities 

5 . 4 . 

Department 

activities 

The Central Health Education Onit of the 

of Health carries out health education 

on a target group or proj ect1____e_asis, in the 
form . of ad 

disseminates 

hoe campaigns 

information to 

or on-going 

the public 

activities . It 

in the form of 
-
pamphlets, ~lide~ , ~~3eo tapes~ talks, exhibitions and 

------------------------------------.------·- . ------------

[l J 
According to the HKU General Population Survey, 
among those who had had health problems in the two 
weeks preceding the interview, self-medication 
featured prominently as a mode of active 
self-care. 27% of them had resorted to 
over-the-counter drugs and 10% had consumed drugs 
left over from the previous consultation. · 
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, >::· . t._~r:ough .. correspondence courses . It plays-·· a 

·)!~ co-ordinating , advisory and consultative role in health 

. · '.·'.::·.· education and promotion activities which are · 1aunched 
... : 
··:. ·:. 

~ ~· :! .. ·.·· :· 
····.·. 

·.~.:! :·· 
. ; '· . . .. .. ~ ·: 

iri ·collaboration with other government or 

non-government bodies . It also operates a telephone 

inform~tion service on selected health topics and a 

reso.urce centre providing visitors with materials and 

information on heal.th education. 

:reviewed 

c_om!'Tlittee 

advises 

These 

by 

on-going 

the Health 

programmes 

Education 

are regular~y 

Co-ordinating 

within the Department of Health which also 

on the major annual programmes and other 

Apart from subject officers in the 

,}, .. ··department , the Committee cons·ists o·f a representative 

. / ' 

. each from the Education Department, the Hong Kong 

Medical 

Sc>Ciety . 

Association and the Hong Kong Anti-Cancer 

5.6. Besides the CHEU, there are other statutory 

and non-statutory bodies responsible for the pro~otion 

of public awareness on specific health issues . These 

inclbde the Municipal Councils , the Consumer Council, 

the Hong Kong Council 

Occupational Safety and 
on Smoking and 

Health Council , 

Health, the 

the Action 
Committee Against Narcotics, the Committee on Education 

and Publicity on AIDS under the Advisory Council on 

AIDS, the Occupational Health Unit of the Labour 

Department, the Oral Health Education Unit and the 

Health Education Unit of the Food Hygiene Section of 

the Department of Health . Ad hoe health education 
activities and campaigns are also organized from time 

to time by district - and community organizations, health 

care professional associations and pharmaceutical and 

health products companies. Health education is also 
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incorporated into 

secondary schools. 

the curriculum of primary and 

Evaluation and Recommendati ons 

5 . 7 . As observed by the two WHO consultants, the 

Department of ·Eealth , through the CHEU , has generally . 

provided 

engaged 

"an impressive service which is actively 

in health promoti on". They have however 

recommended improveme~ts in respect of more e£fective 
....,,, . 

communication between .. "- all health workers and patiE=-.n.t.s ;-__ .. . ___ . 
their f~milies and the public at ~a~ge . In their view , 

the field of health education could be enlarged to 12ut 
c:,---

across the message that there are finite resourc~s 

within . the health sector which have to be used with 

care to ensure better value for money . 

5 . 8. During the visit to Singapore, the Working 

Party delegation was briefed in detail on the work of 

the Training and Health Education Department of the 

Ministry of Health . Members in particular noted the 

department ' s deliberate efforts to use 

fadilitators[2] to deliver the messages of h~alth 

education and the co-operation between government and 

--------------------------------------------------------

[ 2] The facilitators are identified according to 
target g~oups -

.s 

Target Group Facilitators 

School children Teachers 

Patients Health care professionals 

Employees Managements and unions 

Housewives and Com.munity lea.ders ·and 

the retired workers 
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{f ~1f tf i;~.:.:.. . . . 
~:~·}Jtr= t: ·.th.'er organi.zations [ 3] . 

'; r\it~~~.g i. ular:e :::om:::: ::::ld t::nt~:::r::e:~a;f a H::~:: 
:_· : .. ,, :·.~"=·:- ,,._p}i,rt1.c Y 

? .. 'j f.\ f ::1
0

/ e::::g co:: ::er a ~:on h:: t:nc::::::i ::co:::::::i:: 
•.; , J:7_·,;;;i:: 1 t:he r i:::~ti~~:al of ma:: id::~ is::; 'm::~:~~:!a ::::e::: 

.. -y: - ~! • ·~~ · - . 

:~\ .·.· · .. : .,, : i esource 

;J :· :, : · .>.-.. : -~ • t-;; _; pect 

centre . Health activities in education 

of .objectives, strategy, training~ 
- ·:~ ,. . .: . . 

\'- · :: ··, · . co-ordination and participation of 

should however be improved . 

health care 

:.) ·: ::. _'. <:p~ofessionals 

·. '- . . : . 

., . . .·_;. 5 .. 10 . In order to give clear directives to health 
.;·, '. '· :~- ~ ·. :·~d~cation providers in the public and private sectorsr 

recommend that there should be a well-defined policy 
! f . 

health education and promotion which should meet the 

(a) 

(b) 

targets and ~?jectives -

health promotion is the process of enablin~ 

PJople to . increase ·control over the 

deterrn.inants . of __ health, __ ~E,d to improve th.eir 

health_; 

h~-~}-~~ _ _ e_d_u_c_a_t _i_o_n _ _ i _s_ a_ g:_ood basis on wh.:i,ch to 

build a more health conscious and healthig~ 

--------------------------------------------------------
(3 J 

With the co-operation 
pharmacies . and drug 
non-government outlets 
materials . Health fairs 
organized in conjunction 
health products companies . 
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( C) 

( d) 

health education should begin at an early~e 

in life; 

health education 

specially designed 

epidemiological data 

programmes should 

~ith reference 

so as to tackle 

be 

to 

the 

major causes of morbidity and mortality ; and 

health promotion should invo l ve the 

population as a whole in the context of their ,__ 

everyday life and should not be confined to 

people whose health is at risk . 

5 . 11. We consider that health education conducted 

by CHEU has so far been oriented towards disease 

prevention with an insufficient emphasis on health 

promotion, which is a mo~e effective approach to attain 

health . We 

be adopted 

recommend. t.hat systematic planning should 

for educating the public on healthy 

lifestyle· and. s~lf-care which are conducive to both 

physical and -mental health . A proposed health 

education strategy drawn up for t his purpose is at 

Appendix 8 . 

5.12 . In addition, health education programmes 

should be targeted towards serious or common health 

problems. We recommend that priority in health 

education should be given to 

(a) smoking; 

(b) mental health; 
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(c) alcohol abuse ; 

·: ... ( d) AIDS and sexually transmitted disease.s; 

·,:~ -~~i..:·.-- · .• 

{ ~~:·\-.. ·.·. ~: •. : : 
·.:": 

: ! .. ~;-.!· ; .,-.:·: : . . . . 
,•l,: • ~h • .• I •' •, • • 

·i.- . . · .... 
::."I; •• _; . • 

·:•, 

( e) accidental poisoning and injury; 

( f) diet control and healthy eating habits ; 
. · ... 

... . ..,; ·:--- :• .. ' 
(g) regular exercise; and 

(h) drug abuse . 
..... 

::. ~ .:~· ._f.: • • • 

These · health issues have been identified by drawing 

. . . · r:eference from 
~: !. •• • ... : - • -

local and international publications on 

health and hav~ taken into account the -~. : · · ' : · ~d.et.erminants of 
'• 

;~ ... ·. ':. 

.·;;- · . ·, fnorbidi ty and mortality 
-:, : ·.· : :- .. _Collaboration with other 

patterns in Ho~g_ Ko~9. 

/ \:·.,.:' <,, ,- those ·committees 

government departments and 

referred to in paragraph 5.6 will be 

tackling some of these issues. Such 
;:• ~ - -,; . .. ~... . 

:, . ; .. n.ecessary in 
, , 

·.: ,, interse~toral co-operation is particularly necessary_ in . . ,', ..... 
· ·education 

-:: .: !, 
· ·{ . · .• po.isoning 

.\ >:·::.· ·., ... accidents . 

with a . view to preventing. injuries and 

arising from domestic, industrial and traffic 

Together, they 

death in Hong 

for 1 551 deaths 

rank fifth in the leading 

Kong 

and 

and 

a 

in 

very 

1988 alone , 

co'nsiderable j i ::~:::te:f 
- proportion of hospital treatment . Emphasis 

-~if prevention of accidents through a combination of 

on 

J ·. legislative , educational and publicity__)!L~~.§ will 

~ :~:~:~~:ty~:d ::~::::n::vi::. ~=e:::~::1:05::~ease and 
·:c:11 
.ii:" 

·;1 
·;~ . 
. JI. 
. , -
!ii 
] 
:~ 

l 
··1 
' i\ 

:.i 
~ 
:i ' 
, ;,. 

i 
:! 
i -~-
J 

Manpower and Training 

5 . 13 . CHEU is currently staffed by medical, 

nursing 

The 

and general grades staff under the supervision 
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of a SM&HO. We recommend that the Unit should be 

re-organized into a specialist service, headed by a 

person who is knowledgeable in educational principles , 

communication skills and experienced - in research but 

who does not need to be medical ly qualified . However, 

there would still be requirements for medical and 

nursing 

present 

input to the work of CHEU . 

difficulties of the Unit in 

To .overcome the 

attracting and 

retaining these staff, we recommend that more training 

opport~nities such as postgraduate training in health 

education and 

be provided . 

training in communication skill$ should 

We further recommend that training 

:I programmes should be organized for other health 

f17
, / } educators and intermediaries 

<f/· ' _social workers and volunteers . ... J 

such as school teachers , 

; 

' ,_,/ 

5 . 14 . The CHEU is equipped with i t s · own set of 

audio- visual equipment but with production work 

currently undertaken . by nursing staff . To enhance its 

professional support , we recommend that an audio- visual 

production team of one Programme Officer , one Assistant 

Programme Officer and three Technical Officers II 

should be established in CHEU . This would relieve the 

medical and nursing staff of technical duties and 

enable them to concentrate on providing advice or to 

assume other professional responsibilities . 

Co- ordination 

5.15 . There ar e many health education activities 

going on in Hong Kong organized by· government and 

non-government bodies. To ensure bett.er co-ordination, 

we recommend that membership of the existing Health 

Education Co- ordinating Co~mittee should be 
- -- .. --·--

strengthened with stronger representation from public 
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- ·:. .. · . 

·· ;·:·~\/:f.:.· And. . private sectors and greater community 

:-;~ ~ .:~z:~-· ~articipation. The strengthened Commit:tee should have 

~\ . ·-_~··r :·-· .. ··the following goals and objectives 
··· . . . . , ..... .. . 

. . -· . 
. : : :. ~ .. -·.• 

•./ 

.' .: -

t .:~ I. 

. . . . · . . 
~I .-:·._t- , •1 ' • 

,· .=-·~.i.: ... . . ... ;·.:-
.. . ., ,. 

. : . .. . ~·· 
,· . . 

•. ! -

: . ; .. 

.: . 

(a) to act as an advisory body to Government on 

policy matters; 

· (b) to function as a research and resource centre 

on health-related data; 

. . 
(c) to plan health promotion activities to ensure 

that targeted needs are met ; 

(d) to co-ordinate the various health education 

activitie-s in the public -and private sectors 

in order to develop partnership and promote 

community involvement; and 

(e) to set a range -of measures for the evaluation 

of health factors, such as trends in health 

and disease patterns. 

M~ : ... :, '. 4 ,, . : • Participation 
-~ .. - .,;·<\ ....... . 

of Health Care Professionals 

: :~;0 . .· .. 
. ,_ ... f·:~: ·. 5 .. _-16 . People are more receptive to knowledge of 

, -,:,,::· · ~:~t\h~;s~:: 5 :::. ad;~~: ::d:=~~:::i::: ~:;~::!n~a:~:: 
f - ~~ Of health care professionals, in particular doctors, as 
. -
.- · .. health educators. In addition to mass cappaigns · and ii:' ,,~- media programmes on health education, we recommend that 
~ health care professionals should be more actively 

·~- ~:::l~::sp~:t h::~~h b:du~::~::~ ~::c::!:dofi:oc~::;t!: 
1 ~-· Eight~ The CHEU and the Health Education Co-ordinating ;{i .: 

Committee should act in partnership with the providers 
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of health care with a view to ~~couraging patients to 

be actively involved in the maintenance of their 

heal t h. 

I mmuni zati on 

5 . 17 . Immunization' by the use of vaccines to induce 

immunity is 

communicable 

an effective way of preventing many 

diseas~s and in reducing mortality and 

morbidity among infants and young children. Since the 

early 1950s , the former Medical and Health Department 

has · ·introduc~d various immunization programmes for 

infants, children and adults . It has evolved into a 

recomm.ended Immunization Schedule for use in the public 

sector and for reference by private 

practitioners[4 ] . The schedule is regularly reviewed 

by the Advisory Committee on Immunization and new 

vaccines and programmes are introduced from time to 

time within resources available. 

5 . 18 . On the whole, we consider that there is a 

well - de·veloped system with appropriately trained health 

staff in the Department of Health tq ensure . an 

efficient delivery of service. The immunization 

due to the 

in health 

coverage is very high[S], largely 

accessibility of the service , success 

education, acceptance of immunization by parents and a 

well organized delivery system supported by close 

follow-up of defaulters . 

[4] 

[ 5 J 

A summary of the existing Immunization Schedule is 
at Appendix 9 . 

The estimated average coverage for BCG and Polio 
is over 90% . 
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• 

.: ... ... ·~<)·:'···;· ·coverage' . the 

. As a result of the high immunization 

incidence of the common childhood 

:t f;)<Jt·:::::::;:::s d~::se:een is vir:::~ly Diphtheria and 
eliminated while 

for 

some 

tuberculosis among chiidren remain at a 

The incidence of measles has also been 

1988 when there was an outbreak which 

3 OOO children, .the majority of whom 

immunization. This 

. . .. ,.. . . con the cause of the outbreak being the 

no history of measles 

1~ t}f i .:;::~:~ 1 a ti :: re::mme::s::::i: 1 :igh::d~::::::: o;v::as ::: 
·?.· ;./=· .. . ·: .. .' ·vaccination should be achieved and "mop_:up" measles 

-~ t!.).~f 
0

••• : 'immunization programmes for Primary One school children 

{!}::~:,' ·.~~~:hhuld be launched to catch those who have misse·d the 

;it" ;i~':frlt · /-.. ~-~a~.,d~rd immunization · provided at 
.=, :c:.;-~. :·;,:..,. programme. 
j·~ ... -·::·\. :::\//:i·, .. ~· -~ . . 

age one under the 

-; } ·: . . , ···. · ·: 5;20 . 1 To maintain its effectiveness, we recommend t. 1:.J\:~:~;;_/_·~~e~~ ~ tie immunization programme should continue to be 
·, .. -."··;·· :.· . ·supported by -
. ) . :· . . 

I
:;·./. ' .. 

... . ·; ;: . ' · . .. 
,• I' • I • ,.. . . . . 
.c ~ ~ :. 

: ~ . ' . 

~1--·--·-··· .. .,,. : . 
;: ·, .. .. . . . . . 

. ·:,· ; 

J,~: 
:·1.,. - . 

) . . . 
. 

· (a) vigilance over defaulters by health staff at 

MCH centres and regional health offices; 

(b) 

( c) 

sustained health education efforts to promote 

the importance of inoculation 

vaccin~tion; and 

effective data collection and analysis 

monitor the morbidity and mortal ity trends. 

and 

to 

. 1£"· ,, . . ---~----------------------------------------------------·- . 
! 
:i · 
·11 
<1 . 
1 
! ~ 
··~ 
.J 
"" ; 
.! 

.rl 
if' 

[6 ] 
A summary of notification of communicable diseases 
in Hong Kong by age groups for the years 1984 to 
1989 is at Appendix 10. · 
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We also recommend that the immunizat~on schedule should 
continue to be kept under regular r~view by the 

Advisory Committee on Immunization. On the question of 

chasing up defaulters, we have . considered the 

introduction of a national immunization register as in 

Singapore including those immunized by the privqte 

practitioners. We conside~ that the new patient-held 

health booklets to be introduced under the student 

Health Service which incorporate the child's MCH 

records, thereby giving a full immunization record of 

the child since birth , would serve the purpose[7]. 

Family Heal°th Service 

5.21 . The Family Health Service is responsible for 

maintaining and promoting t~e health of two vulnerable 

groups of the population -- women of child-bearing age 

and children from birth to five years of age . The 

Service consists of three main areas : Child Health 

Seryices 

Service, 

including the 

Maternal Health 

Comprehensive Observation 

Services and Family Planning 

Service . These services are provided at 45 MCH centres 

and 48 family planning clinics throughout the territory 

including the outlying islands. Most of these clinics 

are operating on a part-time basis . 

Health Services for Children aged Oto 5 

5.22. Neonatal blood screening fo.r congenita l 

hypothyroidism and glucose-6-phosphate-dehydrogenase 

--------------------------------------------------------

[7] The . proposal of patient-held · health booklets is 
discussed in paragraph 7.49 in Chapter Seven on 
Student Health Services. 
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G6PD )· deficiency are carr ied out immediately after 
t MCH centres , bathi.ng and dressing: of 

for newborns and regular weighing are 

rehensive health advice in . the form of 

counselling , hea l th talks and group 

{!\f \'t::~::~::t, are nu:: :::o/0 

::::: :; e:: i::il:r::::~s eh!:: 
~ ·.,J-:\·,. :_· . technique, habit and character training , home safety, 

·.. l ~.-x ·~:· .... ··. . . : .. 
"" / . ·. -·: :· ... p'revention of diseases and accidents and the importance 

{;s /: .. ;;\L."·?··_;"t.· ·- -immunization . The importance of regular vis i ts to 

MCH centre is stressed and detailed- progress report is 

L . , ... , .. .· Jc;ept for each visit throughout the period. Routine 

·:~ :.·:.····.,'· · . -'~~ysical examination of newborn babies are made during 

--~- : :,:· . · ··. ·:blie ihi tial visit and subsequent· visits at two and five ":·- . ,:1. • . 
• •• < . .... • : • ' ·~-~ • H r ·.,:• o 

r =· · _year·s . of -age . . Treatment of minor ailments is availab l e 
. {: .. ... 

••.:. 
·: -and where necessary the babies are referred to relevant 

··- ;: . s_pecial ist clinics for further assess·rnent and 

i:: ::.>. ·:::1
·<£.01.low-up . Horne visits are carried · out by nursing 

( • • • I • 

~\ ~ ' .. , '· ·. ·,:~::staf_f for newborn babies with special medical problems 

·{ ; _: _. ,· .. ·-·and defaulters in the immunization programme. t .". ·· '\'.·~;; ... 

screen, 

The Comprehensive Observation Service for all 

from birth to five years of age aims to 

detect and assess early developmenta l 

abnormalities among children so as to i nitiate early 

and ensure a better chance of remedial treatment 

· rehabilitation. This Service is available at 35 
.):ul 1-ti rne and ten part -time COS Clinics . Hea l th 

screeni ng and examinations provided to children under 

the · COS are discussed in Chapter Six - on Screening 
Services. 

Maternal Health Servi ces 

5 . 24. Apart from antenatal screening activities, 
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MCH centres provide a comprehensive antenatai care 

service to pregnant women aimed at maintaining their 

good health to enable a normal, spontaneous delivery 

and early identification of high- risk pregnancies so as 

to provide optimal special care for the mothers and 

foetuses . The services provided to p~egnant mothers 

include -

(a) complete record of the medical ~d 

obstetrical history of individual clients ; 

(b) complete physical and obstetrical examination 

and regular supervision and follow-up to 

enable proper health care and early detection 

and timely management of high-risk pregnancy; 

(c) routine investigation on haemoglobin level, 

blood group , Rhesus factor and screening for 

syphilis , . Rubella antibodies and Hepatitis B 

surface antigen . Special investigation is 

provided as and when necessary; 

(d) screening for high- risk pregnancies witn r _.1 
referrals to relevant specialist clinics and ;. 

hospitals for deliveries; 

(e) health education in the form of individual 

counselling and group health talks and family 

planning advice to ensure better health for 

mothers and children; and 

(f) home visits for cases with special medical 

problems and those who fail to turn up for 

routine checks . 
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~fiki~;· : :' ... 

fit1t\.{{~--~-r~. o~ --~; m:::!~~~; 'ho::: ~=~a:~:e:1r~! :;a!~: :~:.:n: 

~itt;},::ce~:: f ::: ::a t::il :~f err:::: e t:: :er:! ~y c::::; es:::: 
:£A\ :.:.zr: ~ ~~therS and newborn babies, from regional hospitals. 

t .>~:\}{\':~ii~ maternity homes are currently under- utilized due to 
1• :- - • •• - . • : •• 

--~ ;: ·:-.!·\_·.:_-~·- th!:= decline in birth rates in Hong Kong and several of 
:.... . - . : . ,:'- . ·: .. . 

'.,: './f \:~:m o::::tm:::en:? He:;: :!::;: [ ::~mi:: :::0 :::::n~~:: 
-'.-9f;'-_:,_··.,.~;L:._.:..n.e.ed. for maternity homes having regard to the 

. . _· .. ~-j ailability of alternatives for those seeking 

; '.: ~-/. ~at erni ty services so as to redeploy scarce resources, 
.:·.~ '•: .. ,:.:: 

· .. =; ·_' ·.= , b9.th ·in terms of fund{ng and manpower , to the new 

recommended to enhance the ._,...._,~_-_.· ·i'ii.i tiati ves that we have 

J :-~-\'.~!:' .-:\~~~ii .t y 0£ health s.ervi.ces. 
/ f;- .. 

.. . 

5 .• :2 6. 

~: ··centres 
:, .. 

·· ·_· , p<:>stnatal 

Mothers 

at about 

check 

are 

six 

to 

encouraged to return to 

weeks after delivery for 

their health ensure· that 

MCH 

a 

has ,· ... fl . •, .. 
!>' · · . <: ·recovered to normal . Complete physical and 

~;· -~- - t,:.···-::· g.ynaecological examinations are performed by doctors . 

;~ ;•:'~ .::'.,, :!;::: e:~::~ion f a::~Y c:~::::~~ng an~n P:::::::::0 :ar:~ 
·}. <.' ·.-- .· contraceptive devices are also provided. Home visits 

·:. ·.: __ ;/ -. ~,i-11 be conducted where necessary . 

. . 1 ~ :·~ . 
~· 

.·,'E. 
i~ • 

•J • 

Planning Service 

At the family 'planning clinics, services 

--------------------------------------------------------
. . , · . 

.. · ' .. [ 8] 
The crude birth rate per 1 OOO population in Hong 
Kong has dropped from 36.0 in · 1960 to 12.2 in 
1989. A total of 3 722 deliveries took place in 
all the maternity homes in 1989, accounting for 
5.3% of all total live births during the year and 
representing an overall bed occupancy rate of 23%. 
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provided include 
matters related 

medical examination, counselling on 
to u se of contraceptives and referrals 

for sterilization 

conducted for women 

annual check-up. 

and vasectomy . 

over 30 years of 

Pap smears are 

age during their 

Evaluation and Recommendation 

5 . 28 . In the HKU MCH Survey, the general standard 

in terms of accessibility, affordab+lity 

satisfaction, was rated high by the 

of MCH care, 

and client 

respondents. The survey also recorded high degrees of 

preference for government-provided' preventive · health 

care activities. The service is patronized by 

different socio-economic groups in the community . 

5.29. On the whole, we consider that the Family 

Health Service has provided a cost-ef f ·ecti ve and 

valuable service to the community and should be 

regarded as the model for the organization of other 

preventive care services in the public sector . 

However, we recommend that t~e existing service should 

be improved in the following respects -

(a) for the benefi t of children aged Oto 5 who 

are at present not covered in the Department 

of Health's School Dental Service, oral 

health education and counselling should be 

· provided to parents at MCH ~entres . As a 

first step , 

included in 

oral 

the 

nurse training 
working at MCH 

to 

health education should be 

curriculum of public health 

equip the health nurses 
centres with the necessary 

knowledge; 
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to ensure continuity 

records should be 
of care, a . child's MCH 

incorporated into t h e 

health booklets to be issued to students for 

their own keeping under the proposed Student 

Health Service; and 

to fill an existing gap in the provision of 

preventive care services for women, 

well-woman clinics should be established as 

part and parcel of the Family H·eal th 

Service. This proposal is discussed in 

greater detail in Chapter Six on Screening 

Services . 

0£ .COJlllllunicable Diseases 

· A communicable disease as defined ,under the 

and Prevention of Diseases Ordinance · is 

notifiable to the Health Authority. There 

disea~es · ~s defined under this legislation, 

makes provision for the Health Authority to 

. --:::' .. · =. c;:-arry out the 
. .. ,• ~ . ,. . . . necessary investigation into the source 

isolation of cases, tracing of contacts ~:~ .:';c.:;;.· .. , L .. o:e;_,,~ infection, 
.:$ ~ .:. ~· ":' \ • 

)~ '··}_ · · ·.·. and . to initiate other p.ieventi ve and control measures . ·:::· ··· . : . ·;· 

} · .5··:··} ·:: .. '.· ·-· 
5. 31. 

t . 
: . 

Control of communicable diseases in Hong Kong 

managed through a wide network of ·. · is currently 

f~cilities. These facilities include MCH centres, GOP 
clinics, specialist clinics, a8cident and emergency 
departments, 

practitioners 

and. diagnosis 
supplemented 

health offices 

and clinics operated by priyate 

which provide means for the surveillance 

of communicable diseases. Their work is 
py government laboratories, regional 

and hospitals for laboratory. diagnosis, 
iso l ation, investigation and treatment of contacts and 
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cases. In addition, the Port Health Service of the 
Department of Health maintains close vigilance in the 

control and prevention of communicable diseases. 

5.32 . Due to the close geographical, similar 

climate and ethnic factors and the increased movement 

of people between China and Hong Kong, prompt exch~nge 

of epidemiological information is necessary. Hong Kong 

has, with the assistance of WHO, set . up a system of 

exchange of such information with the southern 

provinces of China and 

the changes in disease 

Macad for regular ~pdating of 

pattern and outbreaks of any 

form of communicable dise~ses . 'This channel of 

communication is most useful and contributes much to 

the effectiveness of the control of communicable 

diseases in this part of the region . 

5.33 . In the control of quarantinable diseases(9] 

which are included in the list of 23 communicable 

diseases under the Quarantine and Prevention of 

Diseases Ordinance, yellow fever poses lLttle danger 

because ·of the absence of the specific mosquito vector 

responsible for transmission locally. As £01: El tor 

cholera, a good water supply is important and the 

prevention and control of cholera have become part of 

the general programme in the control of diarrhoeal 

diseases. In the case of plague, vigorous 

--------------------------------------------------------

[ 9 J Quarantinable diseases are those subject to 
International Health Regulations under which it is 
obligatory on the part of any member of the United 
Nations to report to WHO of the occurrence of the 
disease in its territory and adopt the prescribed 
procedures. These are yellow fever, cholera and 
plague. 
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:f -. . :r .. ·:-... 
·\~~~~~· .. · : ·. 

,,...,~~···::: ·· ·1: · -plague measures 
., ... ,-.. 1·,, ,~jlft~~,~- ~-rdance ·with the 

against rodents and their fleas in 

International Health Regulations 
;7. • , · · , :, · • •. 'aCCO 

on immigrants or visitors from any country 

is by WHO as being infected by this 

· However, since the classic epidemic host and 

present in large numbers in ports and urban 

Hong Kong is a highly receptive area for the 

bacillus. The primary objective of Hong Kong ' s 

:.: _, _ _:.~.--;_;"; . anti_-plague measure is to prevent the introduction of 

1 ti'I}f'~:!~~~fii::~~ue da:::::::Y i::ec:!:u:nd d::e:::~d;: ::::::~ 
(·: .. ''· '·:., ;:· and ·eradicate the organisms from the territory~ 

}~ f:.(;~;;:\·:_,_· '. ,,. ,·. 
,.. . _, 4 A t 
/ -~~-·.;)\\:}} ~:3 . par 

from the three quarantinable diseases 

other communicable diseases which are ." ... :_._· .,. ··:~ . :-meh.tioned above, 
'.? . ::· -· ~': . . . 

( : __ :··.:'_· ..... :_;~ :- zrfso . classified as not ifiable diseases are by and large 

;'.t _:: . ·):.;.{ -~~~demic with low mortality and morbidity. Because of 
~:, . : .. · . . ; .. . ' 

':;. ~- ... (:': ·.·. the··.- preventive and control mechanism that has been 
,. · :'' ": , .... 4.., •• • 

-~~ -~- :·:\;·.-.. ·.·established over the years, these will not in normal 
-
c~icumstances assu~e epidemi c . proportion. For example , 

::~-;.:·~r .. ~' ',i::be ' common childhood communicable diseases such as 
•. . 

measles, whooping cough , tetanus and 

are · either eradicated or well under 
.. 

mortality rate for tuberculosis has shown 

. · · .. ·· . :··_.a.~' steady decline al though it remains to be a cause for 
f '::~,-- }6.ncern [10 J • 
.. .(r 1. ·~-·u·:..,;.:. -l: . . 

!·-· 

. 

. :1:. ·: · .. -

. 
··.-·--- -· . ..... 

--------------------------------------------------------

At an incidence rate of 
population and with about 
every year, tuberculosis 
problem. We are aware 
Health has commissioned 
measures to improve the TB 
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5.35 . · Another communicable disease of concern in 

Hong Kong is Viral Hepatitis. In Hong Kong both Type A 

and Type ~ viral hepatitis occur endemically with 

periodic outbreaks of hepatitis A. For the prevention 

of hepatitis B infection, disposab~e syringes and 

needles have been used in hospitals, clinics and 

vaccination programmes in Hong Kong more than a decade 

ago and screening of donated blood for hepatitis B 

antigen has been a standard procedure since 1975 . A 

Hepatitis B Vaccination Programme was introduced in 

1983 for newborns of carrier mothers and ~ealth care 

workers who are in frequent cont.act with blood and b_ody 

fluids. This programme has been extended to cover all 

newborns since 15 November 1988 . 

5 . 36 . Other communicable diseases of public health 

importance which are not defined under the Quarantine 

and Prevention of Disease Ordinance are AIDS , sexually 

transmitted diseases and influenza. 

5 . 37 . The incidence of AIDS has been increasing and 

a total of 42 cases has been reported up to the end of 

September 1990. In the absence of effective cure , we 

agree that education 'and publicity should be emphasized 

in the prevention· of AIDS . An Advisory Council on AIDS 

was established in March 1990 to replace t~e former 

Expert Committee on AIDS. 

5 . 38 . Free medical consultation , 

for patients suffering 

advice and 

investigation 

transmitted 
of Health's 

are made 

from sexually 

diseases are provided under the Department 
Social Hygiene Service. Special eff01;ts 

on health education , . contact tracing, 

follow- up of defaulters and those at risk of frequent 
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.i~ . ~._ 
.):·:_: 

:,,:.t,J,1 ~ .:· 

~- t~3:;_· ... · 
.:.'tl~:~.·: .. 
M) .,·.·(:,/.~· exposure . The incidence of syphilis continues to drop 
t;;s ;\: ... ,;' :j;.":f. . . . • . 

,;.; \ .:_-;: ): ~hi le gonorrhoea, 
·=t-·-~~ -·~ .. ,· . -

non- gonococcal urethritis and 

~f:;_.·,.:-: non-specific genital 
~.... . '-: ' . 

infection constitute the majority 

~:: ;:/ ·'. . 0 f cases. 

})(f t:~~9. oepar::en~e of c:::1 t:\::f~:::z:~s:::a:~:u:y 0:!~ :: 
.\-:~:>". . .- ·. the National Influenza Centre. The Unit works closely 

:: . · '.···. with the WHO International Influenza Centres in the UK 
· •.. : ~ .·~~-. · .. .: ·. ·.· . 

-i: : ··L:...'.:~_a?.d -~~A . The Department of Health has desisnated 11 

GOP clinics throughout the territo~y to report on a 

~~ekly basis the number of influenza and inflqenza-like 
·, 

-~ll~~sses to · the Statistical Unit of the depar tment . 

.. ... v:1:-;rological investigations of throat and nasal swabs 

by the Virus Unit and laboratory data of ;_. ·,>~~'.i>. ·;i~· examined 

' 0 _,: .: ; i.1:-~S 
; ,.·~-:-. \~. ~ . t·he 

isolation and serological diagnosis are sent to 

WHO International Centres for .further 

investigation. 

· _.· •.: =. ·Evaluation and Recommendations 

We consider that the existing mechanism for .. ~-_ .. :~~~~-:·: ? · ·40. 
·, . ·the control 

'-... _,;--, -rt~~·,;,.,. , . ..-, .. 
of communicable diseases to be effective . 

< ·· ,: -~ ·. However, Hong Kong is a densely populated city situated . . . . . 
a 

'•,.''I' ·-· 

region 

epidemic 

where 

and 

load 

numerous communicabl~ diseases in 

endemic forms still exist and there 
· ··..;.;. -;.. - is , a 
.: ." · ,. ' r~fugees 

. . . . .. ~ . .. ~'"'....:...---·· . : .. , . . . 
·5j .-- · ··-:~· ... : n~mbers . 

.efforts 

· therefore 

of international travellers and 

and illega l immigrants arriving . in large 

A high degree of vigilance and continuous 

on control of communicable diseases should 

be maintained. While the surveillance 
network built 

recommend that 
up 

the 

over the years should continue , we. 

system be strengthened in a number 
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(a) 

(b) 

(c) 

5. 41 . 

the 

MD 

communicable 

1 should 

disease notification form 

be updated, improved and 

simplified to facilitate notifications . It 

is noted that while private practitioners are 

providing some 70% of all out-patient medical 

consultations , only about 10% of 

notifications are made by them ; 

an epidemiological bulletin 

introduced by the Department of 

should b ·e 

Health to 

improve communication with all medical 

practitioners, to enable the tr·ansmission of 

data to them and to encourage their 

response . The bulletin should include a 

vigorous approach to the analysis and 

interpretation of current trends and their 

implications; and 

the epidemiology unit within the Department 

of Health should be strengthened to take on 

the new responsibilities as mentioned in (b) 

above. 

We have considered whether AIDS should be 

included in the list of notifiable diseases in order to 

improve control by tracing the source of infection and 

contacts . Having regard to the social and cultural 

implications and the possibility that mandatory 

notification might discourage patients . from seeking 

medical care, we agree that the current volunt ary 

notification of AIDS should continue . 
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fr.·•, ; •, 
.\ ::.;. '' I 
.::.\-:: : . . 

°ttcontrol of Non-communicable Diseases 
. . ~!(?:· . . . .. .... . 

:i f ~i };!t; ~hr~e c;:::; ~ o:f pr::::::::u:i::~::ry ~ i::::::a:; l ::: 
~ ,;., , cr., .. ::.,· ··· te.r::t1.ary prevention . On primary prevention, we have 

~ i~~~r~~:~::::d ::!::ra:::::~::::~:::::::h::=::::~~:~:::::::~ 
·.s_ ./:;/ ... ?:--· SE!condary prevention involves the detection 0£ diseases 

. f· ;/\~!::;;;_-~~: .... ~n . ea~ly stage so that curative treatment can be 

·;-·rt - 2··:_'. ',.' · - ·given promptly. Health scr~ening conducted 
·: .._ ... · •• J . ~· ~-.~ • · .:;· 

}: .... ; .:':· . 'appropriately is an effective means of secondary 
:· . ::{\·~ . ' . . 

, . . . / ·: ~- ·p~~vent1.on. The screening programmes f or specific 

~ ';{tlc;}; ::i:::ng g:::::ni::d s:::ic::co:::nd::sc!::::v::e:::pt:: 
} :]1t}:1:::::d T:::::!~r a:~:::::~::::::: l ~::~:~::~s:::~: ::::::~ 

;:·· · ., ' .,~,: ;:.'. ·· and social rehabilitation is the mainstay in tertiary ... . .. ::.~ - . ':'. 

,~;;: ·{.:,}:~t)<l>.(ev_ention. This wil 1 be addressed in Chapter Nine on 

'.;_. :;.,_:.fr(~;)~: .. ... community Health Services and Rehabilitative Care . 

i ./.: ~)t{i/i. \ '. 
I ' .. :;~' .. ~::,;,:.:, ~_c:'Cupational Health 

·iw :·~<??.-:.· 1·· 
, .<: 5 ; 4 3 . Hong Kong has a dynamic workforce of 2 . 8 ~:-.. . ..: .. j! :.:·· :. · . . t.,: . . ..: . . •: 

~.··\ r: . -,rn~llion people . Promotion 

'. :._:~?:, ;:·, ~.~?:f on'iy beneficial 

of occupation~l health is 

to the individual worker ·but is a 

·~onstructive factor contributing t o economic 
. ·- . ;,:...-;~ ;:,-·:::-=-a.= ·. . . 
?: :··-·-···'~ ·. · .. _evelopment . It is a miss ion for government and health 
·,; >··:<:: ', J .;re w~rkers as well as employers and trade ~nions . We 

} ).}}<· ·.\ ~~~-n~ider occupational heal th as an essential component 

··:, . \'.':'_\ ·-- ·~~ - primary health care but a comprehensive review of 

i k 

this important subject would not be poss ible without 
.... . 

-· ·•M4-. _ _ .. l • . , , • . , ... . , .-1 . ,· 
~ . •. '.·:· .. 2.·. i 
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the input from the other relevant parties[11J . Since 

the last comprehensiv~ review of the occupational 
health services in Hong Kong was conducted in 1976 by a 

consultant fro~ the Uni ted Kingdom , we recommend that 

it is timely to carry out another overall review taking 

into account changing practices in industry and the 

modern day concepts of occupational health . 

5 . 44 . This section briefly reviews the provi sion of 

occupational health services in Hong Kong and suggest 

certain areas for improvement . 

5 .45. The term "Occupational Health Services " as 

defined under Articl~ 1 of the Occupational Health 

Ser vices Convention No . 161 ) of the International 

Labour Conference means services entrusted with 

essentially preventive functions and responsible for 

advising the employer , the workers and their 

representatives in the u~dertaking on -

[11] The Labour Department assumes overall jurisdiction 
for . the policy and strategy on the promotion of 
occupational health and safety. Through its 
Occupational Health Division and Factory 
Inspect~rate Division, it is responsible for 
supervising health · standards and practices i~ 
industry . The department also_ administers 
legislation on employees ' compensat:i.o'n including 
compensation in respect of injuries and deaths 
caused by occupational diseases. The 
Occupational Safety and Health Council , a 
sta.tutory body set up in 1988 , aims to promote a 
safer and healthier working environment through 
programmed activities for education and training . 
Trade unions and employers associations also play 
an important role in occupational health matters . 
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j{;;f(·-:. :"-;- ( b ) 

!,,;~~:i· ).r. 

~·i::.1!: ~. :· :: · 

the requirement for 

main ta_ining 

environment 

a safe 

which will 

establishing and 

and healthy 

facilitate 

11orking 

optimal 

physical and mental health in relation to 

work; and 

the adaptation of work to the capabilit~es of 

workers in the light of their state of 

physical and mental health. 

.. -. : .... 

t!i~t\:-~~i n-\- ~ong Kong, the Occupational Health Division . of the 
\'\f;;:~;t~.~t~}:.;:::/ •, ·: ~-.... 
·f~:':':t;f~:=<;.:·taf>our Department manned by medical and nursing staff 

I~l]1fa:;:::::. a::om con::: tat ~=:ar:::::c e :f t:ea ~:: P:::::a:: 
._.--;.;:~·~-;_,;-;· matters concerning the health of ·employees -and the 

i!ttt~~;,~1:;~:::e o:he wo::: ~::e:~ e::: o;~::' o:r:::n :e::~::a :~:n:: 
-; ·1:::0:-:,·<h . : .- diseases and promote occupational health. 

t~? {~:ij: ~ ; -~ .. 

! ?i~ff .,.~;~:~ugat: ma~::if:::pons:::::::i::at :::::~:: is a:: 
·' :, .. ;.::.:-,, ... , . potential health hazards reported by the Factory 

-'l,~ /i.~;i?:,:;.;.~) ;~~pectorate. and to determine preventive action. · It 
,y :ea • : ',? •• • 

.. :-- ·~;_,.. · a.I so . carries out medical examinati,ons of persons 

, ; ~:: : . e~posed to certain . potential work hazards and handles 

-~!j .. . 

medical clearance for employees' compensation cases. 

In . respect of occupational health promotion and 
-,,. · · · ed t · --Z~ . - ~-'-"--···-- . . uca ion, the 

to 

division 

alert 

regularly organizes seminars, ·i _.,: ·. ' · exhibitions 

~ occupational hazards in 

employers and 

the workplace. 

employees to 

Booklets and ·m ., ___ - .. 
codes of practice on the prevention of occupational 

diseases are also published and distributed. Its work 

is supplemented by surveys in various industries and 

·epidemiological studies on health and hygiene 
conditions in the workplace. Partly because of the 
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small size of most of the un~ertakings in Hong Kong and 

partly because it is not a statutory requirement, 

provision of occupational health services or 

appointment of an occupational safety officer in the 

workplace is not a common practice in Hong Kong[l2]. 

5.47. To improve the occupational health of Bong 

Kong's workforce, we recommend that the following areas 

deserve particular attention -

(a) employers shoulp be encouraged ~o provid~ 

(b) 

occupational health services in the 

workplace . For small establishments, they 

could resort to occupational health group 

practices whereby the services would be 

. contracted out to medical institutions or 

private practitioners through the respective 

trade associations; 

primary care doctors should be encouraged to 

orientate their practice to put greater 

emphasis on the occupational history 0f their 

patients, to ensure that this is properly 

recorded and to provide basic occupational 

health services to facilitate early 

identification and notification of 

occupational diseases . This would generate 

----------------------------------------- ---------------

[12] There are about 20 firms employing some 50 
full-time nurses in occupational health. Some of 
them have .also engaged the service of part-time 
doctors. The practice of occupational he~lth in 
these establishments is largely confined to the 
clinical aspects and first aid rather than the 
full scope of occupational health which lays 
emphasis on prornotipg and conserving the health o f 
employees. 
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(d) 

( e) 

epidemiological data and 
effective surveillance 

help to build an 
sy~tern for the 

monitoring of occupational diseases. In this 

respect, the Labour Department should carry 

out publicity . targeted towards the doctors to 

encourage 

diseases. · 

them to notify 

The HK°CGP and 

occupational 

the medical 

associations can ·help d~sseminate information 

on occupational diseases to members of the 

medical profession; 

doctors participating in medical care schemes 

for employees should be trained to provide 

occupational health services ·, with help and 

advice from trained staff in the Occqpational 

Health Division . At present, the involvement 

of most of these doctors is confined to 

~linical treatment ; 

in addition to diploma courses in 

occupational medicine and occupational health 

nursing now available at The Chinese 

Un.i versi ty of Hong Kong, more training 

opportunit ies 

should be 

on occupational health services 

provided for health care 

professionalsr workers and management . The 

Department of Health should explore the 

possibi l ity of organizing courses with local 

tertiary educational· institutes, preferably 

with the participation of the p:r;ivate sector ; 

training opportunities , grade structure and 

promotion prospects of occupational health 

doctors , hygienists and nurses in the 

Occupational Health Divi sion should be 
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reviewed 
problem 

th~re; 

and 
of 

improved 
deploying 

so 
and 

as to solve the 
retaining staff 

workers should be encouraged to take a more 

active part in promoting healthy working 

environments and working conditions for 

themselves and the public at large should be 

educated on the importance ~f occupational 

health; and 

while legislati~e and other measures to 

ensure the provision of a safe working 

envi ronment are pursued by 

Department i n its strategy 

the Labour 

to promote 

occupational heal th and safety , g~eater 

attention should be given to the medical and 

health aspects. This could be achieved by 

strengthening co-ordination between the 

Labour 

Health 

Department 

and closer 

and the Department of 

liaison between the 

Occupational Health Division and hospitals 

and clinics offering remedial treatment to 

persons suffering from occu~ational diseases. 

Menta l Health 

5. 48 . One categor:y of diseases which is becoming 

more prevalent in modern ~ociety cha~acterized by 

intense competition and stress is mental diseases of 

., 
it .~ 
f~:---

~ 

all kinds . The most likely times for menta l illness to f 

develop are puberty , pregnancy , menopause , late middle 
age and retirement. We have considered and agreed that 

it is not practical to screen for mental illness in a 

generalized manner . . Instead, doctors , nurses, social 
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health visitors, teachers, family members and 
s~ould be made aware of the possible occurrence :.:·~:o.ds 

.,_.,,;~\i
1

~ · diseases and ensure 
;~:.::·;, . I ' : • 

that proper advice and 

:.unselling is being rendered. 
::~ ... :..· ., ... - . . 

1j~-~ . While control of mental diseases is equally 

:;,~;~-~tant at the three °levels of prevention - primary, 

·-\~<?-o.~dar:y and tertiary [ 13] , here we have placed 

--~·-:.-:'<;; ~,,:;-t;::k;rticular emphasis on aspects of primary prevention. 

that promotion of mental heal~h should be 

Health education should be enhanced to 

awareness of common mental health 

and to prevent the onset of disease. This is 

.,:, ···;-- .3.:--.::,··~::.:e:articularly relevant at a time in Hong Kong when 
.... j~;:,4 .:·!-:.~:.;:°:"':·t;_;t~.:::'.\ _. •, ·. !~ '.?J}:tt:: 1 e po ;::ic:t:nc::::::: i:: ::c:::::::h:::e :: 9 ;r ~:~n: 
i:.~ .. ~;-- .. /'.. 'possible slqw down in economic development. Such 

·..:t:~~ . ·.:·· .·· ~ .. 
~~ :~1 ,~:~ducational programmes should also aim at correcting 

.: . ·, .•. -~·--: 

_; .>· ·. : .,-_):1blic misconcep_tions about mental problems and 

-~ -~inimizing society ' s prejudice against mental patients. 

We have noted that among patients with mental 

less than 5% are psychotic cases. The ';::i _;:>:: .. . =:.· .'/problems, 
i:~ . . : . ' :' .. . . 
.,, ~ ·.( · . -:. l)laJ or 1 ty 
f .. : . ! ·. : 

is suffering from minor mental disorders 

.~;_~
11
; . :. :, ~-. ,. ·?~ual ly 

. ·,'." · . :· detection 
caused by psycho-social problems . Early 

of . these disorders and provisio_n .of 
-:.:":'~ . . ·:.: :\ ,: .. : ::·: 
._;:j , · appropriate care at a 

-~f: .. ,. · ..... · ..... ~_i9nif icantly prevent 

primary health care setting would 

their deterioration and in turn 
,'!"'. • • • ,•, 

~- · lessen the demand for specialist services. It is 
;\1 '· 
·J : therefore highly desirable that primary care doctors 

·~i .i.~ should possess skills to detecttheand manage minor 

~ psychiatric problems and refer serious cases to 
:~_11: 
~ · 

1, 
~~ :]f 
.. _,.if 
~ii 
'i 
'~ 
'·! 
~ ... a 
~ 

--------------------------------------------------------

[13] 
See paragraph 5.42. 
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psychiatrists . Under the who~e-person care approach in 

the practice of family medicine, primary care doc~ors 

should be able to detect and deal with minor mental 

prob lems . We recommend that mental health education 

should be strengthened . both at the undergraduate and 

postgraduate level in medical education, particularly 

in vocational training in family medicine . 

Health In£ormation System 

5 . 51. As observed by the two WHO consultants , 

" there is a remarkable lack of information about the 

heal th status of the population . This appears to be a 

major reason for the failure of the services to respond 

to major demographic and epidemiological changes. They 

have got ' stuck ' in the past. " Whether in health or 

other programmes, information and the proper use of it 

in planning and evaluation of services will ensure t he 

efficient use of resources and achieve the best 

results . 

5 .52. The health informatici"n vacuum referred to by 

the WHO consuitants exists partially at the 

territory-wide level but is more evident at the clinic 

or practice level . At the territory-wide level , 

currently available health information comprises too 

many statistics with too little interpretation in terms 

of public health . Vital statistics including birth and 

death rates, morbidity and mortality pat~erns and life 

expectancy figures are updated and published regularly 

to reflect the health status of the population and for 

the purposes of international comparison . Statistics 
on the provision and utilization of services also form 

an important part of the available data, very often 

perceived as performance indicators or achievement of 

certain declared objectives. However, insufficient use 

- 7 2 
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;.i{' nas· · been made of such health information for poJ,icy ·· 
i~-~}·.:: .' 1

.: f. • 

. ·?;7; = £ ··· · mulation and the planning of services in the health 

well as other services such as housing, 

services and environmental protection • 

.. . 
At · the clinic or practice level, the lack of 

~,..,:,·."'.~,.:;. ,.-·: comprehensive information about a patient ' s medical 
5.•A.; \·;:f-:; .• - • . 

,'· ::J;ptf{l'~· ·fl i~t~ry and health status has hampered the provision of 

/:" ii:~;}ri;'.:: ~.ontinui ty of care, the development of a close 

iJt~tri-:-~Ld((Y~tor-patient relati9nship . and the adoption Of more 

~r::_:;::>:<'.·:,.. ~pp; opriate treatment protocols. The issue of poor 

;:._\f};'.. q u~ i ity medical records now maintained at the 
~~:;::;: :~ .:~t~~~~: ·' ' . .... ~. '. : . 
;;;1:: ,·:,:-,:, . · .. Government GOP 

;~t:·::·r::::::;:~= : .. .. . · 
.::!,';:.;;,. ,>..;.}, :-..,·;. practices are 

clinics and similar problems in private 

addressed in Chapter Eight . on Clinic 

' -~~ . ~ rVic~s. 

;:::/'. \,;: .. ·. s .. 54. We have recognized at the very beginning of 
. : .. .:~ .. !ti5 :.~~-J! • · . : • :.. _ • 

:1f: . _.::;;~ :· · our .. review the need for health information. The ad hoe 

, lf ~~'.'.~t~~'· ;~{i.t.;eys commissioned by the Working Party were an 

ei~~dient measure to fill the prevailing . information 

gap. We are fully convinced that a systematic approach 

develop a health information system in Hong Kong is 

overdue. We recommend that collection, analysis~ 

"" . / ;·--:- ::\· :· : ·· :. 
· ut:ilization of information about health should be 

:.F. ,/ . .: .. : ~:},<.,.,·.substantially improved. 
.:· :i:.::· ;.'°,,:;,_!. . . . • ~ • 

. : _ ~·:·:~ :.·1:-\j< "·develop at several levels . 
\t ~.}t\,-.. i? .. .:: .... 

This information system should 

. :t:. \ ;·: . 
~:-'"':""''.·<.> · (i) Hea 1 th information at the territory-wide 
.-·~'·:=;~:~:!·· · · · or community level 
·-::~ . . :, -
?ll:· .. · .. ... 

5 .55. The development of a health information 
~ ~ ·r , . . •. ;- • . 

. ·-:.: · .. ;~·: : .. __ ::;.~~'- database 

level to 
is necessary 

support the 

at a territory- wide or community 

operational strategies of the 

.. ,;: ,..-;,: ii;,.,-=:.., . . _D~partrnent of Health and 

l ,fr ... health care programmes. 
,,• ~ 8: ••. 

general hea l th status of 
.. _. ·:. 

to determine priorities in 

Such data should include the 

the population in terms of 

7 3 



vital health statistics, the changing disease pat~erns, 
the impact of social and environmental conditions on 

community p~alth and utilization of existing health 

services 

members of 

·had given 

and resources . A small team comprising 

the Working Party and professional experts 

consideration to the role of health 

indicators in the development of a territory-wide 

health information system and had recommended that 

health indicators should be developed in Hong Kong. 

5.56. Health indicato~s are reliable, qua~tifiable 

and valid measures of health risks, health status , 

utiliz~tion of health care services and health outcomes 

of individuals and population groups in a community. 

They are useful in identifying health problems upon 

which specific targets of health intervention can be 

set and delivery of health care services planned 

acco.rding ly . 

have been 

level [14], 

Despite 

set at a 

we consider 

the fact that health indicators 

global, regional or national 

that Hong Kong should develop 

[l4 ] Global indicators in respect of 'Health For All By 
the Year 2000' include for instance an infant 
morta~ity rate below SO per 1 OOO, a life 
expectancy of ove~ 60 years, readily available 
primary health care such as immunization against 
six key childhood diseases. The WHO European 
Region has developed 38 targets for the attainment 
of health . For example, on infant mortality and 
life expectancy at birth, the WHO European 
Region's targets are less than 20 per 1 OOO live 
births and at least 75 years by the .year 2000. In 
the UK and USA, the public health service has 
developed health strategy targets with specific 
objectives which are translated into measurable 
defined outcomes. For instance , indicators such 
as life expectancy at birth of 78 ye~rs and infant 
mortality of no more than 7 per 1 OO O live births 
by the ye?r 2000 are proposed in the US Promoting 
Health/?reventing Disease Year 2000 Objedtives for 
the Nation which updates previous targets set for 
the year 199 0 . 
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health ·indicators or targets based on 
Conv~ntional health indices will, .ilr: ~::al ow~on::~io~:. 

.. ::.,.' ·,r;. :·,. · however, continue to be compiled for international 
-r.:.; ·-~:t~r~:. · -·· . . · 

and as an indication of the health ·,: · ·.·/_;:~. ·: . . comparison purposes 
·:~. -,?i~&. .. :·· . . . . . 
:",:·. ·'~t~-' . of the population as a whole . The preferred approach 
B~ .. ~. :·:Jit:~f · .. ·. · · 

'~ r;;;;,::::g ::::;:::: u:::::::::ruc:f hea: th :::::~::::i:: i:::: 
'~ r ·:Jt.• ':·· ~=:er ::r a;~:~!:: :::::::::;:~::r:~ i::~:;:::::: 
:~ '.;.;:,;::<? i ·. :::::~::ec:::ci:~:: t::~:::;:;:s :::a :::::~::i:: 

-~·· 

f I 

i:.~ ~f~~:~-:_--.~~::_- __ . . -
.. :, . .. 
"t: ••• 
,.:!.- .. f iif,-~; ' (b) 

·. :• t~;;;; ·:}, . 
... ~ ;::.;.:?· . ·- .. .... 

t:it- · ' 
··.: r::) ... . -· 

delegated to 

formulating 

consideration 

prevailing 

and health 

specialist 

these 

should 

working panels . In 

specific targets, 

be given to the 

social , economic, environmental 

factors which are relevant to the 

attainment of the goals; 

the conduct 

to compare 

of 

the 

small area analysis in order 

incidence of health problems 

or the prevalence of specific health 

characteristics between diff~rent 

geographical areas which .may vary according 

t o the social and economic circumstances of 

the population living in the area, the 

env'ironmental conditions and the provision of 

health 

s uch 

place 

and medical services. In Hong Kong, 

small area analyses could best take 

in each administrative district with 

full community participation; and 
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" 

(c) the establishment of a register of hea l th and 

health service studies to monitor ali 

available 

i ntelligence 

sources of health-related 

which may contribute to the 

development and use of indicators . 

(ii) Health information at the s ervi c e level 

5 . 57 . The cost- e f fectiveness and quality of health 

services should be subject to regular evaluation in 

which information is an indispensable tool . We 

consider that each service division , whether in health 

educat ion, control of communicable diseases or the 

s t udent health services , should have built- in capacity 

and res·ources 

Collaboration 

associations 

encouraged and 

to 

with 

and 

the 

conduct 

the 

private 

findings 

made publicly availabl e . 

research and surveys . 

universities , medical 

practitioners should be 

of these studies should be 

(iii) Health information at the c lini c or pr acti ce level 

5 . 58. As revealed by the HKU GOP Survey, the 

contents of medical consult~tions in a clinic is t he 

key source of data which can be fruitfully utilized to 

initiate changes both in term~ of servi ce management 

and professional practice. Unfortunately , until the 

introduction of medical records for individual patients 

at four GOP clinics recently , most of these data have 

been lost or neglected . · As a resu l t, the GOP service· 

has "got ' stuck' in the past" and has failed to adapt 

itself to changi ng needs. 

5 . 59 . To rectify the situation , we recommend that a 

computer- based clinical information system should be 
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-~ i~di vidual 

in the GOP service . The purpose of a 

information system is to store data on 

patients ~nd, from this, to rroduce clinical 
. , ... 
\' iriforma ti on to 

' ... ·. 
support the management of the patient ' s 

:~ondi tion and 
~<. '· : . • 

·\ii.e1p 
to provide administrative inform·ation to 

in the management of resources. The 
.,. ·. 

/ implementation of this system would promote continuity 

.o?-~~f~-6t=/; care , provide professional satisfaction to doctors 
:.~ ~-·.. . 

, ::;·in-h ·· GOP . clinics who could then initiate appropriate 
~~· f: :' .. :~. 

'.'·· __ :;: treatment for individual patients and facilitate health 

;r:Jtr ;::t::n' re ::ar::u l :nd en::;:in~!:g b:: ~:: t::::gem:: t t:: 
-r: ~ •. .;;,; . . resources in the 9linic and provide opportunities for 

• :~~ >-.;:• ?{'(? 'J • • . ' I • :. i,~~il?t~ ?:.; -~;~!location of resources to be·st meet the needs of 
;.'. - ?;~;· ) ) 1?~: .. f.he.', service . 

tJ~h!; h~. We are 
·--, ) · -:: i1.-.. :the . Department of ~} {;~;·_:>---:.~. -. : . ·,, ~ ' 

aware of ongoing discussions between 

Health and a HKU research team on a 

" :.: · :' ... proposed three-year programme for the development of a 
•, 

~:?' .; ~ ·,>:· ... ciinical 
::: 't:j;. ·.<~£~:~ ~ -~.,. . 

information system in the GOP service . We 

that this proposed programme should commence ; t ··;•· ... ~~-,·recommend 
.;: . :. ' .. -:_~:.:.·. '! 

· .. :: -~,,; .• -.~ . . ,~- ?l,S ;soon as possible . 
:,,: ;i·~~~(s~"-~-~-

In.formation Unit 
..... 

.:.·-~ ; ·-" 

· :,.: health 
To improve the collection and analysis of 

information and to undertake the various new 

'rJ -::......,: •. ;- • •• .. . 
-.-· .:. ·-· 

initia~ives mentioned in this section , we recommend 

that the present St?tistical Unit in the· Department of 

Health should be strengthened and expanded to become a 

Health Information Unit. This Unit should also 

undertake research in primary health care in 

conjunction with the universities , the HKCGP and other 

medical as sociations . It should also devise and 

implement a mechanism for the dissemination of health 
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information and findings of health service research to 

health care professionals and members of the public . 

One· example is the epidemiological bulletin that we 

have recommended in paragraph 5 . 40(b) . 

Concl usi on 

This chapter has extensively reviewed health 

promotion and preventive care services the importance 

and contribution of which to the health of the 

population have so often been taken for granted . While 

acknowledging that there are resource constraints ·in 

the medical and health programme, · the emphasis and 

resources devoted to health promotion and preventive 

care will help to contain health costs in the long 

run . We would like to reiterate that success in health 

promotion and 

the efforts 

of Government 

disease prevention depends very much on 

and co-operation of the other policy arms 

such as in the programmes on education, 

labour , 

social 

environmental 

welfare as 

protec~ion , municipal services, 

well as the acceptance of 

responsibility by individuals, families and the 

community. We hope that our deliberations in the 

report on this important area would receive the 

enthusiastic support of the parties concerned . 
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CHAPTER SIX 

SCREENING SERVICES 

'"~!';-;Xt(. 6 ;;~ .. Health screening helps to detect the disease 

,;,;}iit~~r:~~r:]:~ -_so as to facilitate treatment to be promptly 

~-,:: :.t,~:-= . ... prov:J,ded and to forestal 1 the disease from worsening . 

3]f t:~::. ::~!d m::::::e a t::al ::!:r ::P~!::!:: ::!~:m::t t:: 
,.;.,1,.:":','.,:-•.. primary and s pecialist health care . · Different 
~~~;;_:t;2· :· · · ~ : · . 
-~~;=-~.~0 -·sc:r:eening programmes for specific target g:z;-oups -are 
~~t/:·. . 

.::-:i .-,,-,,::,_. already being provided in the primary health care 
-~~;~;i ·... . . 
;.r~:-':/ services delivered by the public sector . This chapter ... .. -··· .... 

: ... ~,c)'.t •• • • • 

--~:·.;,_::_ .,.·,discusses the broad principles for health screening 
.. :~·-,:'~~;)~~~\~: . : ··: . . .. 

;,;~-.a;):-:-.,,;,._ • .-, ··programmes, revi ews the existing screening services , 
~ f:}t,:·..:~.;\r: . .. . 

'..?.-B:~ : ·.,· - proposes new · ini tia ti ves and examines the role o f 
.;~,-.:1:;;~;11; ::~,,·· ~ !. 

;.:,${ .. =-Government and other sectors. 

~~J{ft>>· 
~-~~~,:..9 :} ~- . We have defined screening as the presumptive 

~ri~;f 0

fdentification of urirecognized disease or defect by the ~~i:~-;~.:!~!-, . . .. 
= ·{}~: ;·~-.,:. ·app 1 ic a ti on 

;t;S~::~;J .. 
~;5:~i:·-::':; : procedures . 

of simple tests , examination or other 

Screening tests are valuable -means which 
~~.:.~ti:~~ ... r .... 
~lt::·· :~~" $6_rt out apparently wel 1 

~ l~/~:~~/. :·. ~. ·. . ·. : 
persons who probably have a 

probably do not. Appropriate· _:-,;-.;: •_ . , .. , . disease from those who 
;_ ...... ~..a~::..:~~ ... fi:f{~JJ:· ~~eat_ment could then be promptly prescribed . 

:tf ~~j.\ ~ . 3 
; 

;..-;~-if::,.- . . . ·in the 
:.-:.J :.: . \. :·: . 
:;. ··': · · ~ : screening. 

,;.J• .. • • • 

Health screening programmes can be conducted 

form of mass screening or 

Hass screenin g is the 

opportunistic 

application of 

J.;~;,~~,,-. tests or other examination procedures to unselected 

/i- ·;···.· individuals within a defined population group , for 

... . :!: · example, women of a certain age group or the elderly 
: ...... . , ..... t: 
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: . . . 

above a particular age , through a system of call and 

recall. Opportunistic screening is carried out in a 

clinic setting when doctors, especially t hose at the 

primary care level , apply screening tests during normal · 

consultations to patients who come to see .them for 

other health problems. Identification of patients for 

in this context i s u sually screening procedures 

prompted by the patient's current health status , his 

medical history, occupation and a combination of other 

factors. It is not always necessary for the attending 

doctor himself to carry out the screening procedures; 

he may refer or advise his patient to obtain the 

service elsewhere. 

Cost- effectiveness of Mass Health Screening 

6.4. While health screening is generally an 

e:fifective means to detect the occurrence of disease , we 

consider that the following principles should be 

observed , particularly in contemplating any mass 

screening programmes -

(a) not every disease can be screened and not 

every investigation can be used as a 

screening test ; 

(b) screening programmes should be cost- effective 

and high- yield in terms of detection of 

diseases : they should be epidemiologically 

validated and linked to the risk of morbidity 

in different population sub-groups; 

(c) screening programmes should be confined to 

diseases which are important causes of 

morbidity and mortality ; 
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(d) screening for 
than general 

basis . ·would 

resources; 

specific 
screening 

be a -· more 

target groups rather 
on a population-wide 

effective use of 

(e) periodical screening at prescribed intervals 

such as 

development · 

at various 

v{OUld be 

stages of a child's 

more effective than 

frequent screening at regular intervals, say, 

on an annual basis; 

(f) facilities · and resources must be av~ilable 

for the diagnosis and treatment of· disor.de-rs 

identified in the screening procedure and the 

disorder screened must be amenable to 

treatment; and 

(g) massive screening 

conducted · without 

programmes 

due regard to 

which are 

the above 

factors could be counter-productive in terms 

of creating anxiety among patients to be 

screened, exerting undue pressure upon 

medical services and thus depriving those 

genuinely in need of an opportunity for early 

treatment. 

6 .5. We have pointed out in Chapter Five that the 

present delivery and planning of health care services 

in Hong Kong are hampered by the limited availability 

of health information. Without a detai1ed and 

comprehensive epidemiological analysis of the health 

status and health problems of the population, it would 
not be meaningful to introduce mass screening 

programmes for all on a ·territory-wide basis. We 

therefore recommend that in the local context, 

screening programmes targeted towards diseases or 
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population sub-groups should be more cost-effective 
than general population 

different approaches should 

screening . In addition, 

be adopted ·for different 

target groups in the provision of screening services . 

Scr eening Progr ammes 

6. 6. We have looked into the need for and benefits 

of screening for different population sub-groups . We 

beg~n by reviewing existing screening activities in 

Hong Kong notably those provided by the public sector 

which can be categorized under various life stages : 

pregnancy, infancy, childhood and adulthood . 

Screening for Women of Chi ld- bearing Age and ~ewborns 

6. 7. The Family Health Service of the Department 

of Health provides a range of health screening services 

to women of child- bearing age and newborns at MCH 

centres . The services available include -

(a) Antenatal and Postnatal Screening 

For pregnant women, 

prenatal 

high- risk 

diagnosis 

or 

antenatal screening and 

are available for 

common defects and 

abnormalities, such as neural tube defects 

for the non- Chinese women who are the 

high-risk group and chromosomal abnormality 

for women over 35 years of age and those with 

previous children having chromosomal 

abnormality. The diagnostic techniques . 
include amniocentesis, chorionic villus 

biopsy, foetal blood sampling and 

ultrasound. Antenatal care servi ces 

including complete physical and obstetrical 
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( C) 
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examinations 
management of 

for early detection and 
high-risk pregnancy, routine 

investiga~ion inci6ding haemoglobin level, 

biood group, Rhesus factor, screening for 

syphilis, rubella antibodies and Hepatitis B 

surface antigen are also performed . After 

delivery, mothers are encouraged to return to 

MCH centres for postnatal check- ups during 

which complete physical and gynaecologica·l 

examinations are performed. 

Physical Examination and Screening of 
Biochemical Disorders in Newbo~ns 

In order 

development, 

examination 

to promote optimal health and 

health screening and physical 

begin at the very early stage of 

life immediately after birth. At present, 

two bioche.mical 

occur frequently 

screened for : 

disorders in newborns which 

in Hong Kong are routinely 

(a) glucose-6-phosphate-

dehydrogenase G6PD deficiency occurring 

in 4 . 13% of males and 0.33% of females; and 

(b) congenital hypothroidism occurring in 

1 3 030 births. All newborn babies are 

covered in the Combined Neonatal Screening 

Programme in the Clinica-1 Genetic Service of 

the bepartment of Health. Routine physical 
examinations are also offered to newborn 

babies during the initial visit to MCH 

centres shortly after birth. 

Family Planning Service 

Family planning service is made available to 

women of child-bearing age at several stages, 
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including ·antepartum and postpartum periods. 

Besides 

planning 

· control, 

educating and 

and providing 

promoting family 

means of birth 

medical examina·tion and cervical 

cytology screening during annual check-up for 

women over 30 .Years of age are also 

available. Family planning service including 

health screening is also actively promoted by 

the Hong Kong Family Planning Association 

subvented by Government. 

Except for a nominal attendance fee of $1 at the 

Government family planning clinics, all the above 

services are provided free .of charge. 

6. 8 . The various sc:r:eening programmes for 
antenatal and postnatal care. and · for. neonates are 

generally effective and are providing a useful service 

to the com~unity. However , we have identified a gap in 

the existing screening services for women. At MCH 

centres, women attending for antenatal and postnatal 

care receive other screening tests such as blood 

pressure measurement to detect hypertension, breast 

examination · 

mellitus. 

and urine examination for diabetes 

Women attending the family planning clinics 

are pr.ovided . with medical examination and ce~vical 

cytology service. However , women who fall outside the 

client groups of these facilities, such as menopausal 

women, women who have been sterilized or unmarried 

women, are not being cared . for . The only service 

available to them is the cervical cytology screening 

programme which offers cervical smears to women over 

the age of 30 at four selected MCH centres. 

6. 9. 

Party 

During its visit to Singapore, the Working 

delegation was impressed by the range of 
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promotive and preventive hea lth services operated there 

for women of all ages. In the well-woman clinic 

located in Singapore's polycli~ics, special services 

including general medical check-up , screening for 
. cancers of 

and diabetes 

the cervix and breast, high blood pressure 

mellitus are provided to the atte~ding 

women at a charge . . We consider that women in Hong Kong 

have the same health needs as their counterparts in 

:t ·, ~.'=' . :·· ·Singapore . To provide preventive health service to 

/ ...::,.~~=~-~,., . women of all ages, we recommend that wel 1-woman clinics 

, ,-

should be set up as part and parcel of the Family 

Health 

such 

Service . 

services 

As 

should 

two MCH centres. 

6.10. In well-woman 

a 

be 

fir-st step, we recommend that 

provided on a pilot basis at 

_clinics, emphasis should be 
placed 

.:~ ?-'·.<}·.:. _. a means of health promotion and maintenance. Health 
·~ 

on health education and counselling for women as 

.. 
· · ~ screening programmes for the early detection of s~rious 

;J { .:.· :;, .: .\.~ health problems and diseases should be provided. The 

;~:-.~~+ .. ~- -~·· ·· latter should be planned according to the prin~iples of 

. l>.l .. 

. fil 
~ :. 

- . 

... . . 
screening including cost-effectiveness . These should 

include general medical examination . carried out at 

periodical or prescribed intervals, rubella antibody 

screening and rubella vaccination for women who plan to 

become pregnant rather than being confined to a certain 

age group, screening for diabetes mellitus for those 

aged 45 and above by testing urine annually for sugar, 

periodic 

sexually 

aged 30 

cervical cytology screening for w~men who are 

active and not necessarily confined to those 

and ·above . S9reening for carcinoma of breast 
at prescribed intervals and education on breast 

self-examination should cover all women. Screening for 

hypertension . by regular but not necessarily frequent 

blood pressure measurement should be included in the 
service 9ffered . 
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We expect queries or criticisms as to why 6 . 11 . 

women groups -should be a target for screening 

activities . We consider well-woman screening to be 

justified on the grounds. that in Hong Kong , malignant 

neoplasm is the leading cause of death and in the 
. 

female population , cancer of breast and cancer of · 

cervix rank second and sixth as causes of death due to 

cancers . 

early by 

Moreover, 

These diseases may be prevented or diagnosed 

screening 

women have 

promotion and health 

emphasis 

well-woman 

tests and 

an important 

care in the 

health education . 

role to play in 

family and the 

on health 

clinics 

education and counselling in 

would enable ~them to better 

discharge their functions. 

Screening for Pre-school Children 

6 . 12. 

Department 

for the 

Under the Family Health Service of the 

of Hea l th the following programmed services 

0- 5 age group are available at MCH centres 

which aim to screen, detect and assess early 

developmental abnorma l ities among children so as to 

initiate early remedial treatment and rehabilitation -

(a) periodic physical examination; and 

(b) Comprehensive Observation Scheme . 

Under the COS, children are offered periodic screening 

tests at the age of ten weeks, nine months and three 

gross motor and posture development , fine 

hea_ring and language, social and adaptive 

years, for 

manipulation, 

behaviour , vision , head circumference, body weight and 

body length measurement . Special observation is made 

for abnormal or at-risk infants. Cases with suspected 

defects are referred to the appropriate specialist 
< 

86 

r 
r 
r 
I 

r 

r 
I 

1 [ 

1 l 

! [ 
([ 

I l 
f l 

,I 



and Child Assessment Centres for diagnosis, 

::~·. treatment and follow-up supervision . 
,. 'IJ: . • 

·''·t· . . . 
·.·· 

~:·· .. 6 . 13 . This service is highly commended by the WHO 

:: consultants and is well received by parents . 
~. '• 

v· . .. 
~\'= .... -.: ! 

\\~. screening for Students 
•. : ~: . ~ 
:J(}" 

~~:~·,-.. :~ .... 14... The current provision of health and medical 

. . ~:.,~;erv.ices to school children will be thoroughly reviewed 
~~:,r";·:·~tci=-: }.$" .,. ..... . 

:·'{ ."'.fl'i.'i~: , ·:: ·and discussed in Chapter Seven on Student Health 
~~~~; ~~ ~it}}.:~· .. 
JY····,~.'-. · ·services We have concluded in that review that a ·· .. ::5\':1~.~:./ .,. . • 
~," .. :· ::;;~t:-It - comp:r:ehensive and co-ordinated health screening 
~.., · 1:;;j_t!--~~·#. . : : 
!&'5- .: ~~~.'.: • .programme for students is urgently required. 
r,:;.·r: .. f'-":-~:-.r:·~ -J . . ,. ~ 

~1;} l. '.· ciccupa tiona 1 Hea 1 th-re 1 a ted Screening 

·~:; ·r.: 
~ ~~ ~; .. 
?"'• •• :.. 

';-• \ 7-'\i"' ' r l •-' 
The Occupational Health Division of the 

~J; ·.::-;~· • ::·· ··.· ... ,,.. .. Labour Department carries 
» !,i: . =~fi:-:_,. ~ '•... . out medical examinations of 

J: • ,.:~.;: . personnel exposed to ionizing radiation, users of _}:,. .!:z~l~ ... ·. . : 
\'' :'·:·-if~ .. --- ·c-ompressed-air breathing apparatus, and of government 
fi,. '"-·t~cff.: '· '. 
:f .. ·:~~ft;\· · employees engaged in diving or pest control or working 
·:,1 ~ \ ·.~f.·~~.,. . 

f;; r~t!.i.:'.:··: .. in compressed air [l] . The aim is to ensure early 

. J\:·jrllf~/.·,'· .. ~-~tection of any diseases associated with such 
' .. · '. ;-~~];:: · -· o~cupational hazards and to institute treatment t.:.~~.~-viffi..: .. ~~ .. · · - · 
• ·:.: ... ·~f.'~,:· p~omptly . 
~- . ?:·9:".;.:.t~? ... --: ..:· .:. .. . 

. =I :\· ·./.·2-\:~· · ,epgaged 

Occupational 

the medical 

Health Officers are . also 

assessment of air traffic 

~~d-"-.,-- ,.:,<?.'<?.nt.fol officers, professional air crew and private 

. \" . , . 

·! • • 

•• .:.J 

--------------------------------------------------------

[l] 
In 1989, 1 041 medical exarninations · of workers 
exposed to these· hazards were conducted . 
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plane pilots to ensure cornp1iance with internati6nal 

aviation standards[2] . 

screening for Employees 

6.16 . Pr~-employrnent medical examinations in 

private and public sectors provide· another opportunity 

for screening . The examination usual l y includes blood 

pressure measurement , urine tests , chest X-ray and 

general examination . If necessary, tests for colour 

blindness and visual acuity are also carried ·out. The 

Medical Examination Board of the Department of Health 

is responsible fot examination of all applicants for 

civil service jobs prio·r to appointment, while private 

practitioners are ~ngaged either on a fee-for-service 

or contract basis to pe.rform stich examinations for 

companies and various establishments in the private 

sector. Some private corporations also provide regular 

medical check-up for their staff as part of the medical 

benefits package. 

Screening for the Elderly . 

6.17. 

the 

Despite 

elderly, 

the well acknowledged health needs of 

their 

hospital and clinic 

heavy 

services 

demand 

and 

on the existing 

the ageing of ~ong 

Kong ' s population, there is no comprehensive preventive 

h·eal th care .programme for the elderly. The emphasis so 

far has been on educating the elderly. to a hea l thy 

lifestyle and· stressing the importance of early 

[2 J In 1989, 244 such ~ssessments were made. 

88 

' ~ .-
" 

• ~- I 



'{: : ·treat·ment of diseases . Health screening programmes for 

elderly are available in a number of social welfare 

~~ ,g~rtcies whi~h 

L.· . ser:v.ices. 

·are actively involved in elderly 

,.. 6 .18 •· In line .with the broad prj,.nciples for 

ij.*~~.) ·.~creening, we 
1 c' ;;:;1i~. ···at .this stage a mass·i ve screening programme for al 1 

do not consider it desirable to advocate 

.:.-.•~;-·~;; .. ::,,. . 
;,:_:t\J}.::'. ·elderly people above a certain age . Old people. are 

fr;: . ·::~:::;e::nd :e:~:::m:~: :;:~ ~:i ~ ~~::::::::~::::~:::~e :::::. 
best be looked after by their primary care 

Referral for screening and investisations 

be par± and parcel of good family medicine · which 

strongly feel .should be developed in both publ,ic and 

out-pat.ient c .are . r;ye tn.ere;Eore .-recommend the 

;,,::·.y, ,:··,,: .. In.tr:oduction of o.pportunist~c" scre~ning for the elp.~rly. 

,-!tit ::::ey 65 sh:::d ~::: a::~::in:f ~o:h:~~!li::~en:::g HK:~:~: 
~-:i f~:·;~··fi~~'-: .. _'.. ·clinics were the . elderly aged 65 and above, a 
-~ ;£:./ .'-!"!..'··' proportion higher than t,he 9"eneral population . These 
... :~ ~~··/ ·~ :=: (:~}·~· . . . . • 

:r.7;,.· .:.:';. "."., ,,. patients were also found to be poorer, less well 
::;~·, : -~~: .. 

1; _[ ·: -~ .~ . educated and hence more in meed of preventive/ health 
. / ·,.:• ~- .. : 

..., • • ~ l . 

-~· . 

services . Such screening activities should be 

1:>rimarily aimed at detecting diseases which are 

.prevalent in the aged and which will lead to a serious 

sequelae if not · treated at an early stage . These 

diseases include hyperten~ion, diabetes me~litus, eye 

diseases , mental diseases, chronic respiratory diseases 

and musculo-skeletal problems. 

would include simple history 

blood pressure, examination of 

The screening programme 

taking, measurement of 

urine, test Qf vision 

and hearing. If abnormalities are detected, referral 

to relevant specialties wo~ld be made. 
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Screening for Other Adult Groups 

6.19. Having regard to · the mortality data in Hong 

Kong[3], we recommend that consideration should also 

be given to the introduction qf opportunistic screening 

for patients attending GOP clinics who are aged 45 to 

94 . These people should be screened for diseases not 

necessarily related to the health problem leading them 

to seek clinic service such as cough and cold. 

6 .20. · Under this approach, the doctors at the 

clinics would, by making reference t6 the health status 

and ·medical record of patients , identify targets for 

screening ahd the tests required . Such screening could 

consi-st of some procedures and laboratory te·sts to be 

delivered by specially trained nurses. · This might 

involve making reference to the family and social 

history of the patient, physical examination on height, 

weight, blood pressure, breast examination, simple 

laboratory tests which may include urine analysis and 

health education to promote knowledge of health and 

disease and healthy lifestyle. 

The Role of Government and Other Sectors 

6 . 21. As can be seen from above, Government is 

already providing screening services of· varying degre.es 

o.f coverage. The services provided reflect 

Government's commitment in the promoti~n of public 

--------------------------------------------------------

[ 3 J 
A summary of mortality data in Hong Kong for the 
year 1988 is at Appendix 11 . 
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. health and ·has cont~ibuted significantly 

Hong Kong's impressive health indices, 

infant mortaljty and maternal mortality 

to some of 

such as low 

rates. We 

tecommend that the existing screening programmes for 

··' ·women of child-bearing age, newborns and pre-school 

· children should continue and a comprehensive screening 

programme for school children under the new Student 

Service be introduced~ 

Any further expansion of Government provision 

of programmes should, however, take into 
ac·c'Ount the following factors -

(a) screening services especially for well 

persons should not be provided ·as an isolated 

programme, but should be regarded as a 

component of good family practice at the 

prim~ry medical care level; 

(b) Government provision of additional health 

( C) 

screening programmes as an "available for 

~11 11 service may · not be ju~tified , at least 

at this point in time when there are 

inadequate information on the health needs of 

the population and other priority areas to be 
tackled; 

the success of 

heavily subsidized 

lead to demands 

a Government-run free or 

screening seryice could 

for the service to be made 

universally available and generate . increased 

pressure on Government's fjnite resourcesi 

and 

(d) health maintenance such as 

requires a multi-factorial 

1 
for the elderly I 

approach and it !l 
!; , . 
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will not be sufficient .to provide a screening 

programme without tackling the other aspects 

such as sociai support, environment, housing 

and mobii1ty. 

recommend 

In the light of the above considerations, we 

that new initiatives in this area should be 

built on the existing infrastructure in order to bridge 

an obvious gap in screening services and to strengthen 

health promotion and disease prevention for certain 

specific groups. These include well- woman screening at 

MCH centres and opportunistic screening for the eld~rly 

and thpse aged 45 to 64 attending GOP clinics. 

6.24. Apart from Government, other parties have a 

role to play in promoting health screening. Employers 

should be encouraged to provide screening as part of 

the pre-employment medical examination, and regular 

follow-up screening as part of employment benefits. 

Since Government itself is the biggest employer in Hong 

Kong , it should assume a leading role . Insurance 

companies should provide regular health screening for 

their policy holders as part of the insurance schemes. 

Private practitioners should be encquraged to practise 

anticipatory medicine(4) and in the course of their 

[ 4 ] Anticipatory Medicine is a term used to describe 
medical practice providing anticipatory care to 
patients. It provides health promotion and 
maintenance, disease prevention and cure, as 
health activities complementary to each other, 
averting the danger of polarization of attitudes 
and activities between prevention on the one hand 
and treatment on the other. 
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t i?~~·ctice, to carry out opportunistic screening and to 

;, j ·romote awareness of health among their patients . 

f Appropriate screening activities could also be included 

the scope of service to be provided at public · ,,. in 
j/~1inics contracted out to groups of doctors in the 

:~f:·n~n.-government sector as discussed in Chapter Eight . 

\\. 
-i!_:-· implementation and Evaluation of Screening Programmes 

~Ji: . : :~ ··:· 
_J). ~6·. 25. We recommend that the proposed n~w 

:-."·J:':-·=; . . . 
,:/i:. ~ , initiatives should be conducted on a pilot basis •linked 

?;·;~r,?.t:··~ ,. . . . 
,/(if/'.:='!.;.: to· a detailed evaluation plan designed to assess the 

~ · J:?3~;.·_;·.;,· · ts and benefits of this approach compared to other • - _, ,.'I. ,•3 :.. cos 
,t i:J~~;~.:· . . . . 

- -~4. .. :..:.:J ,options for providing preventiv e health care . we 
:'"'c~~~t~it-. =:-:. . 
~;::· -;:-:f;:~0 • ...further recommend that expert working groups should · be 

to design the details of each of the various 

screening services , the appropriate screening 'protocols 

the evaluation plan. 

~f~)t· :~::~se ::::::tib::ree:!::lv~:g an th~nte:::~ti:::t :: . 
;?t-=t;..!· .. ·. different disciplines of the health services, each 

.~ })df,,:'· :::::se:es:::•i:~:fe:::t sc::::~:g ::::::~• f:: :~~~e:::: 

.-~ :· 
' . ~ 

: .. ,· .. 

has been l ittle ·collaboration between the public 

and private sectors on this matter . We recommend the 

tormation of an advisory committee to ev_aluate the 

effectiveness of the opportunistic case-finding 

approach and to advise on the need for mor~ screening 

on the basis of the findings of the evaluation and the 

adoption of other approaches . 

Conclusion 

6.27 . Health screening plays an important part in 

any early detection and disease control programmes. 
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Unlike curative services which are almost entirely 

patient-initiated, screening services are provided 

either as part of a disease prevention programme or are 

promoted by frontline health workers. To ensure that 

the investment of resources on screening services is 

justified, we should adopt the most cost-effective 

approach f?r different target groups . 

6.28. In general, we are satisfied with the present 

screening services that are universally accessible to 

pregnant women and pre-school children . ·and feel 

strongly that these should be extended to school 

children . These services which are 

developmental-related help to reduce the incidence of 

preventable genetic diseases and the prevalence of 

developmehtal disorders which are amenable to early 

intervention. Continued emphasis should be placed on 

these programmes and attendance of mothers and children 

should be further promoted. 

6.29. In the case of health screening for adult 

groups which should be more disease-related, we have 

adopted a very cautious attitude. We do not consider 

it appropriate to introduce separate screening 

programmes for the general population on a massive 

scale. The new initiatives that we have proposed are 

based on the existing service infrastructure, either~~ 

part and parcel of the FHS or a component of good 

family practice at GOP. clinics . Nei,ther have we 

advocated that such screening services should be made 

free for all. Except for those who cannot afford to 

pay, we consider 

be provided at 

costs including 

that these screening services should 

a charge to recover the investigation 

laboratory expenses. This would help 

to instil among individual recipients of the service a 

94 

_)l ~, 
r 
~I 
~! ·, 



\~~_ sense of responsi~ility towards maintaining and 

_promoting their own health and provide a rational basis 

,;;-.,.· · · for regulating the demand for these quality services . 

~t :: Lastly, these :r.;mi .. 

ff:• ::al:at:~~~-t 
ff_ 

~!1~1:. 
. :- . 

- .;.~:-= .. - --..·~~ -·- -: : : ... • ; .• 

~;~~ii]:;<; 
i~'.)f . 
. :~~~-:.: ~:.-:=·~-~ : 

tf'j/· 
,i;:::-1) 
i(.;/:::·. 
~:~:::~: :;; ~-.. ~- .... 

~{~; \. : :;;~ . 

. . · .. 

screening services should be introduceq 

basis subject to close monitoring and 
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CHAPTER SEVEN 

STPDENT HEALTH SERVICES 

Introduction 

7 . 1 . Children are our future . It is an important 

role of government, recognized throughout the world , to 

ensure that young people grow up to be healthy adults. 

We have evaluated the existing health s.ervices for 

pre- school children in Chapter Five . This cha pter 

discusses the provision of health services for school 

children, with particular refer ence to the School 

Medical Service Scheme which the Working Party i s 

specifically required to review by its terms of 

reference . 

Curre n t Provision of Health and 
Medical s ervices for School Chi ldren 

Background 

7 . 2. The first School Medical and Health Service 

which began in 1927 was provided entirely by Government 

staff: In the 1920s , its main functions were to detect 

as e arly as possible any health problems in school 

children, to cure minor complaints and corre·ct minor 

defects, and to control the hygien~ standards in 

schools . By 1955, Government was having difficu l ties 

in continuing the service owing to a- shortage of 

medi cal staff and facilities to meet _the growing 

demand . In 1959, alternative arrangements were devised 

resul ti'ng in the health aspect of the se.rvice being 

separated from the medical aspect . The health services 

were subsumed 

provided by the 

within the general 

·then Medical and 
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while the medical aspect was contracted out to private 

practitioners who volunteered to · participate in a 

scheme . This was the beginning of the School Medical 

service which was officially established in 1964 . 

The School Medical Service 

Objectives 

The School Medical Service Scheme has been in 

operation sfnce 1964 with the following objectives -

II To enable school children to gain the maximum 

benefit from available education facilities, 

and to ensure, as far as possible , a hea lthy 

adult populatton in the future. 11 

7.4. As made clear in the short title to the 

School Medical Service Board Incorporation Ordinance 

(Chapter . 1111), the scheme provides economical medical 

treatment for the students of participating school~. 

The scheme is ~xtended to all children in Primary 

S.chaols and Secondary One to Secondary Three of 

Secondary Schools. 

7.5. For 

appointed by 

late 1988 to 

the sake of clarity, the working _group 

the Secretary for Health and Welfare in 

review the SMS[l] recommended that the 

[ 1 J 
The working group was appointed to review the 
objectives and operation of the SMS in the light 
of some growing dissatisfaction about the scheme 
at the beginning of the 1988/89 school year. Its 
recommendations have· led to certain changes in the 
operation of the scheme in 'the following year 
which were discussed in paragraphs 7.9 to · 7.11 . 
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objectives sho'uld be slightly rewritten as follows -

"To promote and maintain the mental and 

physical health of school children primarily 

through low-cbst medical . treatment so as to 

enable them to obtain the maximum benefit 

from available education facilities and to 

develop · into a healthy adul t population in 

the future ." 

This revi~ed version was subsequently endorsed by the 

SMS Board . 

Operation of the Scheme 

7 . 6 . The SMS is operated on a school basis . 

Participation in the scheme is entirely voluntary on 

the part of the schools , students and doctors. 

Students of a participating school who wish to join the 

scheme are enrolled with a doctor participating in the 

scheme . In return for an annual capitation grant from 

Government and an enrolment fee payable by parents, the 

participating 

number of 

doctor is obliged to provide an unlimited 

medical consultations for the student 

enrolled with him during the year. In the school year 

1989/90 , a per v.isit charge was introduced. In return, 

the student-patient is entitled to a minimum 

prescription of two days' medicine. 

7.7 . Doctors who participate in the scheme provide 

mainly a curative service. He will examine the 

student-patient, make a diagnosis and deal with the 

student's problem by treating him in his clinic· and 

supply him with medicine, or where necessary, refer him 

to · an appropriate person or institution for further 

examination or treatment. 
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-Administration 

7.8. The scheme is administered ·by a statutory 

Board,. the SMS Board , constituted under the provisions 

of the School Medical Service Incorporation Ordinance . 

The Board has the statutory duty to operate a scheme· to 

provide economical medical treat ment to participating 

.school children and to administer any ancillary matter 

in connection with this duty . The Board has powers to 

enter into contracts, to acquire , 

or dispose of land , buildings , vehicles and 

equipment and to rai?e or borrow money . It has its own. 

office in rented accommodat~on and employs a full-time 

secretary and six staff . The cost of this 

Administration 

Department of 

programme . 

Unit is 

Health 

met from _funds prov.ided by the 

under the medical subvention 

Recent Developments 

7 . 9 . Until 1988, the SMS Board operated a scheme 

which involved 

doctor(s) for 

the 

the 

school 

school . 

authorities · selecting a 

All participating students 

in this school were then registered with the selected 

doctor. As a result of an i nterna l review by the 

Board,. the arrangement was· replaced by one in which the 

parents themselves choose the doctor. While this 

change was generally regarded as an improvement, it 

generated concern on the part of the paFticipating 

doctors who complained that the parental choice system 

had given rise to more frequent attendances which in 

turn threatened the viability of the scheme . 

7 . 10. As a result, a working group was appointed by 

the Secretary for Health and Welfare to review the 
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objectives and operation of the scheme . A number: of 

modifications were made to the scheme on the 

recommendation of the working 

inter alia, raising the level 

group which included, 

of remuneration for 

doctors in the scheme and introducing a per visit 

charge. 

7.11 . In the school year 1990/91 , a total of 

352 .429 students, or 45% 

population, are enrolled 

doctors participating in 

beginning of the school 

of the eligible student 

with the SMS . The number of 

the scheme was 508 at the 

year. A doctor receiv~s an 

annual capitation grant of $105 from Government for 

each child registered with his practice , a $15 

enrolment fee plus a $12 charge per visit payabl~ by 

the parent. A provision of $41.5 million has been 

included in the 1990/91 financial year ·tor subventing 

the SMS[2]. 

Health Services 

7 . 12. Health services for school children are 

provided by the Department of Health and the Education 

Department , . the former being subsumed within the 

general health services and the latter through the 

Combined Screening Programme . 

Health Services, Department of Health 

7. 13. Health services provided by the Department of 

--------------------------------------------------------

[ 2 J Enrolment figures and Government provision for 
pievious years are at App~ndices 12 and 13. 
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. specially to chi ldren a.t sch.ool are presently· 

to health education and inoculati on and 

~--~~cination services . These services are operated from 

/ ~he · departm~nt ' s regional health offices and in the 

~~~se of health education , he~lth talks , video 
. ~ . 

·> p'.r:esentation and distribution of pamphlets and posters 

with the help of the CHEU . Health carried out 

from the regional health offices also 

schools and advise on the general environmental 

and sanitary facilities . 

As members of the public , school children who 

medical consultation or treatment may also 

\\' attend GOP clinics and other specialized clinics run by 

{: t:'he Department of Health. The 1-att-er include the child 

{? aisessrnent centres. 

:·. 

;·~ : :J..:~:15 • A comparison 

children with 

of the health services for 

,-·.':" __ .school 
f '.i'·. ' 

services for pre- school chi l dren 

t) ... . pt"'Ov.ided under the department ' s. FHS which are 

;.{;~--considered in Chapter Five reflects the shortcomings in 
.r ;.. : 

,:~: . the former . At MCH centres , a full range of 
"=:~¥~~~-.. ·:.: 

:~;-~;,r_:: .well- integra·ted preventive and promotive health care 
.G:~-~.:.. ~ 

.,.-..... r ~,~·\· services is . provided to children of the 0- 5 age group . 
)>t:.~·.,·,::;:~.:· · .. . 

),; ,'(;-:;~::~-: : .. D.uring v.isi ts to clinics undertaken by the Working 
::~J:;r.:;.:..::~~,1·t:·· .. 
. ~.; .. ~·-· : : Party, we saw the operation of these ~ervices. We wer e 

impressed by the comprehensiveness of the programme , 

continuity of care rendered and the full records 

peing maintained . We feel that health s~r vices for 

school children should have been built on · such existing 

strengths . I n particular , the value of the medical 

record of the child built up at MCH centres should be 

linked to health servi ces for school children as a 

me-ans to ensure continuity of care. 
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Combined Screening Programme, Education Department 

7.16 . CSP run by the Education Department 

consists of administrati on of screening tests in four 

areas -

(a) eye-sight , 

(b) hearing , 

( C) speech, and 

( d) learning . 

It aims at early identification of senso~y defects ih 

school children so that remedial measures could be 

taken , before· these pr.oble.ms develop into major 

handicaps causing difficulties in learning. 

7.17 . The CSP covers about 90 OOO children, 

representing 100% of Pr imary One students in ordinary 

primary schools and some 700 Primary Two students (also 

aged six years) in schools of the English Schools 

Foundation. 

7.18. The CSP team consists of qualified teachers 

with training in special education . These teachers are 

responsible for · visiting schools and administering 

screening tests in eye-sight and hearing . Ordinary 

class teachers are given ·checklists whi ch help them to 

ide~tify children with speech problems and learning 
rJ 

difficulties. The role of teachers in id~ntification 

i s an important component in the existing mode of CSP . 

7.19 . Children who are identified to have problems 

are given follow-up assessment. The average percentage 

of these children over the past three years is as 

follows -
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(a) Eye- sight 

(b) Heari ng 

( C) Speech 

(d) Learning 

7 . 20 . Chi l dren who. have 

5 % [3 J 

6% 

6% 

6% 

failed the eye-sight 

screening test and are considered to be in need of 

immediate attention are referred to either 

ophthalmologists or optometrists for consultation. At 

present, the Education Department has the stipport of 

the followin~ institutions in rendering such services 

to the children 

(a) Hospital Seryices Department : Eye Clini c in 

the Yau Ma Tei Jockey Club Polycl-ir.ri -c ; 

(b) Voluntary agency _: General Eye and 0Low Vision 

Cl i n i c of the Society for the Blind ; and 

(c) · Hong Kong Polytechnic : Optometri c Clinic of 

the Department of Di agnostic Sciences . 

~he . fees charged at the above faci l ities are identical 

to that charged by the government out-patient clinics. 

Alternatively , parents may choose to seek consultation 

from ophthalmologists i n private pract~ce. 

7 . 21 . Children who fai l ed the hearing screening 

test wil l be given full scale audiologica~ assessment 

at the Specia l Education Services Centre if their 

[ 3 J 
Children wearing glasses have thei r eyesight 
tested with g l asses on. 
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parents have · opted to accept the sefvice . After 

assessment, those children who require treatment from 

specialists will be referred to HSD. 

7 . 22. 

::;peech 
For children identified by teachers as having 

and/or learning difficulties, follow-up 

assessment and remedial service will be provided by 

specialist staff in the Special Education Section . The 

Special Education Section will also provide schools 

with brief reports and appropriate advice on Ghildren 

ascertained to have problems in any of the areas 

mentioned above . 

School Dental Service 

7.23 . For the sake of completeness, this chapter 

also contains a · brief description of the School Dental 

Service provided by the Department of Health. We are, 

however, aware that the dental service including the 

School Dental Service is being separately reviewed by 

the Dental Sub- committee of MDAC . 

7.24 . The School Dental Service was introduced in 

September 1980 to provide dental services for primary 

school students in purpose-built school dental 

clinics. The scheme is intended to prevent dental 

decay from firmly developing in young children by 

providing a basic dental service at primary sch0ol 

level . Participants are provided with an ~nnual dental 

examination and simple conservative treatment as well 

as preventive services and oral health education. Like 

the SMS, the School Dental Service is operated on a 

school basis under which indivi dual students 

participate voluntarily, upon paying .an enrolment fee 
of 1$10. 
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7 . 25. The numb.er of participants in the scheme . has. 

been rising steadily since its commencement in 1980 . 

In the school year 1990/91 , a total of 998 schools and 

400 804 students are participating in the scheme , the 

participation rate is 74 . 4%. The approximate annual 

expenditure of the School Dental Service for the 

financial year 1989/90 was estimated to be about $35 

million . The average annual cost per participant based 

on a costing exerci se conducted in 1987 and updated in 

1989 was $104 . 50 . 

An Evaluation of Current Provision of 
Health and Medical Service s for School Children 

7.26 . Health services for school children are one 

of the areas that has attracted the greatest volume of 

comments from respondents who put forth written 

submissions and in press reports during the course of 

our deliberations . All these views have been· given 

careful consideration in our evaluation of the current 

provision 

children . 

experience 

benefit of 

of health and medical services for s chool 

of 

In addition, 

Singapore[4]. 

we have drawn 

We have also 

upon the 

had the 

on the SMS 

the findings of a survey on parents • views 

conducted jointly by the Consumer Council 

and the SMS Board . 

The School Medical Service 

7 . 27. We maintain 

responsibility to promote 

that 

and 

Government - has· the 

maintain the health of 

A brief description of the School Health Service 
in Singapore operated by the Ministry of Health is 
at Appendix 14 . 
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school children, to ensure a healthy adult population 

in the future and to enable them to get the maximum 

benefit from available education facilities . The motto 

"Heal thy Children are Better Lea:rmers" more than 

explains itself . The question is whether provision of 

low-cost medical treatment remains necessary or 

appropriate to achieve the desired objectives in the 

light of developments in health and medi cal services 

for. childrefl and changing social and economic 

conditions over the past 25 years . 

7 . 28 . The SMS has served its purposes in the early 

years when most parents could not ·easily afford pri vate 

medical care for their children and there were 

insufficient government facilities to cater for their 

needs . In those days, many children relied on the SMS 

providing low-cost medical treatment to minimize their 

absence from school due to unattended illness . 

7.29 . As constrained by the nature and scope of the 

service , the contribution of SMS towards an optimal 

health service for school children providing 

whole-person 

mainly as 

care can only be marginal . It functions 

a form of low-cost treatment for minor 

which is by itself hardly adequate to promote ailments, 

the healthy development of children. Moreover , the 

health needs of children and the population as a whole 

have changed as the general health conditions of the 

population have improv.ed over t;h·e past d~cades . The 

modern concept of health adopted in many countries in 

devising their health care policy is towards a more 

health promotion and disease prevention approach . The 

objective of SMS to promote and maintain the health of 

school children primarily through economical medical 

treatment is therefore considered outmoded . 
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Nowadays, over 70% of out-patient medical 

care is being taken care of in the private sector·: 

::\ .: .: . Hong Kong has become more aff 1 uent than it was in the 

.} .. :' .. 1960s [S] and the majority of couples now have one or 

two children[6) . It is unlikely that the average 

family would face undue hardship if ~hey have to pay 

the occasional charge of $80 for private medical 

consultation for their children. This partly accounts 

for an average enrolment rate of less than 50% in the 

over the past five years, despite the fact that the 

is made univer~ally accessible to all children 

in schools from Pr imary One to Secondary Three . In a 

recent survey of parents' views on SMS conducted by the 

Consumer Council, the majority of those who did not 

join SMS said that they had doctors of their own . Even 

among those who had joined , some 20% of those who had 

visited a doctor since the beginning of the school year 

to the time of interview had consulted a doctor(s) 

other than the SMS doctor . It appears therefore that 

SMS is providing a supplementary rather than an 

essential service . 

7. 31. Furthermore , the public sector out-patient 

service has also developed considerably over the l ast 

[SJ 

[ 6 J 

Per Capita Gross Domestic Product at constant 1980 
market price · was $7,952 in 1961 and - $43 , 757 in 
1989. 

The average household size of an unextended 
nuclear family (i . e . parents and unmarried 
children) decreased from 4.6 in 1976 to 3.8 in 
1986. Source Hong Kong 1986 Bi-Census Main 
Report. 
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25 years. The number of GOP clinics has increased from 

29 in 1960 to the present 54. They are strategically 

located and easily accessible, providing subsidized 

primary medical 

co-existence of 

consultation to all . In fact, the 

subsidized care for all including 

school children at GOP clinics and low-cost treatment 

universally available 

has been criticized 

to school children under the SMS 

by some people as duplication . 

Moreover, there is now better provision of preventive 

health care services for pre-school children through 33 

full-time and 12 part-time MCH centres spreading 

throughout the territory. The MCH programme provides a 

comprehensive range of counselling, screening and 

examination for the supervision of healthy deveiopment 

of pre-sqho9l children . Through regular attendances at 

these centres, parents are made more aware of the 

importance of child health. This enables the early 

detection of defects and problems which would otherwise 

have been overlooked until the child enters school . 

7.32. The above factors together would diminish the 

need for Government to provide, on a universal basis, 

low-cost medical . treatment to school children through 

the SMS. Parents already have the option of attending 

either government out-patient clinics or their own 

doctors. As stated by the Estate Doctors Association 

in its submission, there is little justification, in 

present-day circumstances, for a "low-cost" service 

which can lead to a "low s.tandard" servtce, and the 

Association .would prefer public money being spent on a 

subsidized service for the needy. The School Medical 

service Doctors Association said that while doctors 

would be happy to . provide
0 

a low-cost service to the 

needy and the underprivileged section of the community, 

the present SMS scheme is "a free lunch to a large 

sector of the community at the expense of the doctors". 
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T:33 . We therefore consider the objec~ives of SMS-

to promote and maintain the health of school children 

primarily t~rough low-cost medical treatment to be 

outmoded . The cbnsiderations . which led to the 

introduction in 1964 of heavily subsidized me.dical 

t r eatment for ·a ll school children no longer apply 

today. The contribution of SMS to the overall health 

of school children is only marginal and as such , the 

r ·esources now devoted to this service a r e not be i ng 

_ .used effici ently . 

Health Services 

7 . 34. Health services provided by the Depar tment of 

Health and the Education Department for school children 

ar e insufficient and limited in scope. They have been 

developed on a fragmented basis without an integrated 

appro~ch . 

7 . 35 . The main emphasi~ of the Department of 

Health ' s ser vice is on inoculation and vaccination of 

primary school students . There is no physical 

examination of school childr en and personalized care is· 

lacking . Documentation of health records virtual ly 

does not exi st. This prohibits continuity of care and 

provision of indivi'dualized attention to the childr en. 

The service also fails to identify and respond to 

recent health problems in school children such as 

obesity and scoliosis. Due to the qbsence of 

documentation of health records, there is no data upon 

which to update common health problems and health needs 

of school children, a nd to int roduce timelj 

interv entionary measures. The health education 

programme is not structured to cater for the needs of 

children at various stages of their development . 
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Secondary school students are only provided with health 

education delivered on an invitation basis. 

7 . 36 . · The 

to Primary 

CSP 

One 

provided by the Education Department 

students only is also restrict~d in 

scope and coverage . It overlooks problems in children 

which may develop in the later stage of their 

development. Screening tests are done on a mass basis 

with no individualized attention given to the personal 

need of the child. Moreover, there is little 

integration with health and medical services of the 

Department of Health and HSD except the arrangements 

for referral. 

7.37. In conclusion , we consider that a continuous, 

co-ordinated and cost-effective health programme for 

school children is lacking in Hong Kong. T~e ·present 

problems associated with a fragmented approach have to 

be addressed . Urgent attention should a lso be given to 

establishing a basis for research and data collection 

to help establish the health needs of our younger 

generation and to plan ahead. we feel strongly that 

there is a need to introduce an integrated Student 

Health Service with emphasis on health promotion, 

disease prevention and continuity of care. 

The . Proposed Student Health service 

7 . 38 . It is Government's responsibility tq promot~ 

and maintain the health of school children to ensure 

that they derive maximum benefit from the educational 

system and grow up as healthy adults. In the light of 

the evaluation in the preceding paragraphs, we 

recommend that the School Medical Service should be 

abolished in favour of a mainly preventive and 
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-~6tive·. student Health Service ·to be operated by the 

of Health. 

_ we are fully aware that to abolish the SMS 

.. · rai.se. objections in some quarters . However., we 
; .. . 

ie/ · that the detail ed explanation of the objectives 

';f.-~- contents of the new SHS and the availability of 

·:,.ernati ve arrangements within the public sector to 

care of the genuine needs for curative service 

students who cannot afford private care may allay 

apprehension over our recommendations . 

The SHS should be developed from the current 

·;fovision of heal tj1 services for school children run by 

:Jti· Department of Health . It should provide an 

} &t~grated and comprehensive service essential for the .. . . 

.continuing assessment of students at various stages of 

i ~~ir development. It should comprise specially 

preventive health programmes for primary and 

school students to cater for their heal th 

The service , to be introduced in phases, should 

';Pi:~gressively cover all primary and secondary school 

:~i~dents, as compared with the SMS which is available 

students up to Secondary Three only. There would be 

developmental examinati on of all students 

'· tn the identified age groups at spec i fic intervals of ·~ ..... -
·-. schoo l attendance , and follow-up health care at 

.-_-aesignated regional health centres . Health counse l ling ~::-:.: ... 
j and health education would be provided to students at 

/ . ~Hfferent stages in their development process . A 

~· comprehensive vaccination programme against certain 

would be continued. 

7'. 41. We have considered the possibility o:E 

/:{~-- i nvo l ving the private sector in the SHS but do not feel 
.. :·:;~.f~ 
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it · is realistic to expect private practitioners to 

provide preyentive and promotive health services 

especially on a continuous and standard~zed basis. 

Comprehensive, well-designed- and integrated health 

services should be provided by Government. 

Furthermore,- it should be · the role of Government to 

pr_omote the understanding of child health and to ensure 

that parents and teach~rs are aware of the presence of 

disorders among school children. 

7.42. While preventive and promotive health 

services are provided under- the SHS, there would stil 1 

be· the need for primary medical care services to be 

made available to school children who cannot afford 

consultation with a private practitioner. Having 

considered the feasibility of alternative arrangements, 

we feel that this function should be performed by the 

GOP clinics of the Department of Health. 

Goal and Objectives 

7.43. We recommend that the new SHS should have the 

following goal -

II To promote and maintain the health 

of school children so that they can 

derive maximum benefit from the 

edtication system 11 

7.44. I n pursuit of this goal, we recommend that 

the objectiv~s of SHS should be 

(a) the prom0tion of desirable health knowledge 

and practice for motivation of self-care and 

individual responsibility in health; 
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(b) the preventi on of ill health and disease 

through timely vaccination and early 

detection of health and educational problems ; 

and 

(c) the provision 

assessment of 

referral to 

of facilit i es for the further 

defects or disorders and 

early treatment and 

rehabilitation services . 

scope of Servi ce 

7 . 45 . We recommend that SHS should comprise the 

following eight components -

(al periodic medical examinati on of fu l l-time 

students aimi ng to detect any abnorm·alities ; 

(b) identificati on and early detection of heal th 

problems in chi l dren requiring special 

education or health care; 

(c) follow-up heal th care and continuous medical 

super vision at general and specialist 

clinics; 

(d) prophylactic · immunization of chi ldren against 

specific diseases ; 

(e) health counselling and health education ; 

(f) maintenance of a comprehensive health record 

system including patient-held medical records 

to facilitate continuity of care ; 
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(g) supervision of the sanitary conditions and 

environmental hygiene of schools, and control 

of com~unicable diseases; and 

(h} co-operation with parents, schoo)s and the 

Education Department to ensure the happy, 

healthy develop~ent of children .in school . 

Operation 

School-based Health Programmes 

7 . 46 . We have drawn up a school-based health 

programme for primary school students and another one 

for secondary school students taking into consideration 

the local health needs, availability of resources and 

the curren~ provision of health services for pre-school 

children and school children[?]. In so doing, 

reference has been made to the school health programmes 

of other countries, and particularly that of Singapore 

in view of 

epidemiological 

its cultural , 

similarities with 

geographical 

Hong Kong. 

and 

These 

health pro~rammes should be reviewed regularly to cope 

witp the changing health needs of school chi ldren . 

7 . 47 . Visiting health teams would go to schools 

annually to conduct immunization, screening, medical 

examination and health education activities according 

to . the proposed programmes. Medical examination would 

be conducted for every child at Primary One, Primary 

Six and Secondary Three. Children at other levels 

[ 7 ] 
Details of these programmes are at Appendix 15 . 
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would have their health status updated and would go 

through other screening · tests performed by nurses 

during the annual visit. Schoor children with problems 

detected or 

refer red to 

ch.ildren . 

team should 

requiring further assessment will be 

the regional health centres for school 

It is envisaged that a standard visiting 

consist of two medical officers, a nursing 

officer , a registered nurse , an enrolled nurse and a 

clerical assistant . 

7 .. 48 . One 

maintenance 

records for 

important feature of SHS is the 

bf comprehensive and complet:e medical 

individual students , as a continuation of 

the childis MCH records . These records would be 

updated by the health team during annual visits to 

schools . Detailed r ecord keeping would benefit the 

student and the service . I t enables the health team to 

keep track of the development of the student. The 

abundant health data generated by the SHS would 

facilitate the Department of Heal th to identify 

changing health probl ems of school children . 

7.49. As a means to facilitate communication with 

parents and to educate patients on th~ health status of 

their child , the . medical record system mentioned above 

would be supplem~nted by personal health booklets to be 

held by the students themselves . Observations on the 

student by the -visiting health team would be recorded 

in the student's health booklet . As P!Oposed in 

paragraph S.29(b), the~e personal health booklets 

shoul d a l so contain the child ' s MCH records to provide 

a complete history of the child from birth. In 

circumstances where 

f~rther assessment, 

the child's conditions require 

the parents would be advised to 

take the child to seek further assessment e i ther from 
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the SHS·' s regional health centre or from private 

practitioners. 

Regiona l Health Centres 

7 . 50 . 

up, one 

other for 

Two designated health centres would be set 

for the Hong Kong and Kowloon regions and the 

the New Territories. These centres would 

provide general and specialist clinic consultations for 

students referred from . visiting health teams, GOP 

clinics and private practitioners for follow-up 

assessme~t, advice and r~ferral for remedial 

treatment . As the SHS Headquarters , it would be the 

home base for school visiting health teams, providing 

facilities -for laboratory. tests, audiometry, refraction 

and dispensary services by staff of the Department of 

Health . 

7. 51. Besides general paediatric service, the 

regional centres should also provide specialist clinic 

sessions for a range of major health problems of school 

children so that further assessment could be made. The 

general paediatric clinics would be manned by medical 

staff of the Department of Health with special training 

in paediatrics while the specialist clinic sessions 

should preferably · be staffed by specialists fr.om the 

universities, hospitals ~nd private medical sect.or on a 

part-time sessional basis . This arrangement is 

considered more cost-effective as there would not be 

sufficient workload to justify the engagement of 

full-time specialists by the Department of Health . 

Research, Evaluation and Staff Training 

7.52. Research 

in collaboration 

and 

with 

evaluation would be carried out 

the universities , the medical 

11 6 



associations and the private medical sector. Data 

collected and survey findings would be useful to 

determine and evaluate methods for the manageme~t and 

control of common .health problems of school children, 

their growth and · development patterns, and the 

effectiveness of the health programmes. These 

statistics should also be published on a regular basis 

for others interested iri research in child health and 

for public consumption . 

7:. 53. 

enhance 

servi·ce . 

school 

In-service 

and · upgrade 

training should be organized to 

the skills and knowledge of staff 

·With cl).anging health 

ensure 

needs and problems .of 

provision of quality 

be conducted during 

children 

·Streb 

hol idays 

to 

training would 

school examinations when staff 
would also make 

and 

use of the time available for data 

analysis, preparatory and other research work. 

Organization 

7.54. We recommend that a separate non-regionalized 

division should be set up within the Department cf 

Health to plan and implement the SHS. we further 

recommend that the planning and deve.lopment of the SHS 

should have the benefit of an advisory committee 

.comprising school principals or teachers, private 

practitioners, parents, 

dental associations, 

representatives of the medical 

the Education Depqrtment · and and 

SWD. The proposed organization is as follows -
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Proposed Organization 

of the Student Hea l th Service 
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7.55 . The existing SMS is providing school children 

. acce.ss to a form of curative care which is inexpensive 

and convenient . . Although our review of the demographic 

and socio-economic changes over the past 25 years has 

led us to believe that the majority of students would 

not have undue hardship in seeking primary medical care · 

even if the SMS did not exist, there remains a certain 

of the student population who may require 
J 

care . The continued provision of some form 

.of subsidized curative service was an issue that has 

been debated extensively during the Working Party's 

deliberations. 

_1iJf&t-~.> _ .. , 7.56 . While we are conscious of the likely 

',.t},· >.. resistance to replacing . the SMS with the SHS, we wish ilTt(\ , to emphasize that we are not suggesting that Government 

.. :. .. :..~. ~; should withdraw or retreat from its · commitment and 
•y:t;::·-. ·;~ ,\ 
{t_·_:.._:':_'._,_: __ ·· g ob~·nleigraatt1.1.: oonn. toon promote the health of our younger 

the contrary, we are urging for early 

improvements to the delivery of health care to school 

I n terms of financial commitment, the new 

SHS would cost Government about $70 million a year on 

full implementation. The existing SMS requires some 

$~0 million to provide . 

7.57. 

assess 
One of our terms of reference requires us to 

the resource imp lications of our 
recommenda tions. We are therefore obliged to ensure 

that Government resources which afterall are taxpayers ' 

money are used efficiently. Given limited Government 

resources, we consider that priority should be given to 

provision of the most cost-effective service which 

would benefit the greatest number of people. As a 
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matter of principle, Government should not be expected 

to shoulder the funding responsibilities £qr all 

preventive, promotive and c~rative services especially 

taking into account the economic realities of our low 

tax system 

population . 

and the general affordability of the 

Parents have a definite role to play in 

looking after the health of their children and a duty 

to perform when their ·children are sick . 

7.58. On the other hand, the present fipancing of 

SMS is fraught with problems: participating doctors 

complain that · G0vernment is trying to provide a free 

lunch for all at their expense and participating 

parents complain that their children are . being treated 

as second-class patients. It may not'be realistic to 

expe.ct the scheme to continue on its current basis if 

the objective of quality service is to be achieved. 

7 . 59 . We have considered whether a more viable 

alternative, say, i~ the form of an insurance scheme 

for students with contribution from Government and 

parents, might overcome the present shortcomings of SMS 

and provide continued access for all to subsidized 

care. However , our preliminary investigation has 

indicated that this would involve costs many times 

greater than the present expenditure which could not be 

easily justified. An annual premium of $1,000 for 

primary care 

approached by 

insurance was quoted by insurance firms 

the SMS Board . Anoth~r proposal 

estimate~ 

of an 

that with Government contribution and payment 

enrolment fee and per visit charge by 

participants at current levels , parents would have to 

contribute an additional $350 . It is most unlikely that 

the majority of parents would be prepared to contribute 

to such a scheme. 

··-!..... 
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A further alternative is to confine the 

subsidy to needy students . This would require 

.. means:-testing students to. deter mine their eligibility 

for subsidy. While we are awa~e that various forms of 

:means-testing arrangements are currentl°y in place to 

. determine eligibility for certain allowances for 

< . students , we do not consider that a simple formula 

\·~: could be devised to determine one's need for subsidy in 
' ' 

· . . medical care which may depend on the student ' s health 

. : f---,:.'..condi tion . For example , an average-income family which 

little · difficulty in paying for infrequent 
\ 

; . would have 

v i sits to a private doctor might .experience hardship if 

the child was chronically sick and required frequent 

~onsultations . Furthermore, in a situation where 

school children ~s members of the public already have 

access to subsidized medical care at GOP clini cs which 

act as a safety net , we do not consider it desirable or 

cost-effective to introduce another form of subsidized 

care , especially one which could be administratively 

cumbersome and requires close monitoring to prevent 

7. . 61. We have therefore concluded that the expected 

small group of stude~ts who cann~t afford to go to 

private doctors after the abolition of SMS should 

obtain subsidized curative care from GOP clinics . Our 

decision must be seen in the context that a new SHS 

providi ng preventive and promotive services will be 

available to all students and in turn reduce the .. 
incidence of sic kness . Also, under present 

circumstances, it is not possible to find an acceptable 

alternative to SMS which could meet the criteria of 

efficient and cost-effective use of Government 

resources , a fair sharing of responsibility between 

Government and parents and provision of quality care to 

students. 
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7.62. While we expect only a small proportion .of 

the students currently participating in the SMS to seek 

curative treatment from the GOP clinics following the 

abolition of SMS, it is difficult at this stage to 

- ascertain the likely increase in demand generated by 

students . Our other recommendations in respect of the 

GOP service would also affect the total patient load 

and the management of clinic resources. We therefore 

:x;-ecoinmend that the Department of Health should mon"itor 

the utilization of clinic service by students and make 

appr·opriate adj-ustments in the light of the demand for 

service in each district. 

7.63 . The reserve capacity of the GOP service in 

terms of pnysical facilities would make it easier ·for 

some quick. adjustments to be introduced , provided that 

additional resources are available. By this, we are 

referring to the fact that in the 54 GOP clinics over 

the territory, only 143 out of a total of 182 

consultation rooms available were in u-se in 1989 . 

Moreover , there are clinics under pla~ning, with seven 

new clinics to be completed by 1992 and six more in 

1996 . Depending on the staffing situation, additional 

clinic sessions could be operated by Government medical 

officers or private doctors on a part-time honorarium 

basis. Other adju?tments could include designating 

con.sul tatio·n rooms for students at some of the larger 

and busier clinics, allocating special priority discs 

to them, introducing an appointment system _qF operating 

e~tra doctor sessions. 

Phased Implementation 

7. 6.4. Allowing time for planning and assuming that 

resources are forthcoming, we recommend that the 

school-based programmes of SHS should be introduced in 
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stages, commencing in the school year 1992/93. The 

first stage · would take place at the start of the 

academic year 1992/93 when the first phase of the 

. school-based programme would be launched and the first 

regional health centre commissioned. At the same time, 

the SMS would be discontinued. To meet this schedule, 

the first regional health centre should preferably be 

developed from vacated school premises in the urban 

atea or space made available in ·the Department of 

···Health'$ existing or planned facilities. 

7.65. We propose that the tentative ·schedule for· 

implementation should be -

'Phase Timing Services Provided Venue 

I 1992- a) School-based School-
1993 programme for . visiting 

Primary 1 health 
teams 

b) Speciali:st and Regional 
other support health 
services centres 

c) Existing health School -
services for vi-siting 
Primary 2 to health 
Primary 6 teams 
continued 

II 1994- a) School-based School-
1995 programme for visiting 

Primary 2 to health 
Primary 6 teams 

b) Specialist and Regional 
other support health 
services centres 

III 1996- a) School-based School 
1997 programme for visiting 

Secondary school health 
students teams 

b) . Specialist and Regional 
other support health 
service cent.res 
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7 . 66 . The CSP run by the Education Department 

should form part of SHS. This integration would 

provide professional support for CSP and facilitate the 

continued assessment and monitoring of the development 

of the child throughout the ~arious stages. In this 

connection, we strongly recommend that the Department 

of Health and the Education Department· shoul_d jointly 

consider the matter with a view to acpieve integration 

of CSP with the SHS and to decide on the best timing of 

such integratio~. 

Conclusion 

7 . 67 . 

growth 

We are convinced that SHS , essential to the 

of school children into a healthy adult 

population , is an improvement over existing 

arrangements. The . desirable features are highlighted 

below -

(a) total coverage of children in primary and 

secondary schools in preventive and promotive 

health services; 

(b) periodic medical examinations at regular 

intervals to detect abnormalities ; 

(c) a comprehensive programme of health screening 

for early detection of educational and health 

problems; 

(d) maintenance of health records for continuity 

of care; and 
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(e) with par ents and schools to closer 

foster 

contacts 

healthy deve l opment of school 

children. 
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CHAPTER EIGHT 

DELIVERY OF PRIMARY MEDICAL CARE IN CLINIC SERVICES 

Introduction 

8 .1. Primary medical care is the frontline m~dical 

care and that part of the curative service where the 

patient usually makes his first contact with the doctor 

and has direct access to him. ~n the publie sector, 

primary medical care is primarily delivered through a 

network of GOP clinics. In the private sector, primary 

medical consultations are provided · by private 

practitioners, whether in group or solo practice . We 

consider that the development of quality primary medical 

care has been seriously neglected in the public sector 

and to a varying extent in the private sector . However, 

it is this service which, if properly developed, has the 

greatest potential towards promoting the general health 

of the population and building a cost-effective health 

care system. It also contributes significantly to the 

policy objective of ensuring the delivery of 
I 

continuing, comprehensive and whole- person medical care 

to individuals in their home or natural 
erivironment[l] . 

8. 2 . In this chapter, we review _critically the 

existing GOP service and put forward our recommendations 

for 

both 

[1] 

improving the delivery 

the public and private 

See paragraph 4.7 . 
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specifically by our terms of reference, we have also 

consider~d issues of improved co-ordination between 

.out-patient clinics and hospital services and closer 

collaboration between the public and private sector!3 . 

The Existing System of Primary Medical Care 

8 . 3 . Primary medical care refers to the point of 

first contact between the patient and the curative 

medical services . Primary medical care is not the 

equivalent of primary health care : the latter includes 

a much wider spectrum of activities aiming at health 

promotion , disease prevention, health maintenance and 

rehabilitation, which are being dealt with in other 

chapters. However, in order to provide continuing and 

comprehensive care to the individual, primary medical 

care should encompass services which are preventive, 

promotive or rehabilitative in nat ure in addition to the 

curative element. 

8 . 4. In our discussion on primary medical care, we 

have excluded accident and emergency services in 

hospitals which are not directly under the Working 

Party ' s ambit of review although very often, they are 

also the patient's first contact with the health system. 

8.5. In many industrialized countries of the world, 

primary medical care has been available through general 

practitioners , clinics and polyclinics and o~her similar 

institutes for a long time . They have ·been an early and 

integral part in the historical development of a 

country's health system but their prominence and the 

important role they play have been overshadowed over the 

past few decades by t he deve lopment of 

highly-specialized, hospital-based services. 
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8 . 6. In Hong Kong, the system of primary medical 

care is a dual system with services provided in the 

public and private sectors. In the publ ic sector, these 

are provided in GOP clin.ics and to a limited extent, in 

out-patient departments of subvented hospitals. In the 

private sector, the service is provided by over 2,000 

private practitioner s . According to the General 

Household Survey[2], approximately 70% of out-patient . . 
medical consultations were with private practitionersr 

15% with doctors in the GOP clinics, and the remainder 

were accounted for by consultations with other types of 

western dootors[3] and tradit:i,.onal Chinese 

practitioners . The same pat~ern of utilization 6f 

health services was also borne out by the findings of 

the HKO General Population Survey[4] . Among the 

.... : .. f tff· . ... ·w·.. . . . :~1£1l-':: \ .'#.····. 
····1 .. ; . . 
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respondents in th·is survey who had a health problem and ·!: 
had . sought 

preced.ing the 

professional advice in the two weeks 

telephone interview, 65% sought care from 

the private sector while 15% were seen at GOP clinics . 

Public Sector Primary Health Care 
The General Out-patient Service 

8 . 7 . 

operated 

territory 

As at ·end 

54 GOP 

providing 

1989 

clinics 

service 

the Department of Health 

spreading throughout the 

to members of the public . 

[2] 

[3] 

[ 4 J 

1 989 Fi rst Quarter General Household Survey 
conducted by the Census and Statistics Department. 

Company doctors and out-patient departments of 
subvented and private hospitals . 

See paragraph 2 . 5 and Appendix 3 . 

128 

i 
F 
f 
f' 
f 
t 

a{ 

I 
I 
I 

J 
! 

t 
! 

t ; 

f. 
i 
t· 
f • 
·t 
i 
r.. 
t 
I 
I . 
ft ,. 
I 
I 
r 
[ 

t 
f 
t 

wrb 

J 

r 
r 

r 

I I 
I 

I 

_j. 
I 
I 

I 

l 

ii 



.. ·· ·-·- ····~- -----

·These clinics are sometimes stand-alone clinics but are 

often housed within polyclinics providing other medical 

facilities . The general opening hours of these clinics 

:·are in two sessions : from 9 : 00 a.m . to 1: 00 p.m. and 

··2: 00 p . m. to 5 : 0 0 p. m. on weekdays and morning sessions 

only on Saturdays . Some of these clinics in the more 

·populated areas also p r ovide evening[S] and Sunday and 

Public Ho l iday[6] services. I n addi tion, clinic 

· services 

provided 

to r emote areas and outlying islands are 

through travelling dispensaries, floating 

·clinics and a helicopter medical service . In 1989 , a 

total of 80 170 . 5 doctor sessions were provided, with a · 

total attendance of ·4 903 412 of which slightly over 

four million attendances were cases seen by doctors 

whi l e the rest were made up of injections, dressings and 

casualty cases . 

8 . 8. The 54 clinics together provided a total of 

182 consultati on rooms but only 143 of them were in use 

in 1989 . This discrepancy can be partly explai ned by 

the fact that t he standard design of the new generation 

of GOP clinics consists of six consul tation rooms, 

making allowance for future expansion . In practice, not 

a l l the consultation rooms are fully util i zed espe~ially 

at the early stage of operation taking into account 

population build-up in the area a.nd availability of 

resources . 

[5 J 

[6 J 

Evening c linic service operating from 6 to 10 p . m. 
i s available in 19 clinics. 

Sunday and Public Holiday service operating from 
9 a . m. to 1 p . m. is availabl& in e i ght clinics. 

: 
I 
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8 . 9 . For operational and planning purposes, a 
figure of 120 cases seen per d0ctor per day is 
appl ied [7] . In theory, this would mean that some 60 

patients are seen per doctor session at an average 

consul tation time of 3 .3 minutes . However , the 

Department of Health 's c linic statistics for the year 

1989 showed that t he overall average number of cases 

seen per doctor session was 50 . This figure had taken 

into account the workload in evening clinic session~ 

which usually had a higher attendance ~ecord . Also , the 

number of patients seen per session varied from one 

clinic to another[8] . 

8 .10 . Despite an average number of cases seen per 

doctor -session of below the planned 60, there was still 

a significant number of t~rnaways. The recorded 

turnaways for the year 1989 were 144 815 or 3.6% of the 

total cases seen. These turnaways were not recorded only 

at the few busiest clinics[9] . In addition, 

individual doctors were found to have completed seeing 

[7 ] 

[s J 

[9 ] 

This is made up of 70 for the morning session and 
50 for the afternoon session. 

The highest number of ·cases seen per ·doctor session 
recorded in 1989 (excluding evening , Sunday and 
Public Holiday clinics) was 60.2 at the Tang Shiu 
Kin Hospital out-patient department while the 
lowest was 11.8 in the North Lamma Clinic . 

For e~ample, at the Yau Ma Tei Jockey Club Clinic 
where the average number of cases seen was 46 . 2, 
there. was a turnaway of 8 950 cases; at the Sha Tin 
Clinic with an a.verage of 50 . 1 cases seen, 10 600 
cases were turned away in 1989. 
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all the pati_ents 

official closing 

also observed in 

within the quota well before the 

time of the clinic session . It· was 

the HKU GOP Survey that many clinics 

processed the large number of patients well ahead of 

tlosing time; in some cases all the patients were seen 

by doctors up to one and a half hours before the end of · 

the session. 

8 . 11. A $18 per consultation fee, inclusive of drugs 

.and investigations , . is charged for all patients except 

civil servants and their dependants who obtained the 

$ervice free and. the indigents for whom fees are waived 

b~ medical social workers or designated medical officers 

at the clinic having regard to their financial 

situation . The proportion of c ·ases with their fees 

waived is less than 1%. 

8 . 12. In terms of manpower, the GOP clinics are 

staffed by a total of 157 doctors , 331 nurses and other 

supporting staff . For the financial year 1990/91, the 

.control and maintenance of surveillance over 

communicable diseases and provision of treatment through 

.out-patient clinics is estimated to cost some $552 

million which is equivalent to 52% of the Department of 

Health's budget or 8% of the total budget for hospital 

and health services. 

Private Sector Primary Medical Care Private Practices 

8.13 . Being responsible for 70% of all medical 

consultations, private practitioners play a very 

important role in providing primary medical care to the 

community. 

provided by 

particularly 

In Hong Kong, primary medical care is 

both general practitioners and specialists, 

those in general medicine or paediatrics . 
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Over half of all registered doctors are in private 

practice. 

8 . 14. As observed by the two WHO consultants, 

private practice in Hong Kong is independent; 

competitive and entreprene·urial. The quality of service 

is variable ranging from very good to less than 

satisfactory. Charges also differ depending on the 

locality of the clinic and the experience and status of 

the doctor. Payment for private care comes from a 

variety of sources. These include fees from patients, 

contractual arrangements with large companies on a 

pre- paid or fee-for-service basis or private health 

insurance . 

8 . 15 . Some 95% of private practitioners are in solo 

practice. The remaining 5% work in groups of up to 60 

partners or associates who may include both specialists 

and general practitioners. Most of the general 

practitioners have little or no formal training in 

g_eneral practice before taking up their own i:f1dependent 

private practice . The HKCGP has since its establishment 

15 years ago organized t_raining programmes to upgr~de 

the skills and knowledge of general practitioners in 

primary , medical care 

education. However, 

and to promote continuing medical 

the number of privat~ doctors who 

have gone through such training remains very small . 

8.16 . We should also mention two ~rrangements 

involving private practitioners in the provision of 

primary medical care. One is the SMS Scheme which has 

been in existence since 1964 under which private 

practitioners are contracted by the SMS Board to provide 

economical medical treatment to children from Primary 

. 
! 
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. to Secondary Three . I~ the school year 1990/91, 

SOO doctors are participating in this . scheme. This 

has beer discussed extensively in Chapter Seven . 

8.17 . The other arrangement involves the Hou~ing 

Authority and the Estate Doctors Association under which 

EDA is allocated a number of shop units in a new housing 

estate, at a full commercial rent , and its interested 

members take part in a ballot to determine who will run 

the- clini cs . The Housing Authority ' s conditions for 

operation 

condition 

include some minimum operating hours and the 

that the doctors may not operate more than one 

clinic outsi de the estate . On the other hand , the EDA 

encourages its members to keep fees low . As at end 

1989 , there were a total of 294 EDA clinics in various 

publ ic housing estates. 

8 . 18. In both schemes, doctors par~ici pate on a 

voluntary basis. 

Current Pr obl ems in the Delivery of Primary Medi c.a l Car e 

8 . 19 . Whether in the public or private sector, 

primary medica l care mainly provides consultation and 

treatment of minor ailments on an episodic basis . In 

most cases, little attention has peen given .to the 

development of doctor-patient relationshir, continuity 

of care and education and counselling to help patients 

to manage their health problems. The outcome of a 

medical consultation is usuall y characterized by a low 

level of investigation, a h1gh level of medication and 

l ittle acquis~tion 

patients . A$ a 

of medical kn_owledge by 

result , "doctor shopping" 
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. prevalent(1Q]. This behaviour is not conducive to 

good medical care in which the primary care doctor 

should 

patient 

history. 

sou~ht 

maintain a continuing relationship with the 

and be familiar with the patient's medical 

In that case his professional advice will be 

by the patient as regards referral for 

specialized care. 

8.20. The deficiencies in our present delivery of 

primary medical 

the following 

care ' are discussed in greater detail in 

paragraphs. Th~se are caused not simply 

by service providers neglecting' the essence of primary 

medicai care but are also the results of inadequate 

public education on the importanc~ of continuity of 

care, the shortage of training opportunities for doctors 

in primary care and a medical and health programme which 

has been largely hospital- oriented. 

Problems in the Government General Out-Patient Service 

8 . 21. One · of the main stated objectives of the GOP 

service is to control and ma~ntain surveillance over 

communicable diseases. We consider this objective to be 

outmoded . Our GOP clinics are no l onger centres for 

surveillance screening or prompt control of communi cable 

diseases and epidemics . In practice , they are pr?viding 

an accessible, basic medical care service for treating 

[10] 
Doctor shopping \ refers to the behaviour of 
consulting two or more doctors during the same 
illness , or consulting a different doctor for 
consecutive illnesses . This phenomenon is - reported 
to be widespread in Hong Kong and is confirmed by 
the HKU General Population Survey with 46% of those 
interviewed reported adopting this practice . 
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minor, uncomplicated 

significant proportion 

ailments on an episodic basis to a 

of our population. The profile 

GOP users has also changed [11] . If the GOP 

clinics were said to discharge Government's role in 

providing medical care ·facilities to that sector of the 

community which relies on subsidized medical care[l2], 

the current GOP system providing subsidized care to all 

people across the board suffers from having no means to 

tell whether the users are really those in need. In 

.brief, the _objectives of the GOP service ar~ not clear . 

8.22. An atte.ndance at a GOP clinic · has been 

described as a patient-initiated episodic attendance 

during which the patient described the .symptoms of his 

illness to the doctor who then prescribes the necessary 

treatment . Apart from putting down the patient ' s name, 

age and the doctor's diagnosis in a clinic log book, 

there is no individual record of the patient's health 

status . 

clinic, 

When the same patient next turns up at the 

there is no record of his previous attendances. 

The absence of individual medical records for patients 

is a barrier to continuity of care and has prevented the 

development of more efficient and effective patient 

[11] 

[12 ] 

According to the HKU GOP survey·, 96% of GOP 
patients were former attendees and some 30% of the 
consultations involved patients suffering from 
diabetes (7.2%) or hypertension (24%). Over 20% of 
GOP users were young children who are less 
vulnerable to communicable diseases under the 
existing comprehensive immunization programme. 
Over 21% were elderly patients. 

This is one of the stated Government policy 
objectives in the 1974 White Paper. 
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management. This has often given rise to unnecessarily 

frequent attendances . 

8.23. The absence of medical . records has hampered 

not only better patient care but also effective health 

care planning. A lack 9f information about the health 

status and disease pattern of GOP users means that there 

is no basis for developing the service to respond to 

major demographic 

result, the GOP 

and epidemiological changes. As a 

service has failed to develop and has 

remained much the same as it was decades ago . An· 

information 

inertia . 

vacuum is partly responsible for the 

8 . 24. Despite the variation in workloads from one 

clinic to another, a GOP doctor sees on average 100 to 

120 patients per day with an average of 3.3 minutes per 

consultation. This heavy patient load provides doctors 

with insufficient time . to understand their patients ' 

medical history and health conditions, and virtually no 

time to provide health counselling or advice . Under 

these circumstances, there is a general tendency for 

doctors to satisfy their patients by prescribing a high 

level of medication[l3]. 

[l3 ~ According to _ the. HKU GOP Survey, the outcomes of a 
clinic atte~dance were characterized by low levels 
of investigation and high levels of treatment. 70% 
of patients - left the clinic without apparently any 
knowledge of the presumptive diagnosis. However 
only 2.5% of patients left without some form of 
medication and the most common prescription was for 
three kinds of medicine. This practice of 
prescriptioq is in turn related to patients' 
expectations. About 80% of the surveyed GOP 
patients said that they expected some form of 
medication. 
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GOP se-r.vice is relc;tively unpopular among . our 

graduates over half of the doctors in 

over 45 years of age and about one-third 

~:; . 
-medical ; g:'°• .. 

_:h,servic.e· are 
doctors . In the view of the . WHO ·f ·) ;icentiate 
problems faced by doctors in the GOP . '~ltants, · 

·iv fee inc 1 ude : · poor image and status, poor career 
'"·· .. 
. ospects, lack of orientation and in-service training, 

; ~k-. of professional satisfaction and low morale . There 

: s·'· .little training for . doctors before · and during their 

although the average duration of doctors working 

service is pretty long . However, virtually all 

doctors said that they would welcome training , 

:':' ~ither in the form of refre~her course or structured , ........ 
! . ~iogramme leading 
r =:p,~rtly because of 

to a higher qualification [l4J. . 

unclear objectives, lack of training 

and career prospects and low self- image, most doctors in 

'GOP service appear to be resigned to the present 

deficiencies and are thus not motivated to improve the 

qu~lity of service they are providing. For instance , we 

.are surprised to learn that about half 'of the doctors 

responding to the survey said that .the existing medical 

record system was satisfactory . 

8 . 26 . Other than doctors, nurses working in GOP 

clinics are also having problems . In our vis i ts to the 

[14 ] 
According to the Department of Health ' s survey on 
doctors working i~ - GOP clinics , about 48% of the 
128 respondents have worked in GOP service for six 
years or more . 99% of the respondents welcomed 
training , with 79 . 5% of them preferred refresher 
courses and 65 . 4% in favour of full vocational 
training leading to a higher qualification. 
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clinics, we shared the observation of the WHO 

consultants and others that the skills and tasks of the 

nurses do not match . The contents and diversity of the 

nurses' work in GOP clinics have remained· unchanged over 

the years despite the changing profile and expectations 

of GOP users. In our view, many of the tasks now 

performed by nurses in 

appropriately carried out 

case of ward stewards in 

GOP clinics can be more 

by ancillary staff as in the 

hospitals. Unlike their 

counterparts in the MCH centres, nurses in the GOP 

clinics do not seem to find theirs a professionally 

rewarding job[lS) . T.he uneconomical utilization of 

nursing expertise adversely affects service improvement 

and is a great pity at a time when Hong Ko·ng is facing 

an acute shortage of nursing staff. 

8.27. In addition, there is no team approach in GOP 

clinics. A multi-disciplinary approach involving 

paramedics and other health care personnel has not been 

developed and there is very little linkage with 

specialist clinics or hospital-based services even 

though some of these are housed within the same 

Co-ordination with other sectors involved polyclinic . 

in providing community services such as welfare agencies 

is totally lacking . 

8 . 28 . 

[15] 

In summary, our observations of the operation 

In reality , many nurses are attracted to the GOP 
service because of the regular hours, no shift 
duties and less demanding job as compared with 
working in hospital wards . 
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of the clinics and the various surveys and reports have 

.highlighted the following deficiencies in . the . GOP 

:,· . service -

(a) no clear objectives; 

(b) little continuity of care; 

(c) very basic and mostly episodic treatment of 

minor ailments; 

(d) inadequate investigation; 

( e) inadequate 

counselling; 

patient education and health 

(f) heavy patient load and very short consultation 

time; 

(g) lack of health information; 

(h) low morale among doctors; 

( i) inappropriate 

resources;-

utilization of nursing 

( j) absence of a team approa~h; 

(k) inadequate co-ordination with specialist 

clinics and hospitals; and 

( 1) little inter sectoral communication and 

community participation. 
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At an estimated full cost to Government of $96 per 

is doubtful attendance at 1990/91 prices [16], it 

whether resources have been used efficiently . 

Problems in Private Practices 

8 . 29. One of the maJor problems in the private 

sector primary medical care is the considerable 

variation in the quality of service and standards of 

care . Besides, there is a shortage of qualified and 

well trained ' primary care doctors or family physicians . 

Unless standards of practice in the private sector are 

improved, it would not be wise to consider transferring 

the 15% public sector provision to ~he private sector . 

On the other hand, in order .to bring about overall 

improvement in primary medical care to the enti re 

community , it is incumbent upon us to include private 

practice in our discussions and proposals . 

8 . 30. Many of the identified shortcomings in the GOP 

s e rvice are also prevalent in private practices although 

[16] The figure of $96 was estimated from the total 
expenditure of five GOP clinics and their total 
number of attendances . Calculation of this cost 
has include~ remuneration for staff working in the 
clinic and others outside the clinic providing 
supporting services, administrativ~ overheads, 
drugs, depreciation of building and equipment and 
other recurrent expenses . It is the overall. 
average cost of providing consultations to all 
types of patients (those suffering from simple 
episodic illnesses requiring a few day~' medicine 
and chronic patients who are given medication for a 
longer period), inclusive of all services provided, 
for example radiological and pathological 
investigations . 
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not in all of them . These include lack · of personal 

continuity of care, little promotive or preventive 

health care activity, unsatisfactory rec9rd-keeping for 

clinical purposes, little co-operation with other 

members of a primary care team, medicine dispensed in 

unlabelled containers and inadequate disclosure of 

medical information to pat ients. Consultation in the 

private sector is al so ge·nerally characterized by a very 

);ligh numb.er of repeat visits and a limited su_pply of 

drugs . 

conclusion 

8 .31. 

grossly 

In prief , quality . primary · medical care is 

underdeveloped in both public and private 

sectors . Patients are provi ded mainly with curative 

care for minor medical problems . Primary care doctors 

in both sectors are neither performing the function of a 

family physician providipg continuing, comprehensive and 

whole- person care to the individual patient nor that of 

a first point medical contact lead i ng to specialized 

services in hospitals . Unless there is commitment,. both 

in terms of policy and r~sources, to the development of 

p r imary medical care and the training of primar y health 

care doctor s, the . pressure on the hospital sector would 

continue to increase and a cost-effective health care 

system would not evol ve in Hong Kong . The second part 

of this chapter describes the improvements recommended 

for GOP clinics and pri vate practi ces. Th~ subject of 

training of primary health care doctors is dealt with in 

Chapter Ten . 

Improvements t o Public Sector Primary Medi c a l Caxe 

8.32 . To improve the delivery of primary medical 
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care in the public sector, we suggest a revamping of the 

GOP service jn terms of its objectives , scope of 

service, operation and management. 

Objectives 

8 . 33 . While GOP clinics ~ould continue to play its 

role in the surveil l ance of communicable diseases, we 

recommend that the objectives of the Government primary 

medical care service should be -

.8 • 3 4 . 

"To provide qual i ty ·primary medi cal care which 

, is readily accessible and affordable, with 

special attention and provision for certain 

target groups, and which will act as a 

benchmark for the delivery of service in Hong 

Kong." 

The above obje~tives are a summary of our 

vi·ews on t:.he following aspects -

(a) primary 

medical 

medicine 

medical care: Government 

care service should provide a 

service[l7] to its clients . 

Quality 

primary 

family· 

Although reference is made to medical care 

in this context, GOP service should. provide 

preventive as well · as curative care . 

---------------------------------------------------------

[17] Family Medicine is the medical discipline which 
provides primary {fi~st contact), continuous (on 
going responsibility) , comprehensive (illness of 
a l l kinds) and whole-person (physical, 
psychological and social) care to individuals and 
families in t heir natural (home and working) 
environment . 
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Establishment of a 

between the doctor 
continuing relationship 

and the patient through 

good and comprehensive medical records, longer 

time for consultation, dissemination of 

information to patient and provision of health 

education should be a top priority. In the 

long run, this practice would pay dividends as 

more rational treatment programmes with a view 

to reducing the frequency of attendances could 

be devised, particularly for patients with 

chronic diseases . With a better understanding 

of their own medical conditions, improved 

patient compliance with treatment and greater 

self-reliance could also be attained . 

{b) Ac cessible: GOP clinics should be 
conveniently located to ensure geographical 

accessibil i ty and in the case of remote areas, 

Government should conti nue to assume the 

responsibility of making available such 

medical facilities . 

(c) Affordabl e: to ensure equity, we cons i der 

that the . public ~ector 

services should be made 

primary medical care 

readily affordable. 

However , 

services 

provided 

all. To 

realistic 

provision 

developed. 

this should not be taken to mean that 

at Government clinics should be 

at substantially subsidized rates for 

optimize the use of ;esources, a 

system of charging with special 

for the needy groups should be 

In the long term, we feel that 

charges 

behind 

service; 

in GOP c l inics should not fall too far 

the cost to the public purse of the 

However, certain groups of people 
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(d) 

may have 

charges 

target 

and 
difficulties in affording such 

for this reason, we consider tha t 

free 

This 

groups 

or at 

will be 

who could obtain the service 

reduced rates should be defined . 

elaborated further in Chapter 

Thirteen on Funding and Implementation. 

Benchmark 

Kong: one 

influence . 

for the delivery of ~ervice in Hong 

way in which Government can 

the quality of service in the 

private 

example . 

. sector is through the se'tting of 

This we consider preferabie to 

regulation . that improvements in 

GOP ciinics 

We expect 

would 

in 

those in 

encourage 

private 

the same 

general 

practice, 

locality to 

practitioner~ 

particularly 

improve the 

to retain 

quality of their service in order 

their patients and attract new 

ones . The adoption of good standards is of 

course a matter for individual practitioners 

but interaction and collaboration between the 

two sectors with a view to improving quality 

of service should remain one of our main 

objectives , in developing· the Government 

primary medical care service . 

Basic Features 

8 .35 . To meet the above objectives, we consider that 

the GOP service should be developed on the concept of 

good family practice which should possess the following 

features -

(a) provision of preventive, promotive, curative 

and rehabilitative care; 
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(b) facilities and practices conducive to 
continuity of care; 

(c) easy referral to secondary ·care and to 

services outside the health sector ; 

( d) efficient 

resources; 

use of professional manpower 

(e) adoption of a team approach ; 

( f) elements conduc·ive to 

interest and morale ; and 

maintaining staff 

(g) ~ommunity · involvement , say, 

promotion of ?elf- reliance . 

in terms of 

8 . 36. In addition, the GOP service should be 

developed to provide training opportunities for GOP 

doctors to equip them better to discharge the role and 

functions expected -of· them in the revamped service and 

to enable them to pursue a career in family medicine . 

Recommended Improvements at the Service Level 

(a) Training of Doctors 

8 . 37. Training 

prerequisite· for 

of doctors in family medicine is a 

the development of quality care in the 

recommend that provision of training 

whether in the form of vocational 

to a further qualification or 

GOP serv ice. We 

for GOP 

training 

continuing 

knowledge, 

in the 

doctors, 

leading 

medical education to update their skills and 

should be accepted as an essential priority 

development of the GOP serv~ce . A more 
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comprehensive discussion on training of doctors is in 

Chapter Ten. 

(b) Training of Nursing Staff 

8.38. As stated in paragraph 8.26, nursing resources 

in the GOP clinics are not most effectively utilized and 

nurses do not find GOP work a professionally rewarding 

job. With . the impending change of emphasis in the GOE 

service which will require nurses to play a greater 

role, we recommend that nurses in GOP service should 

receive special training to equip them for these 

including the role of a health practice 

use of clinic assistants to carry out 

duties in order to achieve a better 

responsibilities 

nurse[l8]. The 

certain designated 

of skills mate:h to tasks should also be considered . 

Further discussion in this area is included in Chapter 

Ten. 

(c) Development of a Career Structure for GOP Doctors 

\ 
8.39. In order to recruit and retain doctors in the 
GOP service and to provide them with incentives for 
training i~ family medicine, we recommend that the 
present career prospects for GOP doctors should be 

[ 18] 
Health practice nurse, nurse practitioner or nurse 
specialist are designations for speclally trained 
nurses who are able to meet the needs of many 
patients who do not really need the professional 
attention of a doctor . These "include patients who 
do not have a serious medical problem or others 
requiring routine continuing care. The concept of 
nurs~ practitioner has proven to be of great value 
to the delivery of health care and has gained wide 
acceptance in some developed countries. · 
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improved [ 1 9 J • 
establishment 

April 1989 , 

We have noted that following the 

of the Department of Health in 

re-organization has taken · place which 

resulted in the creation of 24 SM&HO posts for GOP 

clinics. Under this arrangement, small clinics in the 

same district 

which will be 

are grouped 

under the 

together 

charge of 

to form one unit , 

a SM&HO . This 

arrangement has 

and professional 

provided better management , supervision 

support to the junior doctors . 

ensure that there are adequate incentives However, to 

for training, the career structure for GOP doctors needs 

to be further developed to provide advancement beyond 

the SM&HO level . 

8 . 40 . We consider that the ultimate objective should 

be to develop the GOP service as a specialty and 

consultant posts in fami ly medicine should be created 

for doctors who have acquired the necessary postgraduate 

qualification and experience. In addition to bejng 

deployed as clinic managers and supervisors of doctors 

under training in the clinics , these consultants shouid 

also be involved in liaising with specialist clinics and 

hospitals as well as other sectors . 

[19] At present , all doctors are eligible to be 
recruited into the GOP servi~e as Medical & Health 
Of ficers . No specialist qualifications are 
required . Upon completion of five years ' service, 
they can b'e considered for promotion to Senior 
Medical & Health Officers, based on their work 
performance . For the majority of GOP doctors, 
there is no further advancement beyond the rank of 
SM&HO . A selected few may be promoted to Principal 
Medical & Health Officers , working in health 
administration in the headquarters, usually after 
having undergone overseas training in public 
health . 
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Recommended Improvements at the Clinic Level 

(a) Development of Medical Records 

8 . 41. Detai l ed c l inical information of patients is 

an essential tool for follow-up treatment and continu~ty 

of care. During our visits to the General Practice Onit 

of the HKU Department of Medicine in the Violet Peel 

Polyclinic and the Family Medicine Unit of the COHK 

Department of Community 

Yuen Health Centre , we 

and Family Medicine at the Lek 

observed the op~ration of a 

manual and computerized medical record system. We were 

impressed by the contribution of the record system to 

patient care and its value for epidemiological and 

health services research. We welcome the pilot scheme 

of manual medical records for individual patients 

introduced by the Department of Health since April 1989 

in four GOP clinics[20] which has been well received 

by the staff and patients. We strongly recommend that 

this system of medical records should be extended to 

other GOP clinics as soon as possible. The ultimate 

objective should be to computerize the clinical 

information system and l ink up the records with other 

units in the same . clinic as we l l as with other 

clinics[21~ . 

[20] 

[ 21] 

Medical records have been introduced 
clinics in the Anne Black Health Centre, 
Wan Jockey Club Clinic , North Kwai Chung 
Tai Po Wong Siu Ching Clinic. 

at the GOP 
Cheung Sha 
Clinic and 

The development of a clinical information system is 
discussed in Chapter Five , paragraphs 5 . 58-5.60 . 
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(b) Improved Preventive care and 
Enhanced Health Promotion 

8 . 42 . Effective preventive care and health promotion 

activities contribute substantially to maintenance of 

health. These include screening for diseases, health 

education and counse.lling. Incr easing the patient 's 

knowledge 

self-care, 

about his own conditions can promote 

enhance the value of medical contacts ana 

reduce unnecessary consultations. At present, little of 

these activities take place in the GOP clinics. As a 

first step 

recommend the 

for certain 

towards i~proving preventive care, we 

introduction of opportunistic screening 

common diseases among the high-risk groups 

attending GOP clinics[22]. We further recommend that 

·· ·'· · general health counse 11 ing about diet , weight and 

·,. !" 

.. 
' :j. l<"·· 

. ,, ... 

···t' ~ \ 'IJ 
·-.,i·:. : ;-:·: 
.. :,,.. · .. ·: 

cholesterol should be provided by nurses in the GOP 

clinics while doctors should provide mor~ specifip 

counselling in relation to the patient_'s health problem 

in the course of the consultation. For example , 

patients with lung diseases should be advised to quit 

smoking while patients with diabetes should be 

counselled about their eating habits . 

(cl Labelling of .Dispensed Medicines 

8 . 43 . Labelling of dispensed medicines is another 

means to improve the patient ' s knowledge of his own 

health P!Oblems and to prevent the misuse of drugs . In 

[ 22 ) 
The screening activities proposed are discussed in 
Chapter Six on Scr·eening Services. 
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view of the obvious benefits, we recommend that the 

practice of labelling dispensed medicines should be 

introduced in GOP clinics . Consideration should also be 

given to computerizing the procedure as in the case of 

government clinics in Singapore and that adopted in the 

regional hospitals in Hong Kong. 

(d) Reduced Patient Load 

8.44 . Most of the. i~provements to service in GOP 

clinics that · we have recommended so far require doctors 

and nurses spending more time with each patient~ The 

present 3.3 minutes per consultation is totally 

unacceptable for this purpose. High levels of 

attendances also explain why the desirable changes have 

not taken place in the GOP clinics . Unless the issues 

of . a heavy medical workload generated by an insatiable . . 
demand under the present system providing a universally 

accessible service at a low fee are properly addressed, 

the GOP clinics would not be able to break through the 

existing demand-imposed constraints to undergo major 

changes . 

8 . 45. From our 

we consider that 

workloads without 

quality of care 

observation and the various surveys, 

opportunities for reducing medical 

adversely affecting the ~uantity and 

rendered are available. These include 

chan~es to the management 

appropriate utilization of 

intro·duction of recall 

of patients involving the 

specially trained nurses, 

app(?intments for · patients 

suffering 

of GOP 

from chronic diseases who are frequent users 

clinics and adjustments to the operational 

procedures, 

address the 

and changes in doctors' attitude notably to 

phenomenon of clinic doctors completing 
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their workloads well before the closing time . . . We 

recommend that the Department of Health should give 

~rgent attention to the various clinic management issue& 

affecting workloads -with a view to reducing the patient 

load of GOP doctors in order to provide lo~ger 

consqltation duration for each patient . 

(e) Improvement of Clinic Environment and 
other Support Facilities 

8 . 46. Even if there is a team of well-trained 

medical · and nursing staff, they cannot properly perform 

the primary health care functions without the necessary 

infrastructure and supporting services. Apart fr9m 

reduction in the number of cases seen, upgrading the 

provision of equipment, .facilities and drugs in clinics 

as well as distribution of guidance notes , treatment 

protocols and drug information sheets are equally 

important . we recommend that necessary improvements to 

clinic environment and support facilities should be 

identified with the co- operation of doctors in the 

clinics and the manag·ement should respond to these 

needs . 

(f) Re-scheduling of Appointments 

8 . 47 . 

doctors 

closing 

To address the anomalous s·i tuation where some 

finish seeing all the patients well befor e the 

time of the clinic while there are patients 

being turned away and the common phenomenon of patients 

waiting for a long ·time at the clinic for their turn to 

see the doctor, we · · have examined the operation of the 

present "block appointment" system in GOP clinics . 

Under this system a certain number of patients are 
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scheduled to 

time-span (23] . 

be attended to within a specified 

8 . 48. Having regard to the large number of patients 

seen i n GOP clinics and the potential public demand for 

this heavily subsidized form of medical care, we feel 

that the existing "block appointment" system is the most 

practicable arrangement for the time being. The 

alternatives of a telephone appointment or a pre-booked 

appointment system for all patients have been discus~ed 

but these are not considered to be workable propositions 

until the demand issue has been adequately resolved . 

. However, the success of the "block appointment," system 

depends on the co-operation of doctors and patients.. We 

recommend that efforts should be made to motivate the 

doctors to make the best use of the time available for 

each consultation and to · educate their patients to 

comply with the appointment schedule. In addition, we 

recommend that an advance appointment system be 

developed for pa~ients sufferirig f~om chronic diseases 

who require follow-up consultation at regular 

intervals. Under this arrangement, GOP users with 

chronic diseases such as hypertension, diabetes 

mellitus, chronic obstructive airway diseases wi,11 be 

given a follow-up card indicating the date and time of 

the next appointment. 

Use of GOP Service b.y Civil Servants 

8.49 . In reviewing the GOP service, we h~ve noted 

with some concern that of the some four million doctor 

[23] 
For example , patients holding registration discs 
numbered 1 to 20 are expected to turn up between 
9 a . m. and 10 a.m. and so forth. 
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consultations at GOP clinics in 198.9, about 0. 7~., million 

or 19.4% 

servants 

provided 

part of 

were taken . up by civil servants, retired civil 

and their eligible dependants. The service is 

free to civil· servants and their dependants as 

their conditions of service. we we.re told that 

GOP clinics ~ere supplementing the service available at 

two Families Clinics which were Gove.rnment c l inics 

designated for the exclusive use of civil servants and 

their dependants and other non- public GOP clinics 

operated within police and · correctional institutions . 
-

Whilst civi l servants are generally receiving the same 

standard and scope of service as other m_embers of th_e 

public in GOP clinics , we have observed that a different 

mode of operation is adopted in some larger clinics for 

civil servants. 

telephone booking 

priority discs ~P 

This incl ude the arrangements for 

of appointment, the allocation of 

to a quota, the designation of a 

special consultation room to see civil servants ahd the 

keeping of simple medica l records for these patients. 

8.50 . We acknowledge 

to civil servants is an 

th.at provision of medical care 

employer-employe·e(, ~.s.sue outside 
' . 

the ambit of our review. However, given the 

considerable proportion of GOP service used by civil 

servants, the undesirc;lble effects of the co-existence of 

two different modes of operation in the d~livery of 

servi ce at these Glinics and the likely impact that our 

recommended improvements to GOP service might have on 

the utilization of this service by civil servants[24], 

----------------------------------------------------~----

[ 24] We were to l d that at present the two Famil ies 
Clinics are not able to cope with the demand from 
civil servants and a large number of eligible civil 
servants are not making use of t he GOP clinics 
because of the unsatisfactory qualit y of service. 
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we hope that our recommendations in this respect would . 

not be regarded as totally irrelevant. 

8 .51. Basically in this respect, the Department of 
· ijealth is performing two separate roles as the 

provider of primary medical care· to members of the 

public and as Government ' s agent for services to fulfil 

its obligation towards ernplorees . we recommend that 

separate accounting arrangements should be introduced 

within the Department of Health ' s · overall budget so that 

the costs of providing primary medical care service to 

civil servants, retired - civil servants and their 

dependants could be identified separately from those for 

members of the public. When the respective costs to 

Government of these two activities of the Tiepartment of 

Health are known, there would be a clear ba·sis for 

allocating public resources in accordance with the 

desired objective. For example, if Government were to 

meet the increasing demand for primary medical care from 

civil servant~, the Department of Health ~hould be given 

additional resources specifically for this purpose. 

Within such an accounting framework, arrangements could 

then be devised to- guard against any resources and 

benefits attaine<l through reforms to the GOP service 

being diverted to meeting increased demands from civil 

servants . In the long run, we recommend that the 

Administration shoulq give due· consideration to finding 

alternative arrangements for providing primary medical 

care services for members of the civil service. Some 

form of employers insurance or contract-out arrangements 

with groups of private practitioners are possible 

alternatives. 
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Improvements to Private Sector Primary Medical Care 

8.52. In order to bring about an overall improvement 

in primary medical care to the community, the quality of 

service . provided by private practitioners which account 

for some 70% of all medical consultations should a~so be 

upgraded. This would require the adoption by private 

practitioners of some of th~ desirable practices that we 

have recommended for GOP clinics. 

8.53. Other than encouraging doctors in private 

practice to improve their quality of service and 

facilitating such improvements by extending to them 

opportunities 

unrealistic 

for further training, it would be 

to imp-ose particular standards on 

professional practice or re~uire certain behaviour of 

members of the profession other than those contained in 

. - the medical profession's code of practice. In countries 

where there is some form of national health ·schemes or 

- . 
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large scale medical group practices, the economic 

factors at work would help to induce some . improvements 

in the quality of ser.vice. For example, the possession 

of certain postgraduate qualifications or the adoptton 

of certain professional behaviour by the practitioners 

could be made prerequisites fpr admission into the 

scheme or the practice~ These factors, however, do not 

exist in Kong Kong where some 95% of· private 

p~actitioners axe in independent solo practice . 

8 . 54 . We have therefore put forward in the following 

paragraphs suggestions for improvement to private 

practices. These cover areas of enhanced training and 

quality as~urance, practice of good family medicine and 

public education. We are fully aware of the practical 

difficulties of the private sector to implement 
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voluntarily some of the proposals . We hope gradual 

improvements could come about through changes in 

. professional 

leading role 

attitudes, better public education and a 

to be taken by medical associations and 

training institutes . 

(a) Training of Doctors in Family Medicine 

8.55. As pr~vate practitioners are the frontline 
providers of pr,imary medical care, we recommend that 
like their counterparts in the public sector, they 

should be given more opportunities for training in 

family medicine. This issue is further discussed in 

Chapter Ten . 

(b) Development of Pee~ Review 

8.56 . Review of the clinical practice of doctors by 

fellow doctors would help to assure the their peers 

quality of 

or 

service and the appropriateness of certain 

behaviour· and habits. Peer review is the assessment of 

one doctor's performance by another with the mutual 

understanding 

concerned . 

and co-operation of the doctors 

to modify 

efficient 

care. We 

The essence of review is to enable doctors 

their clinical 

and to achieve 

recommend that 

procedures to make them more 

higher standards in patient 

the HKCGP and t he medical 

associations . should play an active role in encouraging 

peer review as in the case of their counterearts in the 

United Kingdom and Australia. 

(c) Promotion of Group Practice 

8.57. Opportunities for f~rther training and peer 

review would be more easily available in g roup practice 
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than when doctors are practising single-handedly~ The 

costs of opening and maintaining a solo practice, 

especially by a young doctor , are said to have resulted 

in the highly entrepreneurial and compet itive nature of 

private practices in Hong Kong. The quality of service 

inevitably suffers when the doctor has to take on a 

heavy patient load. This may also induce the adoption 

of certain clinical behaviour such as prescribing drugs 

for P short period and encouraging repeat visits which 

.may not always be to the benefit of the patient . Group. 

practice, on the oth€r hand, reduces the overhead c0sts, 

enables sharing of resources and equipment so that 

complex diagnosis and management could be carried out 

more in the clinic, facilitates doctors to take leave to 

.~ndergo training and provides doctors with the 

opportunity to share their professional expertise and 

r eview each other ' s activity . We recommend that group 

practice should be promoted in Hong Kong and the 

arrangements for collaboration between the public and 

priva~e sectors, discussed in the latter part of this 

·c~apter , should facilitate such a development. 

(d) Enhanced Communication between General 
Practitioners and Specialists 

. 8. 58 . Like the public sector , a great deal of 

referral activities take place in the private sector 

between general practitioners and their colleagues 

practising in various special ties . Good communication 

and co-ordination between 

specialists 

patients. 

is 

We 

conducive 

reeommend 

general practicioners and 

to providing quality care for 

primary 

l iaison 

and 

and 

specialist 

ensure 

that private pr,actitioners in 

care should maintain a close 

an adequate two-way flow of 

information when patients are referred . 
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(e) Improvement to Medical Records 

8 . 59. Although the quality of medical records 

varies, virtually all private practitioners maintain 

individual medical records for their patients. : We 

recommend that private practitioners should keep good 

medical records and 

patients of their 

understanding about 

compliance with the 

confidence in the 

give a detailed explanation to 

specific medical problems. Greater 

one's health will promote better 

recommended treatment and increase 

doctor . .This should help to reduce 

the tendency. of patients shopping around for doctors 

which is at present 

Consideration should, also 

updating 

computers .. 

those records 

a very 

be given 

with the 

·(f) Labelling of Dispensed Medicines 

common practice. 

to maintaining and 

aid of personal 

8.60. We recommend that private practitioners should 

adopt the practice of labelling dispensed medicines. If 

progress is unsatisfactory, the alternative of making 

labelling of dispensed medicines a statutory requirement 

should be considered by Government . The tendency, among 

many, of buying drugs over the counter is weil 

recognized. Compulsory labelling of dispensed medicines 

must therefore be accompanied by better control over the 

sale of drugs over the counter as governed by provisions 

in the Pharmacy & Poisons Ordinance . 

(g) Counselling and Education of Patient 

8. 61. The clinical behaviour of doctors and the 

style of delivery of service such as polypharmacy and 

over-prescription are to a certain extent affected by 
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the patients' 

care . While 

maintenance .of 

perceptions , expectations and demand fpr 

edu~ation of patients towards proper 

health can take the form of mass public 

education programmes undertaken by agencies such as the 

CHEU, doctors are in the best· position to educate and 

counsel their pati ents on an individual basis on matters 

related to the management of their health problems. · 

Patients are more susceptible to health advice when they 

are sick and seek medical consultation. The impact that 

doctors could have on educating their patients should 

not be overlooked . We ' recommend that private 

practitioners should give greater pr iority to providing 

pr omotive and preventive health care and counselling to 

their patients. 

Collaborat ion betwe e n P-qblic and Priva t e Sec tor s 

8. 62 . One of o~r terms of reference ' is " to examine 

the respective roles of the public and private sectors 

and the educational bodies with the a·im of achieving 

better co-ordination and co-operation among these 

sectors in the overall devel opment of primary health 

care in Hong Kong" . The role of ~ducational bodies is 

discussed in our del i berations on training and health 

services research. The following section addresses this 

term of reference in relation to the private s~ctor .. 

8 . 63 . We recognize that private practices are free 

enterprises and in a free economy like Hong ~ong, it 

woul d not be appropriate to achieve i mprovements through 

unilateral regulation or · control in addition to the 

existing disciplinary regul ation of the professional 

conduct of practition~rs by the Medical Council of Hong 

Kong. Improvement to the overall qt.ialj..ty of primary 

medical care in the private sector can come about 
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through ensuring the quality of entrants into the 
private sector[25) and monitoring the quality of those 

already in the practice. Whilst the medical schools of 

both universities are placing increased emphasis on 

training in family medicine in their undergraduate 

courses and the HKCGP is promoting quality assurance 

among .its members, the expected improvements from these 

measures would only come about in the long run. To -introduce some ea.rly improvements to the quality of 

primary care provided · by private practitioners and to 

achieve a truly collaborative approach to primary health 

care in the ·future,. we are putting forward · possible 

arrangements for collaboration between the public sector 

and the private sector. As a matter of principle, such 

forms of collaboration should give due emphasis to 

standards of care and should not involve Government 

subsidizing private practices. 

Clinics involving collaboration 
with the private sec.tor 

8 . 64 . 

operation 

One such arrangement is to contract out the 

of public clinics to doctors in the 

non-government sector. Under this scheme, a Government 

clinic would be contracted out to agents of approved 

standards who would be required by contract to provide 

primary medical care service for people in a defined 

area. These 

organizations 

People within 

agents could be non-~overnment health 

or groups of private practitioners . 

that area could us~ the service or other 

[ 25] Hence our emphasis 
postgraduate training in 
discussions in Chapter Ten. 
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private doctors at cost if they wish but there would not 

be other public primary medical care facilities in the 

vicinity . Government would provide the cl inic premises 

and other basic equipment and faeilities at a rent; it 

would also stipulate conditions on the scope of service 

and standard of practice . For members of certain target 

groups , Government could contract with the clinics to 

provide subsidized primary medical care for these people 

either on a fee-for-service or capitation/contract 

basis . The other contracting party would run the 

clinic, · employ the supporting s taff, pay the recurrent 

expenses, provide services to Government subsidized 

patients as well as their own private patients who have 
. . 

to pay the doctors at the normal rates. The important 

features in 

management 

also take 

this clinic are autonomy in operation, 

and disbursement of funds . This clinic could 

part in insurance-based or welfare-based 

contract 

primary 

contract . 

medicine. Other desirable features of a good 

care clinic could also be built into the 

These could include collation of 

epidemiological data, keeping of good medical records 

and providing training ground for medical students. 

8 . 65 . The advantages of this scheme are 

(a) Better quality as-suranc~ this mode of 

operation provides more .direct opportunities 

for better quality assurance of primary 

medical care rendered to the community while 

service provision remains l~rgely in the hands 

of the p r ivate sector . These clinics would 

have to be under the oversight of Government 

to ensure that the operators are complying 

with the contract conditions . 
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(b) More cost-effective service each contracted 

clinic would enjoy a high degree of autonomy, 

plan and control its own budget . It would not 

be subject to rigid centralization in the. 

acquisition and deployment of resources as in 

the case of Government clinics. Operating as 

a cost centre of its own this would facilitate 

the provision of a more cost-efficient 

service . 

(c) Improved clinic environment and incentives for 

training by incorporating some of the 

desirable practtces that we have recommended 

for private doctors into the contract 

conditions, this would create a clinic 

environment conducive to the practice of good 

family medicine and incentives for doctors to 

acqu~re further skills and knowledge in family 

medicine . 

position 

hospitals 

These doctors would be in a better 

to interact with specialists in 

and specialist clinics especia~ly 

those located within -the same district. 

(d) . Wider choice of primary care: these clinics 

would provide the community with an additional 

choice to low- charge and hence low-expectation 

care at GOP cltnics and private practices 

offering variable standards of care. While 

those who can afford to pay woulq have to pay 

more for a medical consultation at these 

clinics than at a Government clinic, they 

would be receiving a quality service provided 

by well-trained doctors. 
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(e) Exemplary effect on other private 
practitioners improved practices in these 

clinics would have an exemplary. effect on 

other private practitioners, especially those 

operating in the vicinity competing for the 

same group of clients . Hopefully, this scheme 

may bring about similar improvements in - other 

private practices. 

8 . 66. On the other . hand, the perceived disadvantages 

of this scheme are that such clinics contracted to 

private . practitioners would no longer provide an open 

access to a · low-charge service for all as in the case 

of the .present public clinic system. However, 

Government will continue to bear . its traditional 

responsibility to provide subsidized medical care to 

those in need . Arrangements would be devised to ensure 

that the heedy could continue to receive subsidized 

care. 

8.67 . Others may worry about public funds being 

diverted to subsidizing private practice under this 

scheme. Regarding this point, we are aware that what we 

have presented is only a conceptual framework . To put 

this idea to test, a great deal of administrative 

preparation work and negotiations with agenctes or. 

groups of practitioners who have a potential interest to 

participate in the scheme would have to be undertaken . 

The issues of setting the level of fees, ensuring 

coverage for needy groups who require subsidized medic~~ 

care while avoiding duplication in the provision of 

subsidized services and monitoring the performance of 

the contracting party would have to be adequately 

addressed prior to implementation. 
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8.68 . Furthermore , there may be opposition to such a 

scheme from doctors in private practice, especially 

those who have an established practice in the vicinity 

of the contracted- out ·clinic. We therefore recommend 

that the 

developed 

proposed clinics for cqllaboration should be 

on a pilot basis involving one or two clinics, 

preferabl y 

geographically 

in a fairly newly developed and 

isolated area. We have identified Ma On 

Shan and Tin Shui Wai as sui table locations. These 

sub- districts are relatively isolated ; GOP clinics have 

been planned to meet population needs but · are not yet. in 

. operation . 

8.69 . One possibility to implement the above scheme 

which we have considered , though not in detail, is to 

build on the existing mechanism in EDA clinics that we 

have described in paragraph 8 . 17. A similar 

arrangement , but with the clinics grouped to form one 

unit, with post-qualifi cation requirements for the 

practitioners and with a service contract could form the 

basi~ for developing such c l inics . In due course, if 

successful and with the agreement of the Hous.ing 

Authority and the EDA, s i milar arrange~ents could come 

into force for new or vacated EDA clinics . 

Scheme based on primar y medical care insurance 

8 . 70 . We are aware that an insurance scheme 

providing only primary medical care would not be as 

profitabl e and viable as one encompassing primary 

medical care and hospital care or on hospitalization. It 

is also less attractive to individuals paying 

ou t-of-pocket as they are more ready to quy insurance 

for catastrophic il l nesses than minor ailments. Such a 

scheme therefore has to be doctor-based rather than 
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insurer-based 

employers. 

and has to involve contribution from 

8 . 71. Under this scheme, employers would pay an 

agent a premium 

employ to cover 

employees and/or 

based on the n~mber of people they 

the primary medical care of their 

their dependants [26]. This agent 

would in turn contract with a panel of doctors to 

provide primary medical care to those enrolled with the 

scheme. To keep administrative costs low in order to 

increase attraction to employers , we consider that such 

a scheme should be run by a non-profit-making 

organization which s hould be represented by al l the 

par ties involved the doctors as providers of the 

"'s·ervice, the -patients as qon-sumers , the employers anu 

the Government if it is going to assume a regulatory 

role over medical insurance schemes or to give some 

support to facilitate the setting up of such an 

organization . 

.8 . 7 2 . The merits of this scheme lie in its potential 

ability to raise standards in private practice since one 

of its important features could be that only doctors 

with certain postgraduate qualifications or those who 

pledge to ~undergo further training in family medicine 

would be able to participate. Th~ non-profit-,making 

organization would be in a position to monitor c l osely 

[26] According to estimat es based on the experience of 
currently run insurance schemes made available to 
us, the annual cost at current prices would be 
approximately $800 to $1,000. No doubt this cost 
would va~y depending on the size of people covered 
in the plan and the type of exclusions in the 
services pr_ovided. 
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the activ-ities of doctors including their recall 

patterns and prescribing practices . The data collected 

from these practices would form a very useful 

epidemiological data bank and in the long run, could be 

integrated with whatever health information system to be 

developed by the Department of Health . Another 

advantage of this scheme is the likely encouragement 

that it could have on employers' insurance on a 

voluntary basis. The operation of such a scheme by a 

non-profit-making organization· would certainly be more 

attractive to employers who are already conscious of the 

need to provide medical benefits for their staff . 

8 .73 . It has been suggested that to facilitate the 

introduction of . such a scheme , Government should 

consider providing a loan to the non-profit-making 

organization to finance the setting up costs. ~owever, 

........_ we consider that any ·Government involvement in private 

insurance schemes must be seen in the overall context of 

the future policy on health care financing and the 

direction we are moving in on the development of medical 

insurance . These issues are addressed in Ch~pter 

Fourteen on Financing of Health Care Services in which 

we have concluded that it is oppor~une for a study on 

the overal l policy on health financing to be conducted . 

Therefore, while we have put :forward the above sc·heme as 

a possibl e means to improve quality of services in 

private practices , for the time being, this should 

remain a private sector initiative on the basis of 

voluntary participation of employers . 

Co-ordination between Out-patient Clinics and Hospital 
Services 

8.74. 

examine 

We are required 

two particular 

by our terms of reference to 

aspects which are directly 
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related to 

Author ity -

hospital services and the Hospital 

(a) to suggest arrangements to strengthen the 

(b). 

8 . 75 . 

co- ordination between the out- patient clinics 

and the hospitals including the issues of 

keeping patients out of hospitals and 

encouraging ambula tory care ; and 

to consider 

services and 

l].ealth care 

whether 

any other 

should be 

Hospital Authority . 

general 

~spect s 

brought 

out- patient 

of. primary 

under the 

We shall address the s econd issue in Chapter 

Twelve on the preferred structure for the future 

deli very of primary health care services. :The rest of 

this chapter contains Qur arguments and r ecommendations 

on the various issues of co- ordination between hospitals 

· and primary health care services and in ?o doing, we 

have given careful consideration to recommendations from 

PHA . 

Approach to Co-ordination 

8.76 . In Hong Kong and in many other countries, 

inadequate or poor quality primary he~lth care services 

have too often been held responsible for overcrowding in 

hospi tal s and long waiting times in specia~ist ~linics . 

It is, however, ironical to note that despite this 

common belief, primary health care has seldom been given 

the generous resources t hat have been extended to 

hospitals . Primary health care encompasses a wide range 

of preventive , promotive , curative and rehabilitative 

services . These services should be able to provide 
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those who have fallen ill appropriate curative treatment 

o~ referral to secondary or tertiary medical care . The 

primary health care setting should also be equipped to 

take care of these patients again when their conditions 

have been stabilized . 

8 . 77 . As a · fundamental pri_nciple, we consider that 

issues of co-ordination between hospital services and 

primary health care services should be addressed with 

the aim to promote primary health care for the benefit 

of the patient rather than as a cheap means to aileviate 

overcrowding in hospitals . 

8 . 78. Apart from an imbalance in resource 

allocation , efficient co- ordination between hospital and 

primary care services is also handicapped by the lack of 

trained personnel in the primary health . care field. 

Doctors who have neither vocational training in family 

medicine or continuing medical education nor proper 

supervision would not be confident enough to take care 

of the patients themselves and would tend to refer 

patients to their 

token , doctors in 

their patients to 

specialist coll~agues . By the same 

hospitals are reluctant to discharge 

be cared for in general clinics, 

whether in the public or private sector. 

Appropriate Mode of Co- ordination 

8.79 . Co- o'rdination between primary health care and 

specialist care whether in the hospitals or specialist 

clinics should 

situations , the 

doctor diagnoses 

conditions which 

be 

flow 

a two- way f low . In normal 

takes place when a primary care 

or suspects an ailment in a patient's 

requires expert advice and therefore 

refers him for consultation or treatment in specialist 
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clinics or hospitals. After the necessary specialist 
treatment has · been given and the patient's cond·itions 

· stabi l ized, he or she should be referred back to the 

primary care doctor for continuity of care. 

8 . 80 . Suitable timing is of significance in the 
referral syste~ . A patient should not be referred to a 
specialist at too early a stage when the illness can 
still be properly taken care of by primary care doctors, 
nor too late when the disease may have advanced . 
Timing is also essential in the referral backwards from 

hospitals or specialist clinics to the primary care 

doctors. Good timing woul~ ensure better utilization of 

both primary care and specialist resources. 

8.81 . To ensure that there would not be unnecessary 

delay in treating the patient's disease; nor would 

there be a waste of resources , it is essential that 
referrals from · primary health care be made to the 

appropriate specialty and where the necessary facilities 
are available . 

Improving the Referral System 

8.82 . A first step to improve co-ordination between 

primary health care and specialist care is to equip 

primary care doctors with the skills an~ knowledge to 

adequately perform the role of a referring doctor. In 
this ·. respect, we 

should be provided 
recommend that primary _care doctors 

with the necessary basic training , 

exposure and experience in various medical specialties 

so as to enable them to be more competent in handling 
111 • 

patients and in determining the appropr~ate time to 

refer patients to the appropriate specialist service. 

Such training may be provided by attaching primary care 

doctors to the major specialties in hospitals as part of 
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their vocational training[27).. However, the 

orientation and emphasis in these training programmes 

must be tailor-made according to the needs of good 

fami ly medicine, which may differ quite substantially 

from postgraduate training for specialists. 

8 . 83 . On the other hand, we also consider · it 

desirable for specialists working in hospitals and 

specialist clinics to perform part- time service at the 

primary medical care setting . This arrangement would 

have the advantages of enhancing mutual understanding 

between providers of health services at the primary and 

specialist levels , providing professional support to 

primary care docto'rs especially at the initial stages 

when most primary care doctors have yet to undergo 

fu~ther - training and helping to reduce referrals to the 

specialist sector. Whilst specialist clinic· sessions 

providing chest, skin( eye and ENT services are 

currently provided in some GOP clinics , we recommend the 

setting up of additional specialist mini-clinics on a 

sessional basis at GOP clinics to be r un joi~tly by 

specialists from hospitals and GOP doctors . The 

development of follow-up clini cs for patients suffering 

from chronic diseases or adoption of special management 

protocols for these patients would also help to reduce 

referrals to the specialist sector. 

8.84. Any referral to and from one sector would only 

be meaningful if there is good communicatio~ between the 

two sectors. This is at present hampered by the lack of 

(27] The desirable contents of vocational training for 
doctors in family medicine is discussed in Chapter 
Ten . 
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medical records at GOP clinics. We recommend that .with 

the introduction of medical records 'for individual 

patients at GOP clinics, referrals to specialist servi ce 

should be accompanied by a written report containing as 

much details as possible on the patient 1 s medical 

history and the referring doctor 1 s observations and 

diagnosis . Likewise, the specialist doctor should ·also 

make available to the primary care doctor a report on 

t he treatment rendered to the patient and his present 

conditions and needs for follow-up treatment in 

referring the patient back to the primary care 

setting[28]. In addition, the referring specialist 

should continue to work in _co-ordination with the GOP 

doctor and provide the necessary support. Consideration 

should also be given to standardizing the format of 

these reports. 

8.85. When specialists in hospitals or specialist 

clinics discharge the small group of patients who are no 

longer suffering from complications and who may be 

adequately taken care of in the primary care setting, 

these patients should generally be referred back to 

their referring doctor, whether in the public or private 

sector. In practice, we are aware that most of them are 

referred to GOP clinics for follow-up care, irrespective 

of whether they are initial·ly referred from private 

doctors or from the Accident and Emergency Departments. 

As a result, GOP clinics are accumulating a large number 

of recurrent patients with chronic diseases who require 

(2 8] 
According to the Director of Health's survey of GOP 
doctors, _ 70% of respondents reported that feedback 
was received from specialist clinics while ·only 30% 
reported receiving feedback from hos.pi tals. 
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long-term continuing treatment[29]. we agree that 

provision of continuity of 

from chronic diseases f~ll 

care to patients suffering 

within the curative and 

rehabilitative components of primary health care. 

However, the expanded role of GOP clinics in this 

respect should be properly reflected in the allocation 

of resources . We recommend that additional resources be 

given to 

number of 

GOP clinics to take care of the increasing 

patients referred to them for follow-up care 

from the specialist s.ervices. By the same token, where 

certain services or procedures such as endoscopy can be 

pr0vided in the 

resources should 

primc3:ry 

be made 

care setting, the necessary 

available in order to take 

away some pressure from the specialist· clinics which are 

said to operate ·on long waiting lists. 

our Response to PHA's Proposals 

8.86. The PHA has recommended five main areas to 

strengthen and improve co-ordination between out-patient 

clinics and the public hospitals[30] . We have 

[29] 

[30 j 

This is confirmed by the experience of the four 
pilot clinics where individual pat~ent medical 
records have been introduced . The records indicate 
that 70% to 80% of patients are frequent users of 
the clinic and 30% to 50% of these frequent users 
are patients who require regu.lar · and long-term 
follow-up for chronic conditions. 

A full submission of the Provisional Hospital 
Authority to the Working Party is containea in 
Chapter 14 of the PHA Report, pecember 1989 . The 
vari~us arrangements recommended by PHA to improve 
co-ordination between hospitals and out-patient 
clinics are reproduced at Appendix 16 . 
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carefully considered these suggestions in the cont.ext of 

our recommended appro'ach to co-ordination. 

8.87 . The PHA has recommended that referrals from 

GOP clinics should be made to specialist clinics with 

the shortest waiting times th~ough an information 

_system. We endorse the need for enhanced co- ordination 

but feel that the benefits to be gained from referring 

patients to specialist clinics with the shortest waiting 

times would only be marginal, when .the location of 
workplace/residence and age and conditions of the 
patients 

setting 
and the administrative costs of separately 

up an information network specifically to 
facilitate . referrals of this sort .are taken into 
account. However , with the .development of a 
computerized clinical information system in the GOP 
service which· should link up with other clinics[31] , 
the PHA proposed arrangement would be possible . 

8 . 88 . The above recommendation of PHA seems to 

suggest that GOP clinics are a major source of referrals 

to specialist clinics. This is not substantiated by the 

HKU GOP survey[32]. The problems of heavy pressure on 

---------------------------------------------------------
[31.J 

[3 2] 

The development of a clinical information system is 
discussed in Chapter Five ~ paragraphs 5.58 - 5.60. 

The survey analysed the referra~ patterns of the 
sampled GOP clinics and their likely impact on 
special ist services . Referral rate to special~st 
c l inics was 4 . 91% and the contribution of GOP 
clinics to the work of spec~alist · c l inics was 
estimated to be 7.9% of the workload of specialist 
clinics, excluding return visits to these clinics . 
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specialist clinics and long waiting times can only be 

adequately addressed by examining the referral patterns 

from other $OUrces . such as private practitioners as well 

as the operation of the specialist clinics . we 
recommend that a study into the operation of specialist 

clinics should be accorded priority by the Hospital 

Authority. 

The PHA has considered multi-disciplinary 8 . 89. 

training for GOP doctors to be desirable and has 

suggested that this be achieved by attaching GOP doctors 

to various specialties in hospitals and vice versa. We 

fully share this idea and shall discuss in Chapte~ Ten 

hospital training prog~ammes for GOP doctors. In our 

view, the orientation and emphasis in hospital training 

for primary care doctors through rotational attachments 

should not simply follow that of specialists in hospital 

service but should be adjusted according to the needs 

of family medicine. Like PHA, we consider it desirable 

for specialists working in hospitals and specialist 

clinics to have exposure to the primary medical care 

setting through taking up sessional appointments in 

specialist mini- clinics in GOP clinics which we have 

proposed in paragraph 8.83. 

8.90 . The PHA has recommended that the utilization 

of GOP clinics should be increased, say, by providing a 

24~hour service so as to ease the demand for accident 

and emergency services. Whilst we appre~iate the need 

to reduce attendances at Accident and Emergency 

Departments in 

cost-effectiveness· 

round-:the-clock. 

the hospitals, we doubt the 

of operating some GOP clinics 

It would be counter-productive if 

patients requiring genuine emergency treatment turned up 

at these GOP clinics where a full range of investigation 

174 

f r r 
r. l r ,. . I 
f. 
i 

I r 
j 

f f i 

i. 
t 

t 
~ 

(. 

I 
i 
I 
I 
I 
! 
I, 
~ 
i 
L 
t 

~ 

t 
I 

) - , 

I I 

[ 

[ ! 
i : , -, I 
i I 

I I i 
I I I 
' 

l 

! 

I 

1 l [ 

t l. 



. .. -·- --·-·-"'- . ··--- ···- ·--- .. 

and supporting facilities ~as lacking·. The idea of 

adjusting the operation of GOP clinics simply to relieve 

pressure on the Accident and Emergency Departments 

generated by episodic cases also deviates from our 

recommended objective for Government primary medical 

care at GOP clinics that they should aim to provide 

family medicine service to patients with emphasis on 

continuity of ea.re. We consider it more effective to 

have good family practice · in place both in the public 

and private sectors so that in an ideal situation, 

patients suffering from minor illnesses in the middle of 

the night could call up their own family doctor for 

advice and reassurance until the primary medical clinics 

open. · Health education on the treatment of minor 

ailments would also assist in this regard. In cases of 

real emergency, the . use of ~he Accident and EmergenGy 

Department. would be appropriate. 

8 . 91. The PHA has suggested that in order to reduce 

the need for hospital attendance, "day beds" should be 

introduced in GOP clinics to enable the conditions of 

patients whose need for hospital admission cannot be 

ascertained in the first instance to be observed. The 

list of minor operations and medical procedures that can 

be carried out in GOP clinics ~hould also be expanded . 

We agree that family practitioners should receive proper 

training in the surgicai technique~ that can be 

performed in the primary medical care setting . In the 

long term, investigations such as enqoscopy and 

ultra-sound should also be perfqrmed in the primary care 

setting and consideration should be given to extending 

primary care to include some specia~ized services such 
•• t 

as opthalmology and optometry. However, we do not agree 

th~t "day beds" for observation purposes should be 

introduced in GOP clinics . This proposal would not be 
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justified given the profile of present GOP users and the· 

low referral rate from GOP clinics to hospitals[33) . 

Such facilities should be more appropriately situated in 

hospitals . 

8 . 92. We agree with the PHA ' s recommendation that 

there should be a close link between accident and 

emergency medicine and primary health care and ~hat the 

increased use of observation beds in Accident and 

Emergency Departments should be considered . 

. 8 . 93. 

close 

Finally , we wish to echo the PHA-'s call for a 

working relationship between the Hospital 

Authority, its Regional Advisory Committees and 

individual public hospitals with the Department of 

Health . We believe that the District Health System 

outlined in Chapter Eleven would go some way towards 

meating this objective . 

[33] 

( 

According to the HKU GOP survey, admission rates to 
hospitals from GOP c l inics via the Accident and 
Emergency Departments were estimated to be between 
2 . 1% and 4.2%. Such GOP referrals were responsible 
for between 1 . 3% and 2 . 6% of all hospital 
admissions . 
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CHAPTER NINE 

COMMUNITY HEALTH SERVI CES AND REHABILI TATIVE CARE 

I ntroduct ion 

9 . 1 . we are required by our ·terms of reference to 

address the issues of keeping patients out of hospita.ls 

and encouraging ambulatory care . Apart from preventive 

care and health promotion ~ctivities , rehabil i tative 

services are pertinent to keeping patients out of 

hospitals . Many of these rehabilitativ.e services 

-shoul·d -preferably be provided in the home environment 

rather than in institutions. This is par ticularly 

relevant in a Chinese community like Hong Kong where 

the fami ly remains the major support unit. This 

chapter discusses t h e provision of community heal th 

services with particular emphasis on rehabi·litative 

care . 

9 • 2 . First of all , we should point out that 

community health services and ambulatory car e should be 

provided on the basis of an int e grat ed approach . 

They rely on the co-ordi nation an9 co-operat ion of 

heal t h workers, social workers, neighbours as well as 

families and individuals . The objectives to keep 

patients out of hospitals and to encourage ambulatory 

care cannot be achieved by health ser vices alone . 

Secondly, provision of community health services should 

not and need not be confined to the Government sector. 
J 

In fact, many of the existing communi ty health services 

were pioneered 

are generally 

by non-government organizations which 

in a better position to i n troduce more 
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approaches 

This 

to health care than a government 

is particularly the case for . 

innovative 

bureaucracy. 

district-based 

more clearly 

non-government organizations which are 

aware of the needs of the community and 

are able to mobilize support of volunteers within that 

community . 

9. 3. Many of the community health services that we 

have reviewed are currently not operated or funded as 

primary health care services. Community nursing 

service, domiciliary occupational therapy service and 

hospice care are hospital-based services the provision 

and . development of which are regularly reviewed and 

monitored by HSD and the relevant advisory bodies. For 

this reason , we hav.e concentrated our discussion on the 

objectives, scope and nature of these services in the 

context of primary health care to see whether changes 

are necessary. We are pleased to note that many of our 

proposals in this respect are consistent with the 

findings and recommendations of separate reviews 

conducted simultaneously by other bodies. These 

include the review of CNS and hospice care service by 

MDAC and the review of DOT service by the 

Rehabilitation Development Co-ordinating Committee . 

Community Nursing .Service 

9 .4. Community nursing service is currently a 

hospital-based rather than a community-based service 

provided by HSD and a number of non-government 

organizations under medical subventions. In 1988/89, 

12 410 cases were served by CNS and the total number of 

home visits made was about 232 200. According to HSD's 

analysis, 84.5% of the cases were referred from 

hospitals, 8.4% from out-patient clinics and Accident 
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and Emergency Departments and the remaining 7% were 

from other sources including general practitioners in 

tpe private sector. The two major groups of CNS 

clients are postnatal mothers and the elderly with 

chronic diseases or physical disability. In 1988/89, 

postnatal mothers accounted for about 40% of the total 

cases, most of them requiring only a few visits by 

community health nurses. Between 35% to 40% of the CNS 

patients were aged 65 and. above and most of them 

required more frequent visits. 

9 . 5. The original objectives of CNS as endorsed by 

MDAC are -

(a) provision of domiciliary medical and surgical 

nursing care and treatment to patients 

discharged from public hospitals; 

(b) provision of nursing care 

and rehabilitation of 

in the treatment 

geriatric and 

handicapped patients in the home environment; 

and 

{c) education and motivation of the patients and 

their families to e~courage participation in 

the treatment process and in all matters 

pertaining to the patients' medical and 

hea~th care, including knowledge of general 

hygiene, home management, dietary advice and 

prevention of accidents. 

By providing domiciliary nursing care to qualified 

-discharged patients , CNS helps to reduce pressure on 

hospital beds and to alleviate overcrowding in public 

hospitals. 
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9 . 6 . Our deliberations on CNS have the benefit of 

input from a working group set up in· late 1989 under 

the Community Nursing Service Joint Consultative 

Committee[!] to .review the service and to consider 

its future 

comprehensive 

development 

health care 

within the context of a 

system. This working group 

has identified three main areas of inadequacy -

(a) inadequate communication with doctors which 

affects referral to the service and follow- up 

care for patients; 

(b) 

( C) 

insufficient 

patients 

co-ordination of care for 

inadequate medical and paramedical 

su_pport and advice on sp~cial care areas; and 

inadequate 

nurses and 

post-basic training for community 

a shortage of opportunities ·for 

continui~g in-service education. 

9.7 . We agree generally with the observations of 

the working group and consider that to addres·s these 

areas of inadequacy , objectives of the service should 

be re-defined and the scope of service more 

specifically defined. The client groups to be served 

should also be broadened from patients discharged from 

[ l] The Community Nursing Service Joint Consultative 
Committee is chaired by a Principal Medical 
Officer in HSD and comprises HSD's nursing officer 
in charge of CNS and representatives from other 
agencies · providing CNS . It serves as a central 
forum for addressing common issues of concern 
including issues of staff training. 
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hospitals to all patient- clients in need even though iri 

p laces where home nursing service is district or 

comrnunity- bas~d, as in Singapore or Australia, the 

majority of clients are still patients discharged from 

hospitals. Whilst emphasis should continue to be 

placed on curative and rehabilitative aspects , the 

pr~ventive and promotive role of CNS, say, in educating 

the patients and carers in the family in the 

rehabilitation and health' maintenance of patients 

should be strengthened. In consultation with the 

working group and having made reference to the Royal 

District Nursing 

recommend that 

Service in Melbourne, Australia , we 

the objectives of CNS should be 

re-defined in the form of a mission statement, a set of 

service objectives that would facilitate evaluation and 

a more clearly defined scope of service . we are aware 

that these revised objectives have also been endorsed 

by MDAC at its meeting in July 1990. 

( a) 

(b) 

Mission Statement 

As an integral part of the total health care 

delivery service, Community Nursing Service 

provides quality nursing services to people 

in thei~ own environment , usually the home . 

Objectives 

To provide quality, 

individualized and continuing 

for patient-clients in need 

environment ; 

comprehensive, 

nursing care 

in their home 

to provide 

maximizing 

nursing 

self-care 

care aimed towards 

by patient-clients 
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themselves and positive resolution of their 

health care problems ; .. 

(c) to prom?te the participation of carers or 

family membe·rs in the treatmE;!nt or 

rehabilitation process of patient-clients; 

(d) to ensure effective communication with other 

members of the health care team to facilitate 

the co-ordination of services and 

co-operative working relations with personnel 

from other community agencies ; and 

(e) to develop qua l ity nursing service through 

(a) 

(b) 

training and continuing education for 

community nurses at all levels . 

Scope of Service 

Home Nursing Care to provide patient care 

by means of skilled individ,ual nursing care 

to patient- clients and families . This 

includes simple clinical ob;servation, basic 

w9und care , bedsore dressing, administration 

of drugs and injections, Ryles' tube feeding , 

maintenance rehabilitative exercise, basic 

home adaptation and postnatal care . 

Special Nursing Care to ide~tify health 

care problems in the community and provide 

special 

This 

care programmes for patient~clients . 

includes stoma care , hospice care, 

incontinence care , home respiratory care, 

Continuous Ambulatory Peritoneal Dialysis 

CAPO care, geriatric assessment and 

diabetic care. 
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9 • 8. 

(c) 

(d) 

Health Education - to provide individualized 
health education to patient-clients and 

ca:r;ers and group health education in elderly 

centres . 

Consultation to provide consultative 

services to support and assist nursing and 

paramedical staff and carers in addressing 

complex problems in families in need of care. 

(e) Liaison and Co-ordination to refer or 

liaise with agencies to provide support 

services . to enable the effective delivery of 

nursing services to the community . 

Bearing in mind that no alternatives to the 

type of service provided by community nurses are 

readily available, except employment of private nurses 

at considerable expense, we recommend that CNS should 

continue to be universally accessible. However, to 

avoid abuse and to make the best use of resources, the 

present practice of some form of medical assessment in 

support of referral to CNS should be maintained and the 

possibili~y of an appropriate scale of fees should be 

considered[2]. 

9.9. Apart from the objectives and scope of 

service, we have also addressed the issue of how CNS 

should be organized in terms of structure. Qur terms 

of reference '· have required us to consider whether the 

GOP service and any other aspects of primary health 

[ 2 ] The issue of charging for CNS is discussed in 
Chapter Thirteen on Funding and Implementation . 
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care should be brought under the Hospital Authority . 

This we have done in Chapter Twelve . Vice versa, we 

have considered whether certain aspects of the current 

system of hospital services should be incorporated into 

the primary health care system. 

9 . 10. Regarding CNS, we have considered the 

advantages and disadvantages of 

the primary health care services 

of the working grou~ of the 

Committee[3]. We consider 

organizing CNS under 

put forward by members 

CNS Joint Consultative 

that technical and 

staffing problems aside, the ~dvantages of organizing 

CN~ as a commuqity-based ~ervice outweigh the 

disadvantages. This particularly would be the case 

with the re- ·orientation of the service towards meeting 

community needs 

recommendations 

nurses have an 

and promoting health education and our 

on district health teams. Community 

important function to perform in these 

future district health teams . As part of the 

community-based service, community nurses would be able 

to interact with other members of the health care team 

arid obtain more direct professional support from the 

primary care doctors . We the-refore recommend that CNS 

should be organized as a primary health care service 

and that this arrangement should be introduced on a 

pilot basis in the two primary health care districts to 

be set up[4] . However, as the majority of CNS 

[3 J 

[ 4 J 

A summary of views expressed by members of the 
working group of the CNS Joint Consultative 
Committee on organizing CNS as a community-based 
service is at Appendix 17. 

Discussion on the two primary health care 
districts is contained in Chapter Eleven. 
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clients are patients discharged from hospital.s who may 

require speciali9t care, the re-organization of CNS on 

a community basis should not preclude community nurses 

from seeking support and advice from specialists in 

hospitals or speci~list clinics. As in the case of 

improved 

hospitals 

co.:.ordination between GOP clinics and 

which is discussed i n Chapter Eight, liaison 

between CNS, fa!Uily physicians and specialists should 

also be strengthened . 

9 .11. Our attention has been drawn to potential 

staff problems arising from such a structural change as . 

CNS, which is now hospital-based, would be operated 

under the Hospital Authority . Although this issue on 

staffing arrangement is for the Administration to 

address, we do not thi~k it would create insurmountable 

problems. 

Community Rehabilitative Service 

9 . 12. 

provided 

community 

for the 

rehabilitative services currently 

domiciliary disabled comprise 

occupational therapy service and to 

extent, domiciliary physi otherapy 

mainiy by the non-government sector. 

a very limited 

service provided 

T.heir objectives 

are to provide advice and assistance to p~rsons 

suffering from physical or mental disabilities as well 

as mentally ill patients who face adaptational problems 

in their normal daily living at home or at work after 

discharge from hospitals. 

9.13 . In the government sector, DOT is provided by 

HSD as part of its centre-based occupational ther~py 

service . In the non-government sector , both the 

Spastic Association of Hong Kong and Rehabaid run a DOT 
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service for disabled 

HSD 's service , the 

agencies recruits 

community . There 

counselling , advice 

clients in the community . Unlike 

DOT. service provided by these 

its clients directly from the 

is also a greater emphasis on 

and education. As for domici liary 

physiotherapy service , we are aware that this is now 

provided on a limited scale by the non-government 

sector such as the Yang Memorial Social Service Centre. 

9 . 14 . Domicil ~ary rehabilitative services are a 

form of ambulatory care . They are simil ar to CNS in 

the sense that they provide ip the community setting 

care in treatment, rehabilitation, education and 

motivation of patients and their families . The health 

maintenance elements of the service helps to prevent 

the disabled from r~lapse into sickness and hence 

reduces the n eed for hospitalization . 

9 . IS ·. Simultaneous with our deliberations , the 

Commissioner for Rehabilitation has convened an ad hoe 

group to examine issues related to the DOT service . 

Its findings and recommendations have been accepted by 

the Rehabil itation Development Co-ordinating 

Commit tee . 

of demand for 

system, the 

therapist for 

and charges , 

These cover service objectives, projection 

the service, meaical back- up and referral 

planning ratio of one occupational 

SOO visits per year , organization , fees 

the evaluation criteria and the extension 

of, government subvention to the two agenci~s mentioned 

in paragraph · 9 . 13 currently providing DOT service . 

9 .16. In our view, DOT service has an important 

role in encouraging ambulatory care. We recommend that 

the development o f DOT service should be promoted and 
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active consideration should ~e given to the development 

of an integrated domiciliary rehabilitation team 

comprising DOT, phy~iotherapy and other paramedical 

~ervices. Like CNS, DOT service should become an 

integral part of primary health care in which the 

occupational therapist would work closely with other 

members of the health care team under proper medical 

and wit4 continued back-up support from supervision 

in-patient 

structural 

financial 

especially 

OT service. However, in the interim, the 

A developed 

issue should not prevent appropriate 

support being extended to this service, 

that provided by the non-government sector. 

DOT service would provide a source of 

support and assistance to CNS in ensuring comprehensive 

and integrated care for patient-clients in their home 

environment. 

Hospice Service 

9.17. Hospice care is a total package of palliative 

care for the terminally ill, including emotional, 

spiritual and medical support for the patient and his 

family. It is intended to enable patients to remain 

comfortable in their home environment for as long as 

possible, to provide the best possible symptom control 

and a dignified end, and to give support to the 

bereaved family . 

9 . 18 . At present, hospice care is prov~ded in five 

subvented hospitals with either designated bed support 

or simply a home care programme 7 In government 

hospitals, a limited service is provided by a voluntary 

visitation programme at the two radiotherapy and 

oncology units at the Prince of Wales Hospital and the 

Queen Elizabeth · Hospital. Hospice care has also been 
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incorporated into the training programme of CNS since 

1988 . The community nursing service now accepts 

referrals for palliative care to needy patients at 

home, with · the main emphasis on trying to lessen the 

severity of pain to the patients. 

9.19. We support the recent MDAC recommendation 

that hospice care should be developed in Hong Kong and 

we~come the formation of a Co- ordinating Committee on 

Hospice Care Service to co-ordinate the efforts of the 

various 

advise 

organizations 

the Secretary 

providing hospiqe care and to 

for Health and Welfare on the 

development, training. and resource requirements of the 

service . 

9.20. Hospice service is more than medical or 

nursing care alone or the combination of the two . It 

also gee$ beyond curative and rehabilitative seryices . 

Voluntary care and support provided by friends and 

relatives of the patients, r e l igious personnel and the 

community are equally important. While we have 

concluded that hospice service does not fall entirely 

within the scope of primary health care, we consider 

that CNS could be further developed in the area of 

providing nursing attention and palliative care to 

patients at home . In -developing hospice se~vice, 

greater emphasis should be placed on the home care 

programme with the full participation of the family. 

Community Health Service for the Elderly 

9.21. The issues of keeping patients out of 

hospitals and encouraging ambulatory care are 

particularly relevant to the elderly . It has been said 

quite often that public hospitals are the dumping 
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ground for elderly patients whose 

unable or unwilling to take care 

family is either 

of them. This 

certainly goes against the time-honoured virtues in a 

Chinese community of respecting the elderly and looking 

after the older members in the family . 

9 . 22. The health and well-being of the elderly 

cannot be achieved by the health sector alone . In the 

Draft White Paper on Social Welfare into the 1990 1 s and 

Beyond[SJ, it is acknowledged that "there is a clear 

need for a better interface between the elderly 

services which fall within the programme area of the 

Social Welfare Department and other services such as 

hospital · services, primary health care, housing, 

transport , etc. 11 The following section consolidates 

our discussion on community health services for the 

elderly, some of which may have alre~dy been addressed 

in greater detail in the precedinc_;r chapters on health 

promotion, preventive care , health s~reening and .clinic 

services. These services should as far as possible be 

complementary to and integrated with community support 

services provided by the social welfare sector. 

9.23. In our discussion on 

services for the elderly , elderly 

qs those persons aged 65 years 

reflects the current definition of 

health services although the age of 

the welfare sector . 

community health 

persons are defined 

and above. This 

the elderly used in 

60 years is used in 

[?] This draft White Paper published in September 1990 
was prepared by the Working Party on Social 
Welfare Policies and Services and was the subject 
of public consultation when we were drafting our 
report. 
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9 . 24 . In mid-1989, there were a total of 490 OOO 

people aged 65 and above, representing 8 . 6% of the 

total population (5 713 700) in Hong Kong: These 

figures show tha·t the size of the elderly population 

has increased by 19 . 9% since the March 1986 by-census 

while the overall population has grown by only 6% . 

According· to population forecasts , the proportion of 

the population over 65 years of age will further 

increase to 730 600 or 11.6% by the year 2000(6]. 

Health Needs of the Elderly 

9.25 . Although comprising only 8 . 6% of the t otal 

population , people aged 65 and above accounted for 

21.5% of all GOP attendances as shown in the recent HKU 

GOP Survey . In the case of utilization of hospital 

services, patients aged 65 and above accounted for 

33 . 7% of all admissions. In an enquiry on doctor 

consultation conducted via the General Household Survey 

in January 1989, a much higher frequency of doctor 

and over, consul tation was noted for those aged 65 

being 200 per 1 OOO as compared with the overall 

average of 131 per 1 OOO population. 

9.26. In addition, there is a substantial demand 

for institutional services for . the elderly in poor 

health or those suffering from permanent disableme~t . 

The needs of those requiring limited nursing care are 

met in C&A homes while others in need of constant 

I ------------------------------~-------------------------

[ 6 J The corresponding figures for people aged 60 and 
above are 722 200 (12 . 6% of the total population) 
in rnid-1989, projected to rise to 974 Soo or 15.4% 
by the year 2000. 
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nursing care and limited medic.al attention are. 
accommodated in infirmaries . There is at present an 

acute shortage of both 

1 May 1990 the central 

types qf facilities : as at 

waiting list for C&A places 

maintained by SWD registered a total of 8 751 persons 

while a total of 2 077 persons were registered on the 

central waiting list for infirmaries maintained by H$D . 

9.27 . With advances in medical technology and 

better health care, our elderly people are now enjoying 

a longer life . According to t he projection in 1988, a 

65 year old female can now expect to live up to 83.6 

years old and the male to 80.3 years old. The 

progressive increase in th~ elderly population 

aggravates the demand for health services as they are 

·the high-risk population in experiencing. illnesses . 

Taking · into consideration the need to prom?te quality 

of life of the elderly and reduce their dependence on 

hospital 

~lderly 

groups 

purely 

services, we strongly recommend that the, 

should be one of the most important target 

for . receiving primary health care. From a 

economical perspective, maintaining and 

promoting the health of the elderly is cost-effective 

having regard to their demands on the more expensive . 

institutional services and hospital care. 

Approach to Health Care for the Elderly 

9 . 28. In many places including Hong Kong, the 

responsibility of caring for the · health of the elderly 

is shared by government and their family members, with 

the majority of the heal th costs being borne by the 

public purse . To reduce the elderly's overdependence 

on hospitalization, community-based medical and nursing 
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care services have been developed by many countries 

which have a large proportion of the elderly . We 

believe that provision of community health services 

under the primary health care system involving a range 

of preventiv~ , promotive , curative and ·rehabilitative 

services will help achieve quality care for the elderly 

and more efficient use of resources . 

9 . 29 . Whilst it has been generally accepted that 

the fundamental - objective .-of services for the elderly 

is to promote their wel l -being through care in the 

community and by the community , we feel strongly that 

it should be the responsibility of everyone to help 

meet their growing and changing needs : the family, the 

government and the elderly themselves . In particular, 

gr.eater emphasis should be placed on the responsibility 

of the family . 

9.30 . In the course of our deliberations, we made 

reference to the position in Singapore regarding 

provision of health care services for the elderly . By 

comparison, Singapore has a younger population . The 

proportion of its population over 60 years of age w,as 

220 900 or 8 . 3% in 1988 . This is expected to increase 

to 3.32 400 or 11.1% by the year 2000 . In recognition 

of the ageing of the population and their prqminent 

he·al th needs, a Health Services for the Elderly 

Department was established in 1985 in the Primary 

Health Division within the Ministry o.f Health . Much of 

the work of this department is carried out through the · 

Horne Nursing Foundation, a voluntary organization 

providing community-based care for th~ elderly . The 

Working Party delegation was particularly impressed by 

the emphasis placed on mobilizing public support· and 

involvement in the care for the elderly and felt that 

such an approach should be promoted in Hong Kong. 
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Goal and Objectives 

9.31 . We recommend that a more integrated approach 

to providing community health services for the elderly 

should be adopted under the primary health care system 

with the following as its mission statement -

" To promote the health and wel l -being of the 

elderly through provision of community-based 

services, with the m~ximum participation of 

everyone including the elderly themselves ." 

9.32 . We further recommend that community health 

services for the elderly should have the following 

obj ecti v.es 

(a) 

(b) 

(c) 

( d) 

To provide and 

non-institutional 

promote community-based 

health care services for 

the elderly including the development of 

health maintenance and health promotion 

programm~s 

deferring 

with a view to preventing or 

the need ·for long-term 

institutional care; 

to promote community participation, in 

particular the family and peighbours, in the 

total health care of the elderly; 

to co-ordinate, co-operate with and provide 

advice to relevant organizations involved in 

providing health care for the elderly; and 

to assist in prov~ding training and 

professional support to personnel at all 

levels, including volunteers and care-giver s, 
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involved in providing health e:are for t he 

elderly . 

Scope of Service 

9 . 33. In terms of health promotion, we recommend · 

that the CHEU of the Department of Health should adopt 

a more targeted approach to promoting health educat ion 

among the elderly. To avoid duplication of resources, 

joint projects should be run with HKCSS, non-government 

agencies and other district organi·zations t o provide 

health education for the elderly . CNS should also take 

part .in providing individualized health education to 

e l derly patient-clients in their home environment . 

9 . 34 . At a territory-wide level, we are aware that 

· following the recommendation of the Central Committee 

on Services for the Elderly[?], an Ad Hoe Committee 

on Community Education on Ageing was set up in late 

1989 to exami,ne the area of community education on 

ageing with a view to encouraging the public to pay 

respect and concern to elde.rly persons and to educate 

both the 

ageing . 

SWD , CHEU 

young 

The 

and 

and the elderly on various aspects of 

Committee comprises representatives from 

HKCSS and is tasked to compile a report 

and make- recommendations for implementation . 

[ 7 J The Central Committee on Services for the Elderly 
was established on 1 Jqly 1987 by the Secretary 
for ~ealth and Welfare to review policy on 
services for the elderly and to monitor progress 
in the implementation and development of services 
for the elderly in Government departments and 
welfare agencies . It reported in September 1988 
and implementation of its recommendations is 
underway . 
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9 . 35 . We endorse the objectives of community 

education on ageing and feel that promotion of public 

awareness of ageing should be an on-going commitment. 

We therefore recommend that consideration should be 

given to the setting up of a more permanent committee 

to co-ordinate activities in community education on 

ageing and to advise on strategies, themes and targets 

of such activities. 

9.36 . To ensure wider dissemination of health 

education to the ~lderly and the community at large, we 

recommend that health programmes and messages through 

the mass media on ageing should be strengthened. 

'9.37. 

discussed 

In terms of -preventive care, we have 

in Chapter Six the benefits of health 

screening in ter~s of early detection of illnesses . We 

have concluded in that context that opportunistic 

screening for the elderly attending GOP clinics should 

be conducted . To get the best value out of health 

screening programmes conducted by non-government 

organizations . and "grassroots" associations from time 

to time as part of a heal th fair or festival for the 

elderly, we ·recommend that the Department of Health 

should develop a health screening protocol for the 

reference of these organizations . 

9 . 38 . As regards curative care, a large 

proportion of the elderly are making use_ of the GOP 

service. 

conditions 

Generally, 

elderly is 

priority 

depending 

Many of them are chronic cases whose 

are rather stable but need continuing care. 

priority medical consultation for the 

available in GOP clinics. The form of 

given varies from one clinic 

on the pattern of attendance 
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operational and 

of priority is 

for those aged 

staff constraints . The commonest form 

the .setting aside of a number of discs 

65 and above . In addition , there are 

special arrangements in certain alinics for the elderly 

from homes or centres . · We are generally satisfied with 

the present arrangements for the elderly patients from 

institutions but note that individual elderly patients 

may encounter difficulties . in securing appointments or 

having to queue up for too long . Adoption of an 

advance appointment sys tem for chronic cases that we 

have recommended i n Chapter Eight would go some way 

towards addressing this problem . In addition , we shall 

recommend in Chapter Thirteen that elderly patients be 

regarded as one of the target groups in terms of 

subsidized GOP charges . 

9. 3 9. We are quite c9ncerned about the lack- of 

trans port 

to attend 

and/or 

medical 

escort se~ice for the frail elderly 

consultation . According to one 

Hong Kong, some 40% of 

had difficulties in 

health survey 

the respondents 

of the elderly in 

who said they 

visiting a doctor attributed these to the lack of 

escort or transport facilities[8]. We have 

considered a variety of options including the provision 

of an additional special traffic allowance to the 

elderly receiving public assistance or disa.bility 

[8] Among the respondents interviewed in a health 
survey of the elderly conducted by Dr Iris Chi in 
1988, 393 of the 1 172 respondents said that they 
had difficulties in visiting doctors. 103 of 
these quoted "no ·escort" while 56 said that they 
had "traffic difficulty" . Source A Health 
survey of the Elderly in Hong Kong, 1989. 
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allowances, the extension of the Rehabus service for 

the disabled to the frail elderly or a wider use of the 

ambulance se~vice . We have noted the problems 

associated with each of these proposals and feel that 

for the time being·, support from · volunteers and 

neighbours would be more appropriate. 

9.40. As regards 

recommendations on 
rehabil i tative · care, most of our 

CNS would benefit the elderly. In 
addition, 

designed 

health 

we have considered the merits of specially 

rehabilitation programmes targeted towards the 

problems which the elderly most commonly 

encounter such as stroke rehabilitation programmes . 

Similar programmes are already available and the 

dev~lopment of community rehabilitation services, as 

part and parcel of the primary health care system, 
would meet this objective. 

An Integrated App~oach: The Role of the Family, 
the Communi~y and the Non-government Sector 

9.41. Community services and rehabilitative care 

require an integrated approach and co-operation of the 

various sectors primary health care; hospital, 

social welfare, ' housing, transport. A variety of 

services run by different departments are already in 

existence to P+Omote the well-being of the elderly, the 

disabled and the sick through care in the community and 

by the community . The question is one of co-ordination 

and integration to achieve a multi-disciplinary 

approach · in which the various disciplines interact with 

a view to provide whole-person care to the client. 

9.42 . While in the short term, better int~gration 

could be achieved by improving liaison between the 
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parties concerned br setting up co-ordinating bodies or 

other channels of communication, we need a structure 

which would be conducive to the provision of an 

integrated service and the adoption of a team 

approach . Oµr discussions in Chapter Eleven on the 

concept of a district health system have been conducted 

partly with this objective in mind. 

9.43 . Given our emphasis on an integrated approach, 

it is appropriate for us to end th·is c?apter with a 

note on the role of the family , the community and the 

non-government agencies . 

9. 44. Acceptance of greater responsibility for 

health by the community, families and individuals and 

their active participation in attaining it is an 

effective means to produce maximum health benefits to 

the greatest number of people . In almost all the 

services reviewed in this chapter, emphasis and 

attention have been pla·ced on the participation of the 

.patients themselves, their family members, community 

groups and non-government agencies . Without their 

support and co-operation , health workers would find 

themselves struggling in isolation. 

9 .45 . There is plenty of scope for innovative 

approaches to mobilize the family, the community and 

non-government agencies to provide better health care 

to individuals . We have noted the positive development 

in the formation of self- help groups for certain common 

diseases such as diabetes or asthma. We look forward 

to more participation at the district and neighbourhood 

levels . 
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CHAPTER TEN 

TRAINING OF HEALTH CARE PERSONNEL 

Introduction 

10 .1. 

requires, 

"Good 

good 

medical education leads to, and 

medical care; neither is possible 

without the other"(l]. 

10 . 2 . Health care personnel play an important role 

in the delivery of primary health care. The supply of 

w~ll-trained health care -. workers is essential to the 

provision of 

this purpose , 

quality service to the community . For 

adequate facilities and opportunities 

must be made available for the basic training, 

postgraduate training and continuing education of 

members in the primary health care team . This team 

comprises 

staff. 

doctors, nurses and other supplementary 

10 . 3. The basic. objective· of training i~ to enable 

health care workers to understand their roles and to 

perform their duties effectively and efficiently. 

[ 1 J Foreword · in the Report of the Working Party on 
Postgraduate Medical Education qnd Training, 
October 1988. This Working Party was chaired by 
Dr K E Hal.nan and has recommended, inter alia, the 
setting up of a Hong Kong Academy of Medicine to 
undertake and supervise postgraduate medical 
education, training and continuing medical 
education. This report is hereiRafter referred to 
as the Halnan Report. 
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Training programmes can be formal and structured 

leading to a higher qualification, or informal aiming 

to provide continuing education to update professional 

skills and knowledge . Where possible, such training 

programmes should be organized locally especially in 

the context of primary h·eal th care which reflects the 

economic conditions and socio-cultural characteristics 

of the territory and addresses the main health problems 

in the community. 

Training of Doctors 

10.4 . The range of knowledge, skills , exposure and 

attitudes required by a primary care doctor is very 

different from those required by his medical colleagues 

working in hospitals . In Hong Kong, primary medical 

care · is largely provided by general 

practitioners[2] . In the private sector, most of the 

general practitioners . have little or no formal 

[2] General practitioners are doctors practising the 
discipline of . general medical practice versus 
specialist disciplines . A general practitioner is 
expected to have . a grasp of the many m~dical 
_disciplines involved in order to be able to deal 
·with the broad range of physical , psychological 
and social problems presented by primary care and 
to co-ordinate the care provided to the patient by 
many health workers. The term "general practice " 
is often used interchangeably with the term. 
"family medicine" which in North America, is 
defined as the medical discipline which provides 
primary, continuous, comprehensive and 
whole-person care to individuals and families in 
their natural (home) environment. In our Report, 
we have adopted the term "family medicine" to 
refe~ to the medical specialty in whi~h doctors in 
primary care should be trained. 
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postgraduate training in family medicine before taking 

up their own independent private practic~ . In the 

public sectqr , the need for such training for doctors 

working in GOP clinics was not recognized until very 

recently [3] . 

10.5 . In Chapter Eight , we have recommended that 

the GOP service should be developed on the concept of 

good family practice. To achieve this end, we have 

recommended that training of GOP doctors in family 

medicine should be accepted as an essential priority in 

the development of the GOP service . Furthercmore, in 

order to bring about an overall improvement in primary 

medical care to the 

provided · by doctors 

that opportunities 

community, the bulk of which is 

in the private sector , we consider 

for further training should be 

extended to private practitioners. The following 

section· contains our discussion on training of doctors 

in family medicine and other disciplines related to the 

de l ivery· of primary health care . 

Training Doctors in Family Medicine . 

10 . 6 . Family physicians are our long-term 

investment. Governments in 

in 

.other parts of the world 

family medicine because are 

they 

[3] 

now funding 

realize that 

training 

family physicians deliver the most 

The Department of Health, since its inception in 
April 19 89, has rec9gnized the need for its staff. 
to acquire further training especially in the 
field of family medicine . In co-operation with 
the universities, the ·HKCGP and HSD, it has 
organized a series of orientation and refresher 
courses for GOP doctors. 
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cost-effective 

consideration 

care to 

will become 

the 

more 

patients . This 

and more relevant as 

many countrt~s are facing the .problem of rapidly rising 

costs of financing health servi9es. 

1.0. 7 . A family physician is a registered medical 

in family me~iGine . He cares for 
~ 

and members of their families and 

doctor specializing 

individual patient~ 

takes the family into account in his diagnosis and 
management . He is the first doctor to be consulted 

whenever a patient is in need. He provides total care 

in that . he emphasizes no~· only the physical, but also 

the social and psychological aspects of health . He 
provides 

and all 

comprehensive care · to patients of both sexes 

ages irrespective of the type of illness and 

does not limit his service to only diseases of a 

particular group of patients 

provides continuing care , 

understanding of the needs 

care for the pat ient[4]. 

or organ-system. He 

which allows for good 

and co-ordination of the 

10.8. 

a pool 
It has been well recognized that building up 

of quality family physicians wpuld result in 

health services and better use of existing 

facilities . Hospital admissions would also 

and hospital-based doctors would realize 

improved 

specialist 

be reduced 

that they could refer with confidence more of their 

patients back to the general ... . . practitioners for 
follow-up and continuing care . 

------------------------------------------ ·-----·-------

[ 4l . This definition of family physician is contained 
in the pamphlet "What is a Family Physician?" 
published by the HKCGP for education of the · 
public. 

202 

. : ::~;'f b1 1 
.· t·· 

:. 

. ' 

,r 

' ,. 

l 

l ! 
I { 

j I 

- ·· f 

.,/ r 

I 

) , 
! -

I , 

0, 1 



'iti: y • 

. . __ ,.,. -;·.: . 

: v,--:-..,.·!" II' 

-: : .:-· 

Undergraduate Teaching 

1 0 . 9 . Th~ importance of family medicine should be 

stressed at the early stage of medical education , that 

is, at the undergr aduate ievel. In this respect, the 

medical faculties of HKU and CUHK have undergraduate 

teaching programmes in general practice or family 

medicine . At HKU , this is administered by the General 

Practice Unit of the Department of Medicine ; at CUHK, 

the Department of Community and Fami ly Medi cine 

provides education in . family medicine for 

undergraduates and postgraduates . Practice training 

for HKU medical students is available at the clinic run 

by the HKU General Practice Unit at the Violet Peel 

Polyclinic and t 'hat for .CUHK students at the clinic run 

by the CUHK Department of Community and Family Medicine 

at the Lek Yuen Health Centre . 

10.10 . Such programmes allow all medical gr aduates 

to have a reasonable understanding of and exposure to 

primary care . The emphasis in family medicine 

educati on on 

continuing 

commuI?,ication 

the health 

whole-person 

s kills is 

needs of the community , 

care , interpersonal and 

beneficial to all medi.cal 

students irrespective of whether they pu.rsue a career 

in primary health care or choose to work in hospitals 

or other specialties. We ther efore recommend that more 

resources · should be devoted to trai ning in family 

medicine at the undergraduate l evel and if possible , a 

separate . department of family medicine should be 

established at both universities to reflect the growing 

importance of this discipline. 
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Postgraduate Training 

10 .11. The Halnan Report has recommended the 

development of local vocational training programmes in 

order to achieve a high standard of health care in Hong 

Kong . The Report has also indicated the need for more 

development in vocational training in family medicine. 

We a~e pl e ased to note that the Hong Kong Academy of 

Medicine Preparatory Committee has decided that the 

Col l ege of General Practitioners will be one of the 

foundation colleges under the future Academy of 

Medicine. This, 

the develqpment 

specialty and the 

we believe , wquld greatly facilitate 

of training programmes in this 

elevation of the status of family 

medicine in Hong Kong . ·Admission to the Academy is 

open to all practitioners, in both the public and 

private sectors. This will provide a good opportunity 

for private practitioners to undergo further training 

in family medicine. 

10 . 12 . Prior to the setting up of the Academy of 

Medicine, there is already loca~ vocational training in 

family medicine for doctors to qualify as family 

physicians . This is organi z ed and supervised by the 

HKCGP . It is a postgraduate medical training programme 

for registered doctors after they have obtained their 

basic medical qualifications. The programme requires 

each trainee to work in rotation under supervision in 

several medica l specialties that are releva~t to family 

medicine for a minimum of two years, and then in a 

recognized family medicine training practice for a 

minimum of another two years. The performance of each 

trainee is subject to continuous in-course assessment 

and there is an end- point assessment in the form of the 

conjoint fellowship examination of the HKCGP and the 
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Royal Australian College of General Practitioners. a 
doctor who has successfully completed the vocational 

training prog~amme and passed the examination may be 

elig.ible to become a Fellow of the HKCGP (FHKCGP) and 

also a Fellow of the RACGP (FRACGP). The FRACGP degree 

is a recognized higher medical qualification in Hong 

Kong , Australia and the United Kingdom . The FHKCGP has 

recently been accepted by the Medical Council of Hong 

Kong as a quotable qualific.ation, one which can be used 

in th~ tit~e or description of a. registered medical 

practitioner. 

10 . 13. In addition, the Department of Community and 

Family Medicine of CUHK has jointly organized with the 

Univer!:lity ' s Department of Extrarnurq.l Studies a Diploma 

course in Family Medicine . . This is a 407week part-time 

day-release course which is basically academic in 

nature and is open to both GOP doctors and private 

practitioners. 

10 . 14. We consider that the two medical faculties 

should have a greater role to play in postgraduate 

education and vocational training in family medicine . 

This would require the provision of adequate facilitie? 

fo~ ·the purposes of teaching. For HKU, the Ge~eral 

Practice Unit now at the Violet Peel Polyclinic will 

move into a 

Chau. This 

new clinic 

clinic has 

under construction at Ap Lei 

been purposely designed for 

teaching functions in general practice and ~s expected 

to be ready in 1991/92. The new facilities will enable 

the university to 

programmes in family 

teaching facilities at 

develop postgraduate training 

medicine. For CUHK, the present · 

the Lek Yuen Health Centre are 

inadequate to cover postgraduate training in addition 

to the Diploma course and extra space would need to be 
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found . we recomm~nd . that more and better clinic 

facilities should be made available to the universities 

for undertaking postgraduate education in family 

medicine . 

In- Ser.vice Training and Continuing Medical Education 

10 . 15 . For those who are already in practice and who 

do not have an aptitude to undergo formal postgraduate 

training, short- term in-service training courses and 

continuing medical 

appropriate. In this 

Department of Health 

education would be more 

respect, we are aware that the 

ha~ started to organize both 

orientati on and in- service refresher courses for 

doctors working in GOP clinics in- collaboration with 

HKCGP since the latter part of 1989 . For doctors in 

private practice , we feel that HKCGP and the medical 

associations should continue to organize courses to 

update the practitioners ' skills and knowl edge . 

Training of GOP Doctors in Family Medicine 

10.16 . we have placed emphasis on impr oving the 

quality of service at GOP clinics . . This would be 

possi ble only with a cadre of well-trained doctors. In 

this respect , we are pleased to note that virtually all 

GOP doctors who had responded to the survey conducted 

by the Depar tment of Health said that training was 

required for their practice in GOP clinics_, with 80% of 

them preferring refresher courses and 65% preferr ing a 

structured programme leading to a higher 

qualification . A considerable proportion of doctors 

was in favour of both. 
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10.17. While we were deliberating on this subject, 

the Director of Health had invited Dr Wesley FABB, 

ijational Director of Family Medicine Programme, RACGP, 

to undertake an assignment in Hong Kong on the training 

pr ogrammes that would be appropriate to doctors in GOP 

clinics and which would improve the quality of the 

service. To avoid duplication of work , we are content 

to leave this planning task to Dr Fabb who is very 

knowledgeable and has extensive experience in designing 

trai ning programmes for doctors in family medicine. 

Dr Fabb's assignmen~ was completed i n October 1990 and 

his major recommendations are summarized in the 

following paragraphs. 

10 . 18 . "On the successful completion of training, 

the . doctor will have the knowledge, skills and 

attitudes required for the provi sion of high quality , 

continuing·, comprehensive , co-ordinated whole-person 

care to individuals and families in their commu:oity 

setting , with particular emphasis on illness prevention 

and health promotion" [S] . This is the general 

objective for training in family medic i ne high l ighted 

by Dr Fabb . 

10.19 . Having regard to the varied educational 

backgrounds and aspirations of doctor s in the GOP 

clinics, a variety of training programmes would be 

necessary . Dr Fabb has recommended that four 

training and educational streams should be 

impl emented. These are -

------------------------------------ ·-------------------· 

[ 5 J Assignment Report on . Trai ning and Educational 
Programmes in Family Medicine'-by Dr Wesley FABB, 
October 1990, page 67 . 
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(a) 

(b) 

(c) 

a four-year vocational training programme in 

family medicine, comprising basic and 

advanced training, and leading to Fellowship 

of HKCGP/RACGP; 

a two-year advanced 

family medicine for 

training programme in 

experienced GOP doctors 

leading to Fellowship of HKCGP/RACGP, subject 

to the approval of HKCGP ; 

a course of advanced education in family 
, 

medicine ; and 

(d) a programme of continuing medical education. 

10 . 20. The first stream would encompass in-service 

training in hospitals in a variety of disciplines for 

two years and another two years in a community setting 

GOP clinics and other services of the Department of 

Health; an accompanying education ~rogramme covering a 

wide range of clinical topics relevant to family 

medicine; quality assurance activit"ies and research 

projects; and structured assessment throughout training 

and at the end of the programme . The second stream 

would include all the above components except the 

in- service training in hospitals . This is intended for 

GOP doctors who have had considerable experience in 

out- patient service but who do not wish to return to 

in-patient· hospital training. The third stream would 

not comprise 

stream would 

any in- service 

make use of 

tr~ining . - The fourth 

the existing continuing 

medical programmes provided by HKCGP and other medical 

associations. 

208 

" \ ; . .. 
" . ;.-

~· I I 
=· 

- I 
l l 

: 
. ~ 

; .. : r \ 
i ' . 

•• f, 
·r 

.. ·l l i 
!· 

- I 

l > 

l 



I 

L 

::J \ •· 
. i . l 

. -:i .;·.· •• , 
. I: ' . 
:,~i ,• . . 

_j r: .... ·. 
.. ~ .· . 
·.'.ii· . • • 
:·.,; ·.· .. ·:· ···· 
:·,: . 
:._.·. 

.. ~ : 
._.;:~ ::· -~ .. 

t .:~ ; {-: • : ... • 

. :. 

' ~. 
:: :~ . . . . ~·· . ' . 

: • • ! 

, •.:- . .. 

.. : :. .. ,; 
·:..i ' !"! ,. . ..... .. ... 

:? '. ·.·· . . 
.',: . . 
-~' 

!' .. 
, ..... .... .. v: : 

~ --::---·· 
5 . 

:..~/ -: .:. 
_ .. \ ~ 

. : . . .. .;; . 
'· 

,. -t' .-

:·· 

10.21 . - Trainees of the first two streams who have 

satisfa·c-torily completed training would be awarded a 

Certificate of Satisfactory Completion of Trai~ing~ 

Those who succeed in the HKCGP/RACGP Conjoint 

Examination would be awarded the Fellowship of the two 

colleges, . that in respec.t of the second stream trainees 

is subject to HKCGP's agreement. For participants in 

the Course of Advanced Education, a Certificate of 

Successful Completion of the Course would be given to 

those who reach the required standard. The certificate 

should contribute to career development and promotion . 

10 . 22. Dr Fabb has also reviewed in his Report the 

educational resources and facilities now available for 

training 

public 

doctors in -family -medi~ine . 

(soon Hospital Authority) 

These include 

hospitals and 

specialist 

practices, 

clinics, private hospitals,. private 

the medical faculties at both universities, 

the HKCGP, the 

various public 

special clinics 

Department of Health ' s GOP .clinics and 

health services including MCH centres, 

in Tuberculosis & Chest and Social 

Hygiene, Port Health and 9ccupational Health Services. 

To augment 

centres in 

Department 

Tong and 

these facilities, we recommend that training 

primary health care should be set up by the 

of Health. The Ngau Tau Kok Clinic at Kwun 

the Yan Oi Polyclinic at Tuen Mun which we 

have identified for development into district health 

centres on a pilot basis are considered suita~le for 

development into training centres. This is discussed 

further in Chapter Eleven . The expansion in facilities 

for tne HKU General Practice Unit in the new Ap Lei 

Chau Clinic and expansion of the Lek Yuen Health Centre 

used by the Department of Community and Family Medicine 

of CUHK that we have recommended previously would also 

provide additional venues for vocational training. 
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10.23. To oversee the · various programmes, Dr Fabb 

has suggested the formation of a Board of Studies in 

Family Medicine comprising representativ:es of t ·he 

Department of Health, the Hospital Authority, the 

Academy of Medicine, the HKCGP, the universities, 

hospital specialists, nursing staff and community 

representatives where appropriate. 

10 . 24 . As 70% of medical consultations in Hong Kong 

are . with private practitioners who require similar 

training in order to deliver quality care to the 

would be desirable to extend to private ·c01nmuni ty, it 

doctors such opportunities . for further traini~g . We 

Dr Fabb ' s view that instead of perpetuating also share 

the distinction between primary care doctors in the 

public and private sectors by having two entirely 

separate 

integrat ion 

training 

should 

programmes, 

be .. promoted . 

co-operation and 

The possibility of 

in some of the allowing 

training 

encourage 

training . 

of the 

divert 

private doctors to enrol 

programmes 

doctors 

This, 

should be considered as a means to 

in the private sector to undergo 

however, should be done on the basis 

private doctors 

limited public 

paying a fee in order not to 

resources in training to 

praqtitioners in the private sector . 

10 . 25 . Generally , we feel that Dr Fabb has mapped 

out a feasible and desirable programme for training GOP 
" 

doctors in f~mily medicine, early implementation of 

which would bring substantial improvements to the GOP 

service . In addition, we are conscious of the fact 

that optimal training would not be possible witho~t an 

adequate supply of trainers, suitable facilities in 

terms of hospital and clinic environment and incentives 

to undergo training in the form of recogniti on of 
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qualifications in family 

prospects for GOP doctors . 

medicine and promotion 

The development of a better 

career structµre for GOP doctors and t r aining centres 

are discussed in Chapter Eight and Chapter Eleven 

respec tively . To boost the s u pply ·of trainers, we 

recommend tha t sui table a rrangements shoul d be devised 

to seek the assistance of the medical faculties of the 

universities and HKCGP . The College has a strong body 

of members who are qual ified trainers . Most of them 

are working in the private sector and can be dependent 

upon 

both 

able 

to pelp . With the necessary r esource enhancement , 

t he Co~ l ege and the ·medical faculties woul d be 

to contribute to the various educational 

progra mmes . 

Training of Doctors in Othe r Re l ated Dis ciplines 

10 . 26 . Other than family medicine, training in other 

specialties relevant to primary health care services 

shoul d also be given adequate attention . 

1 0.27 . In 

undergraduate 

of Community 

p9stgraduate 

universities 

within the 

the field 

training is 

of Community Medicine, 

prov i d e d by the Depar tments 

Medicine at the two universities . Limited 

· progr ammes are 

and in- service 

Government sector . 

provided by the 

training 

These 

is ava ilable 

limited. local 

tra~ning 

training 

United 

opportunities 

ava ilable in 

are augmented by postgraduate 

overseas countries lik e the 

Kingdom, Australia, New Zealand and Singapore . 

With the e s tablishment of a College of Community 

Medicine under the future Academy of Medicine , it is 

expected that . more formalized training programmes in 

this d i scipline can be organized loc ally . 
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10 . 28. Community medicine encompasses a wide range 

of topics which are closely related to the health needs 

of the CQfTIIllUriity and has relevant application in the 

deliver.y 0f primary health care , from health education 

to special services such as social hygiene, mental 

health and occupational medicine . Doctors specially 

trained in community medicine are expected to play an 

important role in our recommendations on the student 

health service, health information and health services 

research . We are aware that the Hong Kong Society of 

Community Medicine has set up its own working group to 

study the ·development of training programmes in 

community 

the Hong 

Committee . 

medicine, taking into account the views of 

Kong Academy of Medicine Preparatory 

Its ultimate objectives are to provide both 

academic pnd practical trainin~ in Hong Kong for 

doctors to become specialists in this field~ we 

recommend that support should be given to the 

development 

medicine . 

of more local training in community 

10.29 . 

Health 

For doctors working in FHS, the Department of 

has organized attachrn~~ts fqr them in the 

Obstetrics and Gynaecology Unit of H~U and plans are in 

hand to expand this arrangement to include attachment 

schemes in the Paediatrics specialty . We recommend 

that short-term training attachments to the relevant 

medical specialtie.s for doctors involved in the 

delivery of primary health care shoulq be further 

developed . Since doctors assume a leading role in the 

primary health care team , we recommend that they should 

also be provided with opportunities for management 

training to better equip themselves to co-ordinate , 

manage and evaluate the services for which they are 

responsible. 
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Training of Nurses 

10,. 30 . At 

in nursing 

continue to 

wor:kforce 

Polytechnic 

present , all nurses undergo basic training 

school? attached to hospitals . This should 

be the main source of supply of the nursing 

in Hong Kong, although the Hong Kong 

has introduced a full - time nursing degree 

course in the 1990/91 academic year and another one is 

being planned at CUHK . 

10. 31 . Post-basic training for nurses in th.e health 

field is provided at the Department of Health's Public 

H.eal th Nursing School . This school runs a 12-month 

he~lth nurstng course which allows trainees to grasp 

the principles of primary health care services and 

practices , the skil+s in communication , health 

promotion and disease prevention . Upon graduation, 

they are deployed to work in health centres and 

clinics. This cours e has an annual intake of about 30 

trainees and is often over-subscribed . 

10 . ~2 . As in the case of doctors, nurses in the 

p_rimary health care -setting require knowledge , skills 

and attitudes very · different from their nursing 

colleagues working in hospitals . The work of primarx 

health care nurses in many . countries is not confi~ed to 

as~isting the doctor in rendering treatment to 

p~tients. They are increasingly assuming a wide range 

of responsibilities inc luding functioning as nurse 

practitioners in their own right. At the other end of 

the spectrum , they are performing the r ole of health 

educators providing individualized health advice and 

counselling to patients in the clinic or home 

environment and referring the patients ' needs to other 

appropriate carers or welfare service providers. While 
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primary health care nurses take care of people of all 

age groups, they are particularly involved with mothers 

and children and the elderly, contributing to health 

promotion and rehabilitative care. 

10.33 . Primary health care nurses play an important 

role in many of our recommendations on the delivery of 

primary health care . These include health education, 

health screening , the new Student Health Service, 

community tealth services for the elderly and 

improvements at GOP clinics. 

10.34 . 

nursing 

under-used 

On the other hand, we have observed that the 

workforce at GOP clinics is currently 

and its potential underdeveloped . Problems 

arise mainly in the inappropriate use of the skills of 

the nurses in the clinic setting. While they are still 

performing routine dressings and injections, the amount 

and content of their work .have been increasingly 

diverted to the less nursing-oriented duties such as 

maintaining order in the clinics, taking temperature, 

answering simple queries from patients and acting as a 

chaperon to male doctors . To ensure the most 

economical util~zation of nursing resources in GOP 

clinics, a two-pronged approach should be adopted. 

While the ~esponsibilities of nurses in GOP clinics 

should be developed to make better use of their skills, 

including the introduction · of health practice 

nurses[6] , we recommend that the idea of having 

clinic assistants to assist fully-trained nurses in 

less technical work should be tested. These clinic 

[ 6 J See footnote [18) in Chapter Eight . 
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assistants would requi~e some basic training ,and in the . 

course of time, aould become members of the primary 

health care team ·in rendering basic health care advice 

or health education to patients. 

10 . 35 . Due ·to the limited training capacity of the 

Department of Health ' s Public Health Nursing School, a 

large proportion of the- some 800 registered nurses 

within the Department have not undergone public health 

training. This. situation is most unsatisfactory . To 

meet the nursing staff's aspirations for advanced 

training and to prepare them to take · on more 

challenging responsibilities including those of a 

health practice nurse, we recommend that the training 

capacity of the Public Health Nursing School should be 

expanded as a matter of urgency . We further recommend 

that the Department of Health should explore with the 

universities and the Hong Kong Polytechnic the 

possi_bility of 

health nursing . 

.for continuing 

nurses should 

organiz i ng post-basic courses in public 

As in the case of doctors, the need 

education and r efresher courses for 

also be emphasized . In designing the 

curriculum of such courses, due account should be given 

to our recommendations on the delivery of primary 

health care services . 

10 . 36. In our discussions on CNS in Chapter Nine, we 

have recommended that the development of quality 

nursing 

education 

one of 

service through training and continuing 

for community nurses at all levels should be 

the objectives for the service . We have also 

suggested a wider scope of service for community nurses 

~specially in providing health education and special 

nursing care. Enhanced training for community nurses 

i n these respects is therefore necessary . 

215 



, .. ' .. 
@ . 
r: 

,;.-: 'j. 

10.37. In view of the small number · of community 

nurses, there is at present no separate institution or 

designated trainers responsible for CNS training. 

Basic CNS training programmes are organized annually by 

the nursing schools under HSD for registered nurses and 

enrolled nurses on an alternate basis . 

10.38 . The review conducted by the Working Group of 

the • CNS 

identified 

Joint Consultative Committ~e[7) has 

several key problems regarding CN~ training, 

particularly the inadequate·· training in special care 

areas like Continuous Ambulatory Peritoneal Dialysis 

CAPD · ), stoma, hospice, diabetes and incontinence. 
' This view is also Shared by doctors whose opinion on 

CNS training was obtained through a special survey. 

They indicated that while training in basic nursing 

care was adequate , special/advance training ror CNS was 

insufficient . To address these problems, the Joint 

Consultative Committee has recommended that -

[ 7 J 

(a) specialized nursing teams should be set up 

within CNS in special care 

geriatric assessment, hospice 

areas like 

care and 

incontinence care so as to provide expert 

professional advice, to enrich the basic CNS 

training and to provide continuing in-service 

training and education to communit¥ nurses; 

(b) in areas where specialized services are 

already avail·able , such as diabetic care and 

CAPD care, there should be collaboration 

This review by the CNS Joint Consultative 
Committee is mentioned in Chapter Nine, paragraphs 
9.6 to 9 . 11 . 
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between CNS and other members of the nursing 

profession to secure professional advic·e and 

tra~ning in these areas; 

(c) regular seminars or workshops to provide 

conti~uing education for community nurses 

should be organized by the Joint Consultative 

Committee; and 

( d) 

10.39 . 

more opportunities for the participation of 

both in the government and community 

subvented 

run by 

nurses , 
sectors, in educational programmes 

the continuing Nursing Education 

Committee under the Nursing Administration 

within HSD should be sought . 

While we support these recommendations on 

strengthening the training of community nurses, we 

consider that the ~ong-term organization of trainipg 

for community nurses should be addressed in the context 

of our rec·ommendation to develop CNS as a 

community-based service under the Department of 

Health. We therefore recommend that the possibility of 

putting community nurse training upder the auspices of 

the Department of Health's Public Health Nursing School 

should be explored . 

10.40. Like their medical colleagues, it is also 

important for nurses in t he managerial positions to 

undergo management training to assist them in 

developing the necessary skills for their role. 

10. 41. In the course of our deliberations, a review 

of the public health nursing services was carried out 

by two nursing experts from the United Kingdom, Miss 
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Heat'her 

invited 

WILLIAMS 

by the 

and Miss 

Director 

Denise DENNEHY. 

of Health to 

They were 

review the 

administration of the public health nursing services 

and to advise on the appropriate educational programmes 

for nurses that will meet the future public health and 

' community . needs of Hong Kong . They have made st'rong 

r ecommendatibns on the need fo~ continuing training and 

the nursing staff. They are of the view 

nurses shoul d become the main workforce in 

education for 

that health 

centres and clinics in the health sector. All enrolled 

and regist~red nur ses working in the heal th sector 

sh0uld undergo the health .nursing course . In addition, 

induction courses should be arranged for new staff and 

refresher courses planned for serving staff on a 

regular basis . There should also be opportunitie~ for 

them to update their c l inical knowledge so that nursing 

practice c an be modif i ed to . meet chang ing health care 

nBeds. On CNS, the two nursing experts are a l so in 

favour of community nurse courses being set alongside 

courses for health nurses . 

Training o f Othe r Hea l t h Care Professionals 

l'O . 42 . Apart 

assistants t hat 

from doctors , nurses and the clinic 

we have proposed, t he primary health 

care team comprises other health care profess-ional s 

such as occupational therapists, phys i otherapists, 

speech therapists, pharmacists , other paramedical 

personnel as well as health educators 9r voluntary 

health workers. Social workers are seldom regarded as 

members of the primary health care team although the 

community support services that they are pr oviding - ~ 

home help service , escorting to medical consultations, 

a ids for the physically or mentally handicapped -- _are 

essential to promoti ng rehabi l itative care in the 

community set ting. 
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10.43. At 

professions 

to upgrade 

--~-- ~-----···· 

present, formal training for most of these 

are available locally and plans ~re in hand 

some of these courses or to introduce new 

ones. To meet service needs, further training 

programmes both locally and overseas, are provided 

within resources available to serving staff within the 

Department of Health . Unlike their medical and nursing 

colleagues, these healtl?- care professionals working in 

the primary health care setting usually do not require 

an orientation or training vastly diffe·rent from the:i,.r 

ho~pital-based counterparts. We therefore have not 

gone into details about their special training needs. 

However, we consider that the role of health care 

professionals other than doctors and nurses in the 

delivery of primary health care should be further 

developed . 

10.44. We have in Chapter Five discussed the 

importance of health education. We have recommended 

that there should be a core of medical and nursing 

staff who would take up health education as a career. 

Other intermediaries including school teachers, social 

workers and volunteers also have a significant role to 

play in health education . we recommend that 

consideration should be given to the introduction of 

formal training whether in the form of structured 

post-basic cou:i;ses 

part-time programmes 

tertiary institutions. 

for 

for 

health care personnel or 

other intermediaries at 

The Primary Health Care Team - Some Concluding Remarks 

10.45. 

depends 

Success in developing primary health care 

on doctors, nurses and other health care 

professions functioning as a primary health care team 
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rather than experts on ~eir own . Very often, only lip 

service has been paid to this teamwork approach. In 

reality , it requires close collaboration between 

individual members· of the team, mutual trust and 

co-operation. Team members should have a good 

understanding of, and respect for, the skills and 

contribution of other members in the team to patient 

care. Although the primary care doctor is likely to be 

the leader of the primary health care team, he or she 

should view his or her role as more of a co-ordinator 

than a sole decision-maker . 

10 . 46 . To provide the necessary framework for the 

application of this teamwork approach, we discuss in 

the following chapter the idea of a District Health. 
System . 
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CHAPTER ELEVEN 

THE DISTRICT HEALTH SYSTEM 

Introduction 

11.1. In .rec9mmending measures and changes to· 

improve the delivery of· primary health care to the 

public, we hav~ attached importance to the need for 

efficient co-ordination among the .various parts of the 

service and all the sectors involved. To organize 

health services in Hong Kong on the basis of the primary 

health care approach advocated by WHO, we have laid down 

the follow.:i,.ng conditions -

(a) 

(b) 

that there 

relationship 

should 

between 

be 

the 

a close working 

Hospital Authority , 

its Regional Advisory Committees and 

the individual public hospitals with 

Department of Health; 

that an effective two-way flow of information 

should be maintained between primary care and 

secondary care services whether in hospitals 

or specialist clinics; 

(c) that there should be liaison between primary 

health care providers in the ·publif sector and 

private practitioners; 

(d) that the 

established 

approach in 

care; 

necess.ary framework should he 

for the application of a teamwork 

the delivery of primary health 
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{e) that an integrated approach should be adopted 

in the provision of ambulatory care and 

co~~unity health services involving 

co-opeFation and co-ordination with services 

outside the health sector; 

{f) that adequate opportunities for community 

participation should be provided; and 

(g) that health promotion and collation of health 

information should also be carried out at the 

community level . 

11 . 2 . · In this chapter, we recommend a fresh approach 

to the organization and adrnini~tration of primary health 

care services which · will satisfy the above mentioned 

conditions -- the District Health System. 

The Concept of a District Health System 

11.3. 

framework 

services. 

The District Health System is a new conc~ptual 

for the delivery of primary health care 

Under this system, the whole . territory would 

be divided into various geographical districts -- the 

Primary Health care Districts -- and all existing clinic 

facilities of the Department of Health within one 

district would be organized into a network , through 

which different type~ of preventive, · promotive, curative 

and rehabilitative services would be provide~. 

11. 4 . The objectives of the District Health system 

are as follows -
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(a) Direct responsibility for district health 

services · ensuring that the district health 

team would be directly responsible for 

planning . he·al th care services which would best 

correlate with the needs 0£ the population in 

the district; 

(b) E££ec..tive co-ordination and p l anning 0£ 

servi ces facilitating inter-sectoral 

co- ordination and collaboration of different 

types of he~1th services, including services 

provided 

sectors; 

by. the public , private and voluntar y 

enabling services to be plann~d 

according 

demographical 

population ; 

to the epidemiological and 

characteristics of the local 

(c) Appropriate balance 0£ promotive, preventive , 

(d) 

(e) 

curative and rehabilitative services 

ensuring that curative services would not be 

cons i dered the only or most important e lement 

in primar y health care , but that preventive , 

promotive and r ehabi litat ive s ervices are also 

emphasized ; 

Eff iciency and 

cost eff ~ciency 

accountability improving 

through rationalization of 

services in relation to needs and 

accountabi lity for decisions and actions ; and 

Community partic.:j.pation establishing 

mechanisms for individuals and groups in the 

community to contr ibute to health service 

planning apd decision-making p r ocesses . 
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O~gani.zation of the District Health System 

11 . 5. Each Primary Health Care District would be 

served by a network of clinics which together should 

provide the following primary health care services -

[ 1] 

[ 2] 

(a) medical care service including primary 

appropriate 

clinics; 

health screening programmes at GOP 

(b) family health service including the propos~d 

~ell~woman clinics at MCH centres; 

(c) student health service[ !) ; 

(d) community nursing service; 

(e) community repabilitative service; 

(f) preventive health service for the elderly; 

(g) health promotion and education service; 

(h) oral health service[2); and 

(i) medical social service. 

The visiting health teams and regional 
centres under the proposed student Health 
wo.uld not be provided, at least during the 
stage of operation,. on a district basis. 

health 
Service 
initial 

The delivery of oral health service in Ho.ng Kong 
is separately reviewed by the Dental Sub-Committee 
of MD,AC . However, oral health service is part of 
primary health care and sho.uld come within the 
organization of the District Health System. 

224 

l 
-· 

·t 4 1 



11.6 . The largest cli~ic in the district would 
become the headquarters of the District Health System to 

be called the District Health Centre. The other 

satellite or peripheral clinics would continue to 

provide · the various existing services or be developed to 

supplement i .dentJ.fied inadequacies for that locality in 

order to provide a comprehensive range of primary health 

care services. For instance , the administrative 

district of Kwun Tong could be identified as a Primary 

~ealth Care District, in which the Ngau Tau Kok Clinic 

would become the district headquarters . The other 

health facilities in the aistrict such as the Kwun Tong 

Jockey Club Health Centre, the Lam Tin Clinic, the Shun 

Lee Government Clinic, the Yau Tong Maternal and Child 

Health Centre and the Yung Fung Shee Memorial Centre 

would become satel l it~ clinics. All services would be 

delivered in a co- ordinated fashion. This system should 

eventually replace the present regional approach in 

clinic administration(3]. 

11.7 . Stationed at the District Health Centre and 

oversee~ng the day-to-day operation of the District 

Health Syst~m would be a consultant in family medicine 

or community medicine. A consultant status is 

considered essential to ensure that the officer would 

have sufficient 

discharge the 

District Health 

knowledge, experiep~e and 

wide scope of . responsi.J;>ilities 

System. These include 

status to 

under the 

[ 3 J 

(a) heading the district primary hearth care team , 

members of which include all staff working in 

the various district clinic facilities; 

Currently, clinics of the Department· of Health are 
administered through four regions Hong Kong , 
Kowloon, New Territories East & New Territories 
West , each headed by a Community Physician. 
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(b) liaising with the district hospital ' s medical 

supe~intendent (or Hospital Chief Executive 

under the Hospital Authority) and other 

sectors in the district; and 

(c) performing a clinical role in terms of 

initiating research into the health needs of 

the community, planning local health services, 

providing \the necessary medical support to CNS 

and DOT service and overseeing training needs 

o·f members of the health ·care team. 

The creation of a consultant post in family medicine or 

community medicine to oversee the Primary Health Care 

Distri-ct would also be in line with our recommendations 

in the preceding chapters : that the GOP service should 

be developed as 

family medicine 

a specialty with consultant posts in 

and that a better career structure 

should be developed for GOP doctors who have acquired 

the necessary p~stgraduate qualification and experience. 

11 . 8 . In the course of our deliberations, we have 

considered the alternitive of developing "primary health 

care centres" . These would be one-stop, district-based 

health ·centres with all promotive, preventive, curative 

and rehabilitative services centralized under one 

roof [ 4] . Implementation of this concept would require 

extensive capital works either in terms of redeveloping 

smaller clinics into primary health care 

--------------------------------------------------------
[4 ] This approach _ is similar to the operation in 

Singapore, where government clinic services are 
delivered mostly through district-based 
polyclinics, replacing the older and smaller 
clinics or dispensaries. 
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centres to make room for all the services or buiiding 

new ones from scratch and closing down smaller clinics . 

In our view, the provision of primary health care 

services by only one major health centre in each 

district, instead of a number of clinics as at present , 

would create difficulties in access , · especially for the 

elderly . 

programme 

utilization 

Furthermore, such a large-scale redevelopment 

would not be cost-effective in terms of 

of resources . The medical and health 

services in Hong Kong have already undergone a massive 

expansion over the past two decades with the 

C'onstruction of . new hospital s and clinics it is time 

to consolidate rather than to proliferate . 

Formati on of Committees 

11. 9. To facilitate co-ordination with hospitals and 

other community service providers and to ensure 

community participation , a District Health Committee 

would be set up in each Primary Health Care District. 

Its functions would include -

(a) liaison between the primary health care team 

and other service provider~ in the district, 

including district hospitqls, specialist 

c l inics, private practitioners , non-government 

agencies and the Social Welfare Department; 

(b) providing a forum for easy ~xchange of 

( c) 

information between providers of health care 

and representatives of the community; and 

enhancing the 

identification 

role of the community in the 

of health needs, planning of 

health strategies and implementation of health 

prog~ammes. 
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11.10. The District Health Committee would comprise 
the consultant of that Primary Health Care District, 

community 

medical 

private 

Welfare 

agencies . 

11.11. 

Board members , the representatives/District 

superintendent[SJ of the district hospital, 

the Social practitioners , representatives 

Department and the relevant. 

of 

non-government 
•. 

To ensure smooth operation and efficiency in 

the delivery 

provide the 

approach, the 

of services within the district and to 

f r amework for the application of a teamwork 

cqnsultant of the Primary Health Care 

District would require the support of an internal 

Manage ment Committee comprising doctors, nurses , 

administrators and other health care personnel worki~g 

in the district. 

11.12. To provide advice on professional matters 

relating to various aspects of primary health car e and 

to address problems common 

District s, a Pr .ofessional 

to all Pri mary Health Care 

Committ ee should be set up 

with involvement of the at the headquarters 

universities[6], the 

level 

Hospital Authority , the future 

of Medicine , in particular the ~ong Kong Academy 

c9lleges 

medicq.l 

of general practice and community m~dicine , the 

associations , the nursing and allied 

professional associations and heads of the various 

service divisions in the Department of Health . 

---.. -------------~--------------------------------------
[ 5] 

[6] 

This would be the Hospital Chief Executive under 
the PHA ' s proposal s. 

In particular the departments in general practice/ 
family medicine and community medicine . 
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11.13 . A diagram il lust.rating the District Health 

System is at Appendix 18 . 

The Ngau Tau Kok Clinic and the Yan Oi Polyclinic 

il . 14. Taking into account the limited availability 

of resources especially in terms of trained .personnel 

and the advantages of a gradual , step-by-step approach, 

we are in favour of introducing the District Health 

System on a pi l ot basis . On the advice of the Director 

of Health, the Ngau Tau Kok Clinic at Kwun Tong and the 

Yan Oi Po1ycl~nic at Tuen Mun have been identified as 

suitable facilities for the testing of the various 

innovative ideas that we have recommended for 

strengthening the delivery of primary health care . 

Development into District Health Centres 

11 . 15 . To try out the District Health System approach 

to the delivery of primary health care, we recommend the 

Ngau Tau Kok Clinic and the Jan Oi · Polyclinic be 

developed into District Health Centres serving as the 

headquarters of the Kwun Tong and Tuen Mun Primary 

Health Care Districts respectively . The Ngau Tau Kok 

Clinic and the Yan Oi Polyclinic have been selected for 

this purpose because 

(a) . the Kwun Tong and Tuen Mun districts have 

quite different demographic chafacteristics 

and the heal th needs of the local community 

will differ in the primary health care 

context; 

(b) these districts already possess the various 

service components for development int o a 
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(c) 

(d) 

co-ordinated network. These include a 
general/district hospital the United 

Christian Hospital at Kwun Tong and the Tuen 

Mun Hospital at Tuen Mun, out-patient health 

facilities, community nursing service and 

welfare services; 

the Ngau Tau Kok Clinic and the Yan Oi 
Polyclinic are the relatively large health 
facilities in these districts providing a 
v~riety of primary health care services. In 
bo.th clini.cs there ~re already facilities in 
general out-patient, maternal and child 

health, family planning and community nursing 

services . Day care centres for geriatric and 

psychiatric patients managed by HSD are also 

housed in the Ngau Tau Kok Clinic. As regards 

the Yan Oi Polyclinic, these . specialist 

services are available 

Mun Specialist Clinic. 

health laboratory in 

and 

in the adjacent Tuen 

There is also a publ~c 

the Yan Oi Polyclinic; 

the development into a District Health Centre 

would require only minimal conversion work, 

but accommodation is available in these two 

clinics for the establishment of training 

centres for GOP doctors which would facilitate 

and complement 

approach[7J . 
the irnplernentatio~ of this new 
This is discussed in the 

following section. 

--------------------------------------------------------
[ 7 J 

However, training centres £.or GOP doctors need not 
be established in every District Health Centre . 
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Introduction of Pilot Programmes 

11.16. 

existing 

chapters 

Health 

We recommend that the various improvements to 

services which we have proposed tn previous 

should also be introduced in these two District 

Centres on a pilot basis . These include carrying 

out opportunistic screening for the elderly and those 

at-risk patients between the age of 45 and 64 attending 

GOP clinics, establishing a well-woman clinic as part of 

FHS in the MCH centres, introducing additional 

specialist mini- clinics on a sessional basis . and 

re-organizing CNS · as part of the primary health care 

team on a clinic basis . 

11.17. 

research 

existing 

out in 

In addition, appropriate action-oriented 

projects with ·a view · to solving some of the 

problems in the cJinic service could be carried 

these two cent res . Possible topics for these 

action-oriented research projects are -

(a) the use of health practice nurse and clinic. 

assistant in GOP clinics; 

(b) 

( c) 

(d) 

( e) 

(f) 

follow-up clinic and the use of management 

protocols for chronic patients; 

alternative appointment, referral and r ecall 

arrangements; 

patient education programmes; 

computerized medical records; and 

patient-held medical records . 
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Establishment of Training Centres in Primary Health Care 

11.18. In Chapter Ten, we have advocated strongly 

promotion of postgraduate trainini of GOP doctors in 

family medicine and recommended that training centres 

should be set up by the Department of Health . We have 

recommended that such training centres should . be 

established at the Ngau Tau Kok Clinic and the Yan Oi 

Polyclinic . 

11.19 . 

equipment 

care has 

The full range of teaching faciltties and 

needed for a training centre in primary health 

been detailed in Dr Fabb's Assignment Report . 

Thes~ include a few consultati9n room_s, a waiting area 

for patients , an observation room/ off.ice for the 

supervisor , a seminar room fbr educational events and a 

small library. Trainees would also have access to other 

facilities within the Ngau Tau Kok Clinic and the Yan Oi 
Polyclinic. Exposure to the District Health System 
approach experimented in these clinics would be an 
additional advantage . for the trainees. Although these 
training centres would be developed largely to provide 

training for GOP doctors especially at the initial 

stage, they could also serve as training centres for 

other health care personnel . 

Evaluation and Furtp.er Implementation 

11. 20 . 

weaknesses 

various 

In order to identify the strengths and 

of the District Health Centres and the 

innovative ideas and pilot programmes 

· implemented , we recommend that a mechanism for the close 

monitoring and effective evaluation of these projects 

should be developed . The ambit of this body should 

include planning, implementation, monitoring, analysis 
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and documentation of the projects before cpmmenceme_nt of 

the s_ch~me and their evaluati.on at appropriate in-te_rvalp 

thereafter. such a task should best be undertaken 

jointly by the departments of community medicine and 

general practice at the two universities and the 

Department of Health . We are pleased to note that WHO 

has indicated that it would provide technical assistance 

if .:r;-equired . 

11 . 21. Depending on the outcome of the. evaluation, 

the concept of a District Health System could be given 

wider application gradually throughout the territory and 

the innovative approaches could be adopted in other new 

or existing clinic facilities. The ultimate objectives 

would be to have the territory divided into a number of 

Primary Health Care Districts each with its own network 

of health care services to cater for the needs of the 

community . As the concept of a District Health System 

has yet to be tested, it is premature for .us to 

.recommend at this poi~t in time the optimum number of 

.districts or their delineation. 

Conclusion 

11.22 . Since the publication of the 1974 White Paper 

on _T_h_e~~ F~u_r_t_h_e_r~~D_e_v_e_l_o~· ~p_rn_e~n_t~_o~f~_M_e_d_1_·_c_a_l~_a_n_d~~H_e_a_l_t_h_ 

Services in Hong Kong in which a regional approach to 

the administration of medical and health services was 

recommended, a considerable measure of dece~tralization 

has taken 

.administered 

place . · 

through 

Health services are currently 

four regions . In the view of the 

WHO consultants , "the role, responsibilities and 

functions of districts should be further explored with a 

to creating an organizational unit which could draw 

together all health care providers, including community 

representatives and other sectors". 
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11.23 . The three principles underlying our proposed 
f'• 

District Health System approach to the organization and 

management of primary health care services are - ,. 

(a) devolution of furtber decision-making 

authority from the headquarters lev ~l to the 

distric·t level, so that health care services 

could be planned , implemented and ~orrel ated 

with other services at the local level, based 

on the needs of the local community; 

(b) closer links between various service prov iders 

to achi°eve a truly collaborative approach and 

optimum car e for the ·patients; and 

(c) direct commupity participation . 

11. 24. The 

it would 

infrastructure . 

additi onal 

be built 

merit of this approach is that 

on the existing health 

It would make the best use of current 

facilities without involving . a capital- intensive 

programme in the expansion of health facilities . 
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CHAPTER TWELVE 

STRUCTURE FOR THE DELIVERY OF PRIMARY HEALTH CARE 

Introduction 

12 . 1. In the preceding chapter, we have recommended 

a framework for 

care services at 

the 

the 

administration of primary health 

district level. To ensure an 

efficient and ~ffective system for the overall delivery 

of health services, we have considered whether changes 
~ 

also ne ed to be introduced to the management s t ructure 

at the central level. An alternative structure for the 

delivery of primary health care services in Hong Kong 

has turned out to be the most extensively debated 

subject in the deliberations of the Working Party . 

12.2. While · structural reforms for the better 

management of public hospitals(l] which were actively 

under way throughout our assignment inevitably have an 

impact on some of our discussions , our approach to this 

subject matter has been guided by the aim to provide a 

framework within which primary health c are can be 

developed to achieve its 

systems for the delivery 

and health services in 

problems to be addressed 

stated obj ectives . The 

of public hospital services 

Hong Kong have different 

and will thus call for a 

[ 1 ] These refer to preparation for the setting up of a 
statutory Hospital Authority, outside the Civil 
Service , to oversee the delivery of hospital 
services in all existing government and subve nted 
hospitals. 
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different solution . In particular, we are aware that 

the overriding consideration which has led to the 

recommendation for an indepen':'J.ent Hospital Authority 

outside the Civil Service is not equally valid in 

conside;ring structural changes to the delivery of 

health services. This refers to the need to bring 

subvented 

clearly 

and 

and 

government hospitals together more 

fully within an integrated structure 

accountable to Government°[2] . 

Desirable Features of the Preferred Structure 

12 .3. With the objectives and principles as set out 

in Chapter Four, we started by drawing up a list of 

desirable features of the preferred structure . In so 

doing , we 

capability 

between the 

have attached particular importance to the 

within the future structure for interaction 

public sector and private practitioners. 

Since some 70% of medical 

the private sector, we 

problems in the public 

consultations are provided by 

feel strongly that tackling 

sector alone would not be 

sufficient to bring about an overall imp~ovement in the 

delivery of primary health care to the community. 

12.4. In terms of 

the preferred structure 

· continue to discharge 

Government's responsibility, 

should . enable Government to 

its statutory obligation as the 

Health Authority 

international bodies, 

in 

in maintaining 

in implementing 

ensuring a high 

liaison with 

stat~tory health 

level of public legislation 

health in 

and 

the territory . As regards provision of · 

[ 2 ] Executive Overview in the Report on the Delivery 
of Medical Services in Hospitals, December 1985 . 
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primary 

built 

public 

medical care, the preferred structure should be 

on the existing strengths of a dual system -- a 

sector and a private sector. Whether ther~ 

would continue to be a clear distinction between the 

two sectors in the long run, Government should continue 

to play a strong role in primary medical care . Some of 

us feel that this is necessary to take care of the 

needs of · the vulnerable groups ; others feel that a 

robµst , resilient public sector ·primary medical care 

system would help withstand possible adverse economic 

an~ . social changes in society without subjecting 

patient~ to the vagaries of the marketplace; others 

consider that Government should take the lead in making 

arra~g~ments which would facilitate collaboration 

between the public and private sectors with a view to 

raising standards of practice in both . 

12.5. Primary health 

community · participation in 

and operation of health 

care requires maximum 

the planning, organization 

care services . Despite a 
continued strong Government presence in primary health 

care, we consider it important to allow scope for 

community participation at the decision-making level 

of the future structure . 

12.6. The 

fragmentation 

services. It 

prefer~ed structure should avoid further 

in the organization of medical and he~lth 

should ensure effi cient co-ordination 

with other providers of medfcal and health services, in 

particular the Hospital Authority . 

12.7 . In - terms of funding, there should be 

sufficient autonomy for the preferred structure to be 

able to plan its own budget having regard to needs and 

requirements. However, this would still be subject to 
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overall Gove·rninent qontrol as a major component of its 

budget will continue . to come from Government . It would 

also be qesirable for the future structure to be able 

to retain some or all of the income from additional 

revenue generated -from a revised fee structure or other 

new -initiatives so as to guarantee that fee increases 

are ploughed back into improvement to primary health 

care services . In this latter respect, most of us fee l 

that the current · financin~ arrangements in which all 

fee income is transferred to the General Revenue 

Account and applications for funding of new or improved 

services are considered separately have hampered the 

introduction of essential or desir_able improvements, 

even if these could be financed through savings or 

additional sources of revenue generated from within the 

health programme . 

12 . 8. In terms of staffing, we do .not consider 

that there are sufficiept justifications for a staff 

structure outside the Civil s ervice . The primary 

health care sector is not experiencing the problem in 

the hospital services where the co-existence of a Civi l 

Service sector and a large subvented sector , each with 

its own 

hindered 

services . 

autonomy 

confines 

. to meet 

necessary 

part-time 

training . 

12 . 9 . 

is to 

terms and conditions of employment , has 

t he development of integrated hospital 

However, the preferred structure should have 

in employi ng some staff outside the normal 

of the Civil service Regulations, especially 

special needs . For example, . it may be 

td emp loy health care specialists on a 

or sessional basis to provide service or 

A fundamental need in any structural reform 

ensure t hat pr imary health care would be 
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developed with 

that many of 

has introduced 

of Health in 

its distinct identity. We hav e noted 

the reforms that the Director of Health 

since the setting up of the Department 

April 1989 and those that are in the 

pipeline had not been introduced in the past because 

attenti~n , 

hospitals 

resources 

under the 

and emphasis were 

former Medical 

given to 

and Health 

Department. Finally, the preferred structure should be 

capable of being developed on an evolutionary basis. 

The Options 

12·. 10. We have considered in detail the following 

options which would to a varying extent meet the 

desirable features of the preferred structure -

Option I 

Option II 

Option III 

The current structure, with the 

Department of Health 

improve the service 

strengthened to 

to the public and 

with an element of public participation 

through an advisory committee with 

medical and lay membership . 

An independent statutory Primary Health 

Care Authority with a strengthened 

Department of Health within the Civil 

Service as its executive arm. 

An independent 

Authority outside 

Primary Health Care 

the Civil Service 

along the lines of the Hospital 

Authority and a separate government: 

Department of Health taking charge of 

public health matters . A modification 

of this option is for the Authority to 
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Option I V 

encompass both primary care and public 

health functions without a Department 

of Health . 

A "supra" independent Health Authority 

embracing 

Hospital 

health 

a .hospital division (the 

Authority) and a primary 

care division inclusive of 

public health . 

The following two further options have been put forward 

on the grounds that since the GOP ·service is the major 

problem 

servi ces 

should be 

Option V 

Option VI 

12 . 1 1. 

area i n the deliver y of primary health care 

in Hong Kong, the organization of this service 

the main focus of the fut~re structure . 

Complete pri~atization of 

s~tvice with·· arrangements 

continued provision of 

t he GOP 

for the 

subsidized 

out-patient medical treatment to needy 

groups. Public health matters would be 

taken care of 

Department of Health . 

Al l GOP clinics 

medical care ,.to be 

by a government 

providing 

placed 

primary 

under the 

Hospital Authority with the government 

Depar tment of Health providing only 

preventive and. promotive i:!Ctivities as 

in Option V. 

Consider able thought and discussion was given 

to all the options. Arguments for and against each of 

these are set out i n the following paragraphs . 
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Option. I A strengthened Department of Health 

Arguments For 

(b) 

( C) 

There 

existing 

are merits 

system. 

in ·· building 

The prob~ems 

onto the 

in primary 

_complex as 

and relate 

heQlth care are not as great or 

those of the hospital services 

primarily 

justified· 

a part 

function, 

to the GOP service. It may pot be 

to revamp the overall structure for 

of the 

though 

Department of Health ' s 

this is an important area. 

Improvements could be brought about by 

management 

use -of 

between 

re.forms, enhanced training, better 

:z:,esouroe-s ·arrd · better rrrteraction 

the public and private sectors 

without setting up. a new structure. 

Many public health activities are the direct 

responsibility of the - government- and should · 

best be undertaken by a health · authority 

within the government machinery . where there 

would be more efficient c.o-ordination with 

other government . departments . · These 

activities include control of epidemics, 

liaison 

health 

statutory 

with WHO and other international 

authorities, 

functions 

internationally. 

implementation 

both locally 

of 

and 

In view of the public concern and staff 

problems that have been associated with the 

establishment of the Hospital Authority and 

the importance attached to health services by 

the community, gradual arid evolutionary 
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(d) 

changes, which would · be the case under thi·s 

option , are politic~lly more acceptable than 

radical changes . 

A government 

position to 

Department· of Health is in a 

ensure even distribution and 

adequate coverage of health services such as 

in · the case of ~emote areas and outlying 

islands and to achieve uniformity of standard 

in .the service . 

Arguments Against 

( a) The degree of community participation in 

formulating policies would be more limited in 

a government department than in an 

independent Authority; certainly public 

perception is such. In this respect, it was 

argued in the Report· on the Delivery of 

Medical Services in Hospitals that one of the 

benefits that would accrue from having an 

independent Hospital Authority. was to ensure 

openness to 

membership on 

.Hospital Boards . 

public scrutiny through 

the Authority and its Regional 

(b) In terms of the mode of delivery of clinic 

services, this Working Party is in favour of 

a multi-mode appro·ach involving collaboration 

with private practitioners or promotion of 

private primary medical care insurance to be 

run by a non-profit-making organization. In 

both mod~s of operation, there would be a 

need for flexibility within the future 

structure to enter into contractual 

arrangements with the private sector. 
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(c) It is difficult to expect the current 

structure to be flexible enough in terms of 

staffing and funding to accommodate some of 

the desirable features of the future 

structure . 

(d) Even if the desired flexibility could be made 

available within the government structure, a 

bureaucracy by its nature tends to suffer 

Option II 

from a 

often 

degree 

slow 

of 

in 

inertia, 

·adapting 

rigidity and is 

to changing 

circumstances . This would not be conducive 

to a situation which requires 

innovative ideas, eval uation 

testing of 

and prompt 

implementation . The driving .force should 

therefore come from outside the government 

structure . 

An independent statutory Primary Health 
Care Authority with a strengthened 
Department of Health within the Civil 
Service as its executive arm 

Arguments For 

(a) This resemples the Hous i ng Authority/Housing 

Department structure and that in respect of 

the two Municipal Councils . . This structure 

would provide the 

development of a more 

terms of staffing and 

realize that unlike the 

the Municipal Councils, 

framework for 

flexible approach 

funding although 

Housing Authority 

a large part of 

the 

in 

we 

or 

the 

funding of the PHC Authority would continue 

to come from General Revenue and there may be 

less scope for funding flexibility than with 

these organizations . 
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(b) 

( c) 

( d) 

The ·Authority would be responsible for 
devising policies 

the Department 
and giving directions to 

of Health although such 

policies would have to be in line with the 

Government's overall health objectives and 
the Authority 

Government . 

participation 

would 

This 

in 

be 

allows 

a more 

-
accountable to 

for community 

direct · and 
accountable manner than a mere advisory body 

to Government. In this connection , we should 

point out t,!1.at some of us are wary of the 

limitations . of an advisory committee set-up_ 

as in the case of the MD~C. 

An Authority structure would be in a better 

position t9 interact with the private 

sector. This would be particularly important 

having regard to our recommended multi-mode 

approach in the delivery of clinic services 
whicp. in:volves contract _in9" with private 
practi tip.;q._e).:"s . 

By retaining the government Department of 

Health as the executive arm of the Authority, 
the pUblic 

continue to 
health responsibilities would 

be discharged by a body within 
the government 

co-ordination 

departments 

machinei:y 

with 

and 

other 

the necessary 

government 
and · international health 

authorities on a . government~to- government 

basis would be preserved . 

Arguments Against 

(a) Although this option is less radical than the 

proposal to have an Authority detached from 
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the Civil Service (under Options III and IV), 

it nevertheless 

structural change 

repr~sents a significant 

which requires legislative 

action and o~ganizational adjustments. These 

changes may not be warranted in the case of 

primary health care which has less 

organizational problems than public hospital 

services . 

(b) An Aut~ority with a Civil Service department 

in the hea~ th · sector whereas the Hospital 

_Author_ity is outside tne C.ivil .Servi.ce may 

gtve rise to some invidious comparisons and 

staff management problems. 

Qp.tion III An independent Primary Health Care 
Authority outside the Civil Service 
along the lines of the Hospital 
Authority 

Argum·ents For 

(a) It would enjoy benefits similar to those 

accruing from having a Hospital Authority 

outside the Civil Servic'e, such as better 

(b) 

staff control by having 

and fire " staff and to 

the power to "hire 

devise terms and 
' 

conditions 

a more 

appropriate 

more appropriate for 

flexible approach 

relat~onships with 

health staff , 

to develop 

other sectors 

tncluding private practitioners , greater 

community participation and openness to 

public scrutiny . 

This would put primar y health care services 

on a par with hospital services and ensure 
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both 

importance. 

imbalance as 

would 

This 

be treated with equal 

would help to redress the 

reflected 
present hospital-oriented 

in our past and 

medical and health 
programme . 

Arguments Against 

(a) The creation of yet another independent 

Authority detached from the Civ~l $ervice 

could be perceived, though quite mistakenly, 

by the public as a further step by which 

Government was divesting itself of important 

social responsibilities . 

(b) The absence of an official health authority 

would make it difficult for Government to 

discharge its proper responsibilities for 

safeguarding public health and other 

statutory functions. The option of creating 

a PHC Authority _but retaining a government 

Department of Health to look after public 

health matters is · not viable in view of the 

need for a ~ound infrastructure ·for the 

Dep_a.r .tm.ent of Health to , discparge its public 

health functions. In addi t;i.on , this 

arrangement would give rise to further 

fragmentation in the delivery of medical and 

health services which would make 

co-ordination extremely cumbersome. 

(c) The transfer of staff in the Department of 

Health to an independent authority would 

require extensive staff consultation and 

negotiation. Preparation for the set~ing up 
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( d) 

Option IV 

of the Authority and the r~~ate~ . st~ff ' 

disputes could delay introduction of the much 

needed improvement to the GOP clinics and 

other health services . 

Unlike hospital services in which the 

existence of a significant subvented sector 

called for the establishment of a statutory 

body independent of · the Civil Service to 

achieve integration and better use of 

resources across the public sector, · similar 

considerations are not applicable in primary 

health care services . 

A "supra" Health Authority responsible 
for both hospital and primary health 
care se·rvices 

Arguments For 

(a) · This ·option, which envisages putting primary 

h~alth· care and .hospital services under an 

Authority · outs·ide the Civil Service, would 

have the · advantages simi l ar to those under 

(b) 

Option III. In additi.on, it would allow for 

integration and better co-ordination between 

primary health 

It would also· 

care and hospital s~rvices . 

enable transfer of staff for 

training and servic~ needs . 

. provisi0n of identical .terms and conditions 

to staff in primary and secondary care would 

help to solve recruitment and retention 

probl~ms in 

arise upon 

Authority . 

primary care which are likely to 

the establishment of the Hospital 

247 

. i 



. . , ... 

1 

~1 

Arguments Against 

(a) This op~ion would have the same disadvantages 

as those under Option III . In addition, it 

may be difficult to implement this option 

successfully for some years to come, as the 

Hospital Authority will be fully engaged 

during its initial years with integrating the 

government and subvented hospitals · and 

Option V 

implementing 

reforms . 

the much needed hospi ta-i . 

Complete privatization of GOP service 
with a government Department of Health 
administering public health matters 

Arguments For 

(a) Government would not need to fund or staff 

GOP· clinics . The financial resources could 

be re-allocated to provide subsidized primary 

.medical care service to members of the needy 

groups for whom Government has an obligation 

to ensure that they have continued access to 

primary medical care treatment. These 

patients would obtain treatment .from private 

do~tors and the Government subsidy could take 

the · form of a capitation grant to doctors for 

covering these pati~nts, an allowance to the 

eligible recipients, a voucher.. scheme or 

reimbur·sement · .on a fee-for-serv:ice basis . 

The .. pri:vat~ sector is alre.ady providing some 

70% of the medical consultati0ns and should 

have little problem in absorbing the 15% from 

the public sector. There would then be one 

unified system of primary medical care. 
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Arguments .Against 

(a) The quality of service provi ded by private 

practitioners in Hong Kong is variable and it 

migh~ not be desirable to entrust resources 

for the care of t he needy such as the elderly 

patients entirely to the private sector. 

Ther e would ne~d to be an e x pensive 

monitoring system to ensure that quality 

service is provided and that unnecessary 

consultations .are not being offer ed or 

demanded . 

(b) The use of vouchers for treatment of members 

of the needy groups such as the elderly would 

( c) 

(d) 

either provide 

large bill if 

eligible groups 

Government 

the take- up 

was h i gh 

with an extremely 

rate . a mong the 

or incur heavy 

administrative costs if ~he eligible groups 

were to be further r estricted through some 

form of means-testing . The extent of subsidy 

and administrative measures to restrict the 

size of the eligible groups would become 

political rallying points divorced from the 

health needs of the peop~e. 

The public health functions of the Department 

of H~alth such as to control and maintain 

sur veillance 

be difficult , 

without a 

contr ol. 

over communicable qiseases would 
. 

if not impossible, to perform 

network of clinics under its 

Standards of good practice in primary care 

would be difficult to raise if the private 
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Option VI 

sector were to be left entirely on its own . 

The m0del-setting value of the GOP clinics 

and the 

doctors in 

impetus 

family 

to improve training for 

medic~ne would be totally 

lost .if the GOP service were to be completely 

priva~ized . 

All GOP clinics to be transferred to 
the Hospital Authority with a 
government Department. of Health 
administering public health matters 

Arguments For 

(~) There would be grea~er continuity of care for 

users of GOP clinics if the GOP service and 

the hospital service fall · under one 

organization . 

(b) 

(c) 

The independent structure and set-up of the 
Hospital Authority would provide the 
flexibility needed for r·eforms to primary 
medical care at the GO;p clinics as envisaged 
under Option II -but without the need to 
create another Authority. 

Rotational traini ng of doctors and nur~es in 

hospitals and primary caie would be easier if 

they work und.er the same liuthority . 

Arguments Against 

(a) Primary medical care is an integral part of 

primary health care which is advocated by WHO 

and other countries throughout the world as 

the most cost-effective means to achieve the 

objective of 'Health for All_ by the Year 
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(b) 

\ 

( c) 

( d) 

2000 1
• It would be a retrograde step to 

divorce primary medical care from primary 

health care and to place it under the 

hospital system. 

It is likely, as in past practice, that the 

greater demands of the hospitals for 

resources would gain priority over primary 

medical care . Only if the two -- hospitals 

and primary care had independe_nt say in 

the distribution of resources , say, under one 

"supra " Authority under Option IV, could this 

problem be overcome. 

As in the case of Option V, the public health 

function of the Department of Health would be 

difficult, if not impossible , to perform 

without a network of clinics under its 

control . 

It may require some years to implement this 

option successfully as the Hospital Authority 

will be fully engaged in integrating 

government and subvented hospitals and 

implementing the much needed hospital 

management reforms during its initial years. 

The Recommended Option : a Pri mary Heal th ·Car e Authority 

12 . 12 . The 

extensively 

features of 

various options have been debated 

taking 

the 

into account not only the desirable 

preferred structure, b~t also the· 

political and practical considerations. For instance , 

most of us would opt for a " supra" Health Authority 

under Option IV encompassing a h?spital division and a 
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primary health cate division were it not 

traditional neglect of primary health care 

advance prep~ration in the setting up of the 

Authority. In principle, we do not disag~ee 

comment of PHA that " a case could be 

integrating all aspects of pri mary heal·th 

for the 

and the 

Hospital 

with the 

made for 

care with 

hospital services because with effective management and 

administration primary health care . -ervices can 

contribute to promoting and maintaining the overall 

health of the population , thereby reducing the need for 

hospital services ~[3] . One way of , integration , as 

mentioned by PHA , would be to bring primary health care 

and hospital services rinder a single umb~ella . 

12 . 13 . In our opinion, such a proposit~0n would be 

acceptable on ly if primary health ca~e and hospital 

given 

which 

equal status within the umbrella 

would allow for separate 

services are 

organization 

development of 

IV [ 4]. The 

both services , that is, under .Option 

suggestion to simply put all aspects of 

primary health care under the Hospital Authority would 

be difficult to implement with success given the 

different approaches and orientation that are required 

as succinctly pointed out by Dr Wesley FABB . ·11 The mind 

set 0£ the doctors .and · nurses in the two settings 

[hospital care ~nd 

the administrators, 

primary · hea·l th· care 

primary health care], and in turn 

is necessarily different. In 

the .~ind set is towards the whole 

--- --.------- . ----.- -- ------------------ . ---------

[3] 

[ 4!] 

From Report of the Provisional Hospital Authority, 
D.~cember 19 89, page 130 . 

Tl)e idea of a "supra " Healt~ Authority integrating 
primary health and hospital services is further 
discussed in Chapter Fifteen . 
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person in the. family and community environment, towards 

continuity and comprehensiveness of care, towards 

health promotion and preventive care as well as 

curative care and rehabilitation, towards low 

technology and low cost care, towards health education, 

self reliance and self care. Hospital care is the 

opposite in almost every way. I~ is focussed on organs 

and systems, is episodic ~nd therefore discontinuous, 

.curative, high t _echnology and high almost 

cost." [5] 

wholly 

12 : 14. Having considered the pros and cons set out 

we conclude that Option II 

which best displays the 

future delivery of primary 

in the preceding paragraphs, 

is the preferred structure 

desirab}e · features in the 

health care. These include 

(a) adequate opportunities for community 

participation in the development of policies; 

(b) sufficient flexibility for pioneering 

different schemes which may involve 

collaboration with the private sector in the 

delivery of service; 

( cl some degree of financial autonomy to e.nable 

control over its own budget within 

established objectives and guidelines and 

retention of 9ertain· income from fees for 

improvement to other health services; and 

----------------------------: .--------------------------
[ 5 J 

From Assignment Report on Training and Educational 
Programmes in Family Medicine by Dr Wesley FABB, 
October 1990, pages 50-51. 

253 



.. . 

. ' 

(d) capability to interact with the 

non-government sector in gradually 

establishing a framework for the delivery of 
quality care to the whole commun-i ty. 

12 .15. We therefore recommend the establishment of a 

statutory Primary Health Care Authority, with some 

degree of financial autonomy and with the Department of 

Health as its executive arm, to oversee· the delivery of 

primary health care in Hong Kong. 

12.16. However,. we would be doing a di.sservice to 
the people of Hong Kong if we were to recommend that 
everything should stay put until the Autq.ority is in 
place, the preparation of which will take 

·. 
some time . 

Some of our primary pealth care services require urgent 

im~rovement and remedy and these should be implemented 

without furthe~ delay. To facilitate early improvement 

and to pave the way for the setting up of the 

Authority , 

taken to 

we recommend that immediate action should be 

Health. 

re-organize a·nd strengthen the Department of 

This is discussed in the following · section . 

Re-organization of the Department of Health 

12.17 . To facilitate early improvement to primary 

health care and to provide strong executive support for 

the Primary Health Care Authority upon its formation, 

we consider that immediate action should be taken to 

re-organize the 

be to reflect, 

structure, the 

Departm~nt of Health. 

in the Department's 

importance Government 

The aim should 

organizational 

attaches to 

primary health care and to ensure better efficiency in 

its 

taken 

operations. Our 

into account 

p;r:oposals 

the working 
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Department of Health .since its establishment on 1 April 

1989 and the needs arising from our recommended 

improvements 

services. 

to the various primary health care 

Present Position 

12.18. We consider the existing organizational 

structure of the Department of Health, at Appendix 19, 

·to be unclear in its division of services and not 

conducive 

direct 

Many of 

identity 

of these 

to allowing important_ service areas to have 

involvement · in the decision-making· process. 

the important services· do not have a distinct 

of their own and this may hamper the planning 

services to respond to changing needs. The 

pro-posed revised structure is· to rectify the situation 

and to strengthen the orga_niz.ation of the Department to 

take on new responsibilities. 

Proposed Structure 

12.19. The· proposed organizational structure as 

shown in Appendix 20 would 

(a) give primary health care a distinct identity 

and makes for a better co-ordinated and 

(b) 

integrated 

preventive, 

services ; 

permit better 

deployment of 

activities of 

development 

curative and 

of promotive, 

rehabilitative 

recognition, co-ordination and 

resources by re-grouping the 

the Department of Health into 

the following five main areas : 
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(c) 

12.20. 

P.rimary Health Services which embrace 

promotive, 

re:qabilitative 

preventive, curative and 

to personal health services 

individuals from birth to old age; 

Public Health Services which cover all 

specialist · health services like occupational 

health, port health, control of tuberculosis, 

social hygiene and narcotics ; 

Development and Planning which includes 

servi~e and · manpower development, 

epidemiology studies, research and health 

administration; 

Ad.ministration to oversee finance, 

supplies, auditing, personnel 'management, 

staff and public relations; and 

Dental Services which require ~ · separat~ 

division for its efficient management in view 

of the need for different professional staff, 

the size and variety of grades and the ne~d 

for development in respect of oral health 

education ; and 

incorporate 

recommended in 

those 

respect 

new service units 

of health education, 

student health service, health .information, 

epidemiological 

nursing service. 

research and community 

The new organizational structure is preferred 

on the grounds of more efficient delivery of service. 

we consider that appropriate ranking for the various 
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positions such as heads of divisions and units in the 

re-organized 

consideration 

structure 

by the 

should be . a matter for 

Administration, taking into 

account the respective proportion of administrative and 

professional i nputs required and the relativity of the 

scope of responsibilities . 

Conc l u sion 

12. 21. We are fully aware that re-designing the 

structure· for the delivery of services a lone will not 

ensure quality of care to the community ·or resolve the 

prob l ems faced by the GOP clinics or the School Medical 

Service. However , we need an environment which would 

fa·cili tate and encourage cha:nge , and ensure that such 

changes have the support of not on~y the health 

authorities and hea~th care professionals, but also the 

community 

care, a 

responding 

at large . In the case of primar y health 

management structure which is capable of 

promptly 

and aspirations of 

and positive l y 

the communi ty 

to changing needs 

is particularly 

important. No ar r angement could achieve this purpose 

opportunities for direct community 

at various levels of the organization of 

better than 

participation 

health care 

at 

services. The Primary Health Care 

the central level and the District Health Authority 

System at ·the district level are proposed , inter alia , 

to meet this objective. 
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CHAPTER THIRTEEN 

FUNDING AND IMPLEMENTATION 

Introduction 

1 3.1 . We are specifically required by the terms of 

reference to · assess the resource implications of our 

recommendations . This chapter presents the best 

ava.ilable estimate of the additional financial and 

manpower re.sources required together with our 

discussions on fees and charges anq the programme of 

implementation. 

Funding and Manpower Requirements 

Recurrent Expenditure 

13.2. 

all our 

The tangible full 

recommendations , 

cost[l] 

except 

of implementing 

those listed in 
paragraph 13.7 

this stage, is 
below on which no costing can be made at 

estimated to be $186 . 8 million per year 

at 1990- 91 prices . As some of our recommendations, for 

example, introduction of the new Student Health Service 

or development ·of medical records in all GOP clinics., 

would be implemented in phases owing to ~anpower and 

other practical constraints, this total additional 

---------------------------------------------------------
[1 J Full cost represepts the all-embracive cost in 

public expenditure including not only the actual 
staff salaries but ~lso staff oncost such as 
pension, housing and other allowances as well as 
administrative overheads. 
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expenditure of $186 . 8 million is expected to be the 

annually recurrent full cost at the end of the first 

five years of implementation . 

13.3. The major components of 

expenditure required are as follows 

(a) to health Enhancement 
education 
training 

activities including 
of health education 

staff and intermediaries 

(paragraphs 5 . 3 - 5 . ·16) 

(b) Establishment of 
Informati on System 

a Health 

( C) 

( d) 

(paragraphs 5 . 51 - 5.61) 

Improvements to services for 
children aged 0 to 5 at MCH 
centres 

(paragraphs _5 . 28 5 .29) 

of 
Health 

the new 
Service 

school-based 
for all primary and 

Introduction 
Student 
including 
programmes. 
secondary 
operation of 
health centres 

students and 
two regional 

(paragraphs 7 . 38 - 7.54) 

(e) Conduct of a review of the 
occupational health servic~ 

(paragraphs 5 . 43 - 5 . 47) 

(f) Expansion of the trai ning 
capacity of the Public Health 
Nursii:ig School 

(paragraph 10.30 - 10.35) 

(g) Improvements to existing GOP 
service including development 
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of medical records and 
int~oduction of drug labelling 
in all GOP clinics[2] 

(paragraph 8.32 - 8 . 48) 

(h) Development of training 

(i) 

( j) 

centres in primary health care 
(including education resource 
centres) at the Ngau Tau Kok 
Clinic and the Yan Oi 
Polyclinic 

(paragraphs 10 . 16 - 10~23 and 
11.18 _. 11.19) 

Introduction of the District 
Health System at the Ngau Tau 
Kok Clinic and the Yan Oi 
Polyclinic including the 
organization of CNS on a 
district basis 

(paragraphs 11.3 
9 . 4 - ·9 . 11) 

11.15 and 

Introduction of new 
opportunistic · screening 
services for the elderly and 

· at-risk groups attending GOP 
clinics and well-woman ~linic 
at MCH centres on a pi l ot 
basis 

(paragraphs 6.8 - 6.11 and 
6.17 - 6.20i 

48 . 1 

4 . 2 

18 . 6 

$18-6 . 8 million 

---------------------------------------------------------
[ 2 J 

Other measures to improve the service would not 
require . significant additional resources but could 
be implemented through changes· in management of the 
clinic service or attitudes of the service 
providers. These inelude developing management 
protocols for patients with chronic illnesses, 
improving the appointment system , strengthening 
co- ordination between GOP clinics and specialist 
clinics and apppting a teamwork approach in GOP 
service. 
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Capital Expenditure 

13 . 4. Our recommended improvements to the delivery 

of primary health care build on the existing health 

infrastructure. The only major capital works involved 

are the establishment of two regional health centres for 

the new student Health Service and two training centres 

in primary health care. Both would be developed from 

vacant premises 

accommodation - which 

in 

i s 

existing clinics or spare 

likely_ to be made available in 

the near future [3]. Those required for th.E= training 

centres have already been identified by the Director of 

Health at the Ngau Tau Kok Clinic, the Yan Oi Polyclinic 

and the adjacent Tuen Mun Clinic. 

13 . 5 . The full capital cost would be about $17.7 

million at 1990-91 prices, made up of $10 million for 

the regional health centr es and $7.7 million for the 

training centres . 

Manpower Requirements · 

-13 . 6 . To implement all the proposals would require 

some 550 additional staff of various grades at various 

levels. About half of them belong· to the medical ( 81) , 

nursing (145) and dispenser (64) grades . 

Excl usions 

13. 7. It must however be noted that, for practical 

reasons, no cost estimates have been made on: 

---------------------------------------------------------

[ 3 J Such accommodation within existing clinics can be 
released upon the closure of maternity homes. 

261 

l ;; 
~: 



r. 
] , : 

i : .·:. 

' ; . : 
! 

• j: 

(a) 

(b) 

the longer-term 

recommendations, 
implementation of some 

especially for setting up 
... 

further District Health Centres for Primary 

Health Care Districts, which would d.e-pend on 

the success of the pilot scheme involving the 

Ngau Tau Kok Clinic and the Yan Oi Polyclinic; 

the cost 

statutory 

of setting up an independent 

Primary Health Care Authority . 

However, since the Department of Health would 

continue to be the Authority's executive arm, 

the costs arising from this proposal would be 

confined to provi~ing the secretariat support; 

(c) collaboration with the private sector. As a 

principle, such forms of collaboration should 

involve no extra public spending. For 

example, in the proposed scheme involving 

contracting out 

practitioners, 

greater than 

a public clinic to private 

pubiic spending should not be . 
the cost to Government for 

providing the services itself; 

(d) alternative provision of medical consqltations· 

to civil servants and their dependants; 

(e) improvements to 

doctors other 

consultant post 

the career prospects for GOP 

than the creation of a 

to head the two District 

Health Centres and trainer posts at 

Consultant/ Principal Medical Officer levels; 
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(f) resource 

future 

implications of · the work · of · the 

Academy of Medicine in respect of 

(g) 

·13.8 . 

million 

partly 

Medical 

postgraduate training and continuing medical 

education in primary health care; and 

resources required to re-organize the 

administrative structure of the Department of 

Health which would depend on the additional 

number of management staff required, if any, 

and the approp~iate ranking of such personnel. 

On the other· ·harid, the estimated $186.8 

additional recurrent expenditure would be met 

by existing resources redeployed from the School 

Service, the further closure of severely 

under-utilized maternity homes and any other options for 

achieving better value for money which the Director of 

Health may introduce in the course of examining the 

management of certain servi~es. It has also not taken 

into account additional revenue likely to accrue from 

our recommendations on fees and charges as discussed in 

the following section. 

Fees and Charges 

The Present Policy 

13.9. Medical and health services are very heavily 

subsidized by public funds. In respect of primary 

health care services, many are provided free. These 

include attendances at MCH centres, tuberculosis and 

chest clinics and social hygiene clinics. The charge 

for consultation at GOP clinics is $18 inclusive of 
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drugs and the nece·ssary investigations, while that for 

consultation at specialist out- pat~ent cli~ics including 

the child assessment centres is $28 . Community nursing 

service is cha-rged $27. per- visit and the charge for 

injections and dressings at GOP clinics is $7. 

Attendances at family planning clini cs are charged a 

nominal. fee of· $1 . These fees may be wholly or partly 

waived in cases of hardship on the recommendation of 

medical social workers . 

13 . 10 . We are aware that the present charging policy 

h~s taken into account the following principles -

(a) 

(b) 

( C) 

that it 

safeguard 

is Go.vernment ' s responsibility to 

and promote the . 9eneral health of 

the community as a whole ; 

that it is Government ' s policy that no one 

should be prevented , through lack of means, 

from obtaining adequate medical treatment; and 

that while public sector medical and health 

services should remain heavily subsidized, 

individuals using the services should make 

some contribution towards the cost. 

Our Recommended Strategy 

13 .11. Given the role of Government in the-
development of primary health care in Hong Kong which we 

have recommended in Chapter Fbur[4] , it is 

[ 4 J See paragraph 4.7 in Chapter Four . 
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considered appropriate that the level of fees should ·be 

set taking into account the above fundamental 

principles. Basic preventive care services aiming to 

safeguard and pro~ote public health should continue to 

be provided free or virtually free for all. In the case 

of primary medical care providing curative treatment, we 

feel that the principle of individual contribution 

should be applied more critically having regard to the 

individual's actual needs and ability to pay. 

Promotive and Preventive care Services 

We recommend that p~eventive care servic~s 

including immunization, maternal and child care , family 

planning, student health and other services conducive to 

the control of communicable diseases should continue to 

of charge[S] . This is despite the be provided free 

general feedback from respondents in the HKU MCH Survey 

be acceptable to levy a per visit fee of that it would 

$20 o'r less [6] . 

13.13. The new screening services that we have 

proposed in Chapter Six are also con~ributing to 

promotion of health and preventio~ of diseases . 

However, as we have argued therein , we do not consider 

that such screening services should be made free for 

all. We recommend that health screening services for 

---------------------------------------------------------

[ 5 J 

[ 6 J 

The validity 
visit at the 
examined. 

of charging the nominal fee of $1 per 
family planning clinics should be 

For details, see Summary of Surveys at Appendix 3. 
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the elderly and at-risk groups aged 45 to 64 attending 

GOP - clinics and women attending well-woman clinic at MCH 

centres should be provided at a charge to recover the 

cost of investigation, with reduced charges offered to 

those target groups identified for subsidized primary 

medical care at GOP clinics. For thos.e who cannot 

afford to pay , the present arrangement for charges to be 

waived should apply. 

Pri mary Medical Care - Charges at GOP Clinics 

13.14 . ·Given that o'nly 15% of all medical 

consultations of the general · population ar·e provi ded at 

GOP clinics, improvement s in the public sector primary 

medical care as we have recommended in Chapter Eight 

would inevitably generate increased demand for the 

service. The sihgle most important factor · accounting 

for the patronage of GOP service is its low charge - $18 

as compared with a fee ranging from $80 to $200 in the 

private sector , particularly when the amount of 

medicines provided i .s taken into conside:i;ation. Unless 

the "charges " and "demand II issues . are adequately 

addressed, improvements to the GOP service would 

generate further demand which could in turn over l oad the 

system . It could also divert patients from the private 

sector to the public sect or and further the role of 

Government as the provider of primary medical care, 

which is not cons i stent with our recommended objectives 

in primary health care. 

13 . 15. In theory, demand for GOP service could be 

regulated by one or mo r e of the f9 l lowing measures -

(a) restricting supply of service by resorting to 

a quota system i . e . the present arrangement 
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of ·· first-come-first-served 

allocation criteria or by 

!' ·.----- ---- - -- · - ---

or some other 

closing actually 

down smaller clinics as in ,Singapore; 

(b) reducing the scope of service; 

( C) increasing 

the gap 

sectors; and 

charges at GOP clinics to reduce 

between the public and private 

(d) changing utilization behaviour through public 

education, h~alth . promotion and. provision of 

medical information to patients so that 

unnecessary consultations could be minimized. 

13 . 16. We consider measures (a) and (b) politically 

and professionally unacceptable in view of the present 

discontent with the GOP service . Proposal (d) is the 

longer-range solution but it is not capable of producing 

results within a reasonably short period . The proposal 

under (c) to raise charges would inevitably evoke some 

adverse public reaction. In any event, it should be 

adopted with care having regard to the fact tha~ on 

average current users of t,he GOP service tend to be the 

elderly and less well-off of our general population . We 

recognize that there are vulnerable groups in the 

·community, particujarly those who ' have little or no 

earning capacity , for whom a proposal to raise charges 

would reduce their ability to obtain care . We therefore 
-

recommend a charging policy, which identifies target 

groups for subsidized service at GOP clinics, in keeping 

with Government ' s policy that no one should be 

prevented, through lack of means, from obtaining 

adequate medical treatment . 
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13 . 17 . In arriving at this recommendation, we have 

rejected the suggestion ~hat usage of GOP ~ervice should 

be confined to members of the target groups . We feel 

that such a system would lead to GOP clinics being 

regarded or at least perceived by the public as 

second-class facilities for the poor and the indigents . 

This would not be conducive to meeting the objectives we 

set for the Government primary medical care service 

to provide quality primary medical care which is readily 

accessible and affordable, with special attention for 

certain target groups, and which will act as a benchmark 

for the delivery of service in Hong Kong[?]. · we 

consider it highly desirable that all in our community 

should continue to have the choice of using either GOP 

service or other modes of primary medical care. Those 

who choose Government services and can afford to pay 

should not continue to be heavily subsidized. Those who 

cannot afford to pay should not be deprived of service 

through lack of means and should continue to receive 

care on public subsidy . 

13 . 18 . In addition, we consider a • target group• 

approach to be more efficient administratively and more 

acceptable politically than a •means- testi ng• approach 

for individual clients . Means·-tests· should be avoided 

wherever possible unless there were overwhelming public 

financial considerations or great potential of abuse if 

such tests · were not in place. Having cons'ide;r-ed the 

present utilization of GOP service and Government's 

policy for · subsidizing health and medical services , we 

[7] See paragraphs 8.33 and 8.34 in Chapter Eight . 
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do not consider a means-test approach appropriate. 

foi certain people who fall outside the target 

but have ge~uine difficulties in affording the 

However , 

groups 

GOP charges , fee-waiving should still be necessary. 

13.19 . We recommend that the following groups should 

be target groups for subsidized primary medical care -

[ 8 J 

(a) Young children aged O to 15 and full-time 

. students up to the age of 18 : the 1989 

General Household survey on doctor 

consultations showed that ~requency of 

consultation among young children (aged Oto 

5) is very high. Such utilization was also 

borne out by the HKU GOP Survey. This may 

pose a considerable burden on parents. In 

addition, school children from Primary One to 

Secondary Three (aged 6 to 15) currently have 

the option of joining the SMS which provides 

economical medical treatment[8]. We have in 

Chapter Seven proposed that the SMS be 

replaced by a Student Health Service which 

would provide preventive and promotive care 

while students are expected to receive 

curative treatment for common ailments from 

GOP clinics 

order to 

alternative 

or private practitioners. In 

give parents an economical 

to primary medical care by private 

At an enrolment fee of $15 per year and a $12 per 
visit charge, they are able to obtain unlimited 
medical consultations from a doctor of their choice 
participating in the SMS throughout the year. 
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practitioners , we propose that children aged 0 

to 15 should be eligible for GOP service at 

half fee . The proposed subsidy should also 

extend to those in full-time studies up to the 

age of 18 on the grounds that they are not 

economically independent; 

(b) The e lderly , i.e . those aged 65 and above 

we consider that the elderly should be 

eligible ~ fo.r subsidized medical care because 

they require greater medical attention at a 

time when their incnme is likely to be 

declining . 

universal 

consider 

As Hong Kong does not have a 

retirement benefit scheme, 

have 

we 

the the 

responsibility 

elderly. we 

aged 65 apd 

Government to 

for the health needs of the 

propose that eldeily citizens 

above should be el i gible for GOP 

service at half fee . We have considered 

whether this age limit should be lowered to 60 

but feel that this should be tied to the age 

limit for Old Age Allowance which is currently 

66 and will be 65 from 1 April 1991; 

(c) People on disability allowances we are 

aware that recipients of these al l owances are 

not means-tested and this group may inclu~e 

those who have reasonable earning capacity and 

can w~ll afford the GOP charges . ~ However, in 

view of t he small size of this group, we 

propose that al 1 recip.ients of disability 

allowances should be eligible for hal f fee; 

and 
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(d) People 

this 

on public assistance: by definition , 

group hai financial difficulties and rely 

on social security for their livelihood . Many 

of them already 

waived under the 

have their medical charges 

current arrangements . We 

propose that this group should be eligib le for 

the service free . of charge. R~garding 

people with an income just above the public 

assistance level who may not be abl e to afford 

GOP charges, we propose that they continue to 

be eligible for fee waiving. One possibility 

would be to provide them with subsidized 

l:iervice at no charge or half fee on a simple 

income declarati on as in the case of 

eligibility for Old Age Allowance for those 

currently ageq 66 to 69 . 

13.20. We have considered very carefully whether 

primary medical care for the chronically ill should . be 
subs idized. One argument in favour of extendin-g 

subs~dies to these people is to ensure that they would 

not be inhibited from seeking continuous medical 

trea tment . We do not . propose to include the chronically 

ill as a target group on the grounds that those who are 

chronically ill and old or less well-off would already 

be covered by our proposed target groups and that with 

tl:le improved manag_ement of chronic patients at GOP 

·clinics , the frequency of their att endance would be 

reduced . Again, in cases of hardship where the 

frequency. of attendance is high and the disposable 

income for seeking medical attention is low, . due 

arrangement for fee waiving would be available . 
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13. 21. Our proposed target group approach is 

administratively. simple to operate, being easily 

verifiable in respect of the young and the elderly by 

reference to identity cards and in respect of public 

assistance or disability al lowance cases, by public 

assistance recipient cards or disability registration 

numbers or some other arrangements to be worked out by 

the Department of Health and SWD. 

13.22. In setting 

that 

the level of fees at GOP clinics, 

the following two principles should we recommend 

apply -

{a) 

{b) 

non-target group patients should not be 

charged above cost in order that the fees 

collected could go to subsidizing the target 

groups . subsidy for the needy should remain 

Government's responsibility; and 

charging 

should 

non-target group 

be the eventual 

patients at cost 

aim. This shou l d be 

achieved gradually with visible improvements 

in the quality of service. 

13 . 23. The objects of our proposed target group 

approach for charging at GOP clinics are to regulate the 

demand for public sector primary medical care more 

rationally, to spread the cost of medical care more 

equitably over the community and to releas~ public funds 

for · other improvements to health services. This 

approach also conforms to the principle of individual 

contribution where affordable. 
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13 . 24. The respective sizes of the target-group and 

non-target-gr~up patients among current GOP users will 

determine how successful a target group approach would 

be in meeting the desired objectives . On the basis of 

findings of the HKU GOP survey and the Department of 

Health's records, it is estimated that slightly less 

than half (46%) of the current GOP users- are members of 

the target groups (9] . Assuming that the pres_en_t GOP 

charges were to be doubled , that is, from $18 to $36, 

the young , the elderly and the disabled would continue 

to pay $18 while those on public assistance would 

receive the service free . However , overall subsidy from 

the public purse to the GOP service would be reduced , 

thereby releasing some public funds for other purposes . 

We should , however , emphasiz e that the resources so 

released should be used for improvements to other health 

care services instead of beihg returned to General 

Revenue . 

Community Rehabilitative Service 

13 . 25 . The 

rehabilitative 

ma j ority of 

services 

users of existing cornmuni~y 

are the elderly and the 

disabled. The fees for these services are at present 

set at a highl y subsidized level . Since these ser vices 

are provided to distinct target g_roups and access to 

them requires some form of prior medical assessment 

(unlike usage of GOP service which is 

patient-initiated), we do" not see particular grounds for 

deviating from · the present charging policy. We 

recommend that fees for community rehahilitative 
\ 

services should continue to be set at a highly 

subsidized level . 

[9 ] 
For det ails, see Appendix 21 . 
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13.26. For CNS, the per visit charge is set at 80% of 

the daily in-patient charge for public beds in general 

hospitals . This is currently $27 while the overall 
average cost to public purse is $138 per home 
visit[lO]. The same rate is applied to all clients 

but full · or partial remission is available on the 

recommendati0n of medical social workers or other 

desig.nated officers authorized to waive fees. We feel 

that the 80% level is arbitrary and in the light of our 

recommendation to develop CNS on a community basis, it 

would no longer be appropriate to link CNS fees to 

in-patient charges in hospitals . In order to properly 

reflect the cost and subsidy provided to users of this 
service , we recommend that :-

(af the charge should be calculated and expressed 

as a percentage of the cost of the service and 

be regularly updated on this basis; 

(b) the charge should continue to be .set at a 

substantially subsidized rate so as not to 

deter the use of the service which contributes 

to keeping patients out of hospitals and 

promoting ambulatory care; and 

(c) the charge should continue to be set at a flat 

rate for all with the existing mechanism for 

waiving of fees but the possibility of setting 

differential charges for differeRt groups such 

---------------------------------------------------------
[10] 

This is based on t he total service cost of $32.9 
mil lion incurred in 1989/90 providing 238 OOO 
visits by Government and subvented sectors. 
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13 . 27 . 

visit. 

- - ---~-- - ---·-··-· -·- · 

as maternity cases and elderly should be 

explored . 

For DOT service, the present charge is $30 per 

We recommend that the same principles in 

determining charges for CNS should apply to charges for 

DOT service . 

Implementation 

Strategy 

13 . 28. To take account of the realities of limited 

resources and to ensure that prompt improvements could 

be made particularly to s~rvices the development of 

which - has been neglected in the past, we have considered 

an implementation programme for our recommendations . 

Such a programme is also necessary as implementation of 

some of the recommended measures would require extensive 

planning and preparation and depend on the availability 

of trained manpower . 

13 . 29 . We recommend a g radual, step-by-step approach 

in implementing our recommendations. Innovative ideas 

to improve 

implemented 

existing 

on a pilot 

services should 

basis and in 

general ly be 

the course of 

implementation, there should be scope for revision and 

adjustment. Action-oriented projects should be 

initiated wherever appropriate and these should be 

s ub ject to detailed evaluation prior to -wider 

application throughout the service. 

13 . 30. To support such an implementation strategy, 

the importance of health services research should not 

275 

'1 
I 
I. 

! 
• I 



.. 
'' ,, 

. ·~ .. 

.. , , . 
.. ' ::1.: 

!: ... , 
. : .. 
p: i 
'· 

.:._ ..... . 

be overlooked. Changes in epidemiology, demograph ic 

and public expectations situation, medical technology 

demand adjustment s to 

be delivered . 

analysis of the 

how primary health care services 

Without timely provision and 

necessary data ·to planners and 

decision-makers, the services are likely to become 

outdated either in terms of their objective or mode of 

delivery. . This is what has happened in the GOP 

service. We therefore recommend that the Department of 

Health should have the capability and resources to carry 

out health services research in collaboration with other 

parties on an on-going bqsis as an essential part of the 

strategy to implement reforms. 

13. 31. Health services research should not be 

confined to Governme~t and academic sectors. Private 

practitioners, medical associations and other health 

care 

health 

ideas 

professionals shouid also be encouraged to explore 

needs of the community or to put their innovative 

in improving patient care into practice. To 

encourage these endeavours, we recommend the setting up 

of a Health Services Research Fund. Its purposes would 

be to promote health services research and to provide 

financial assistance to such p~ojects. This fund could 

be created from private .charities, public resources or 

support from the health care-related industry. 

Programme 

13.32 . we have . broadly categorized our 

recommendations into those which should be imp.lemented 

immediately, those to be impleme~ted in the medium term 

and others for longer7term implementation. 
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13 . 33. For recommendations to be implemented 

immediately' , we expect these to commence within 12 

months after ~cceptance by the Administration. These 

are further classified into the following -

(al Training- related 

(b) 

(i) development of training centres in 

pr imary heal t h care at the Ngau Tau Kok 

Cl inic and the Yan Oi Polyclinic ; 

(ii) expans i on of the tr~ining capacity of 

tpe Public Health Nur sing School; 

(·iii) strerrgtheni ng 

postgraduate 

undergraduate 

training i n 

an·d 

general 

practice at the two universities ; 

Organizational and structural changes 

(i) preparation for the establishment of the 

Primary . Health. Care Authorit y .including 

drafting of the necessary legislation; 

(ii) re-organization 

Health; 

of the Department of 

(iii) experimenting the District Health System 

and developing the Ngau Tau Kok Clinic 

and the· Yan Oi Polyclinic into District 

Health Centres; 

(iv) developing one o r two clinics in 

collaborati on with the private sector; 
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Improvements to services. on the basis of the 

existing infrastructure and mode of . delivery 

(i) improvements to delivery of service at 

GOP clinics; 

(ii) enhancement of existing health education 

activities; 

(iii) strengthening the present system for the 

surveillance of communicable diseases; 

(iv) providing 

counselling 

oral 

to 

health education and 

pre-school children 

attending MCH centres; 

(v) developing a better career structure for 

GOP doctors; 

Research and evaluation-related 

(i) establishment of a Health Information 

System and develop~ent of health 

services research including the setting 
I 

up of a Health Services Research Fund ; 

(ii) formation of 

the necessary 

advise on 

an advisory committee and 

expert working groups to 

development of health 

indicators and protocols for screening 

programmes; 

(iii) a study on the financing of health and 

medical services in Hong Kong; and 
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13 . 34 . 

(iv) a · comprehensive review of occupational 

health service . 

For recommendations to be implemented in the 

medium term, we expect these to take place within two to 

three years after acceptance by the Administration in 

view of the lead time required to first improv~ the 

service or train the necessary staff. This category 'of 

proposals include -

(a) setting up a Primary Health Care Authority; 

(b) introducing the Student Health Service in 

place of the School ~edical Service; 

(c) introducing screening services for the elderly 

and at-risk groups at selected GOP c l inics and 

well-woman clinics at two MCH centres; 

(d) 

(e) 

(£) 

further development of training 

medicine and community medicine 

future Academy of Medicine; 

in family 

through the 

with visible improvements in the GOP service, 

phased introduction of a new charging policy 

at GOP clinics using the target group 

approach; and 

developing CNS and DOT as integ.ral parts of 

primary health care services and adopting a 

new basis for setting charges for CNS and DOT 

services . 
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1~ . 35. Recommendations for longer-term implementation 

are those which would depend on the success of the pilot 

schemes and the action-oriented research projects and 

completion of the, proposed reviews . These include 

further application of the District Health System 

gradually throughout the territory and development of 

some form of centrally managed health insurance scheme . 

We hope these could take place within the next five to 

seven years. 

280 

I 
. .. >}~• ~·(· .. : . f 

·:.~·: -~, ::, 
. ·.? 

. /!, ' [ 
.•. 

I 
! 
I 
I 
I 

I 
i 
I 
I 
I 
i 
I 

'I 



.; ,, 

~ . 
~ ... 
r·· 
; . 

f 
~ .. 
~' ' .. 
~ · · - !. 

~Ji/· .__ 

CHAPTER FOURTEEN 

FINANCING OF HEALTH CARE SERVI CES 

I n troduction 

14 . 1. "During the last twenty years , the payment for 

and the delivery of health care have become acute 

political and economic problems in countries at all 

levels of development . and with quite different social 

structures and political systems. There are three 

underlying reasons . T·he f i rst is that technological 

developments have been making the provision of good 

health care increasingiy expensive -- particularl y in 

countri~s with ageing popul?tioqs. The second reason 

is lower worldwide rates of economic growth and in some 

countries actual declines in growth and formidable 

problems of international indebtedness. The third is 

the political pressure in an . increasi ng number of 

countries to make health care available to all 

citizens~ .. . 

pressures has 

of containing 

that quality 

The response to these conflicting 

been a worldwide search for the best ways 

costs, promoting efficiency and secur ing 

health care is geographically available 
. . 

wherever it is needed. As a resul t there has been a new 

wave of experiment and innovation in ways of financing 

health care and particularly in ways of paying 

professionals and agencies providing it. " [l] 

--------------------------------. -----------------------

[ l] 
Brian Abel-Smith , "World Trends in 

Financing and Delivery", paper 
the International Symposium on Health 
18-20 December 1989, Taiwan . 

F:rom Professor 
Health Care 
presented at 
Care Systems, 
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14 . 2. Although we are fortunate in having a public 

sector health system which over the past years has 

provided a virtually free, easily accessible and 

practically universal service, Hong Kong is not spared 
. . 

the problems of escalating costs and finite resources. 

While we are working on our recommendations in respect 

of primary health care, there has been much public 

discussion and debate on the financing of health and 

medical services in Hong Kong. This is partly in 

response 

provide 

partly 

revise 

to the worldwide search for ways and means to 

quality care while containing health costs and 

as a result of concern over PHA's proposal to 

the charging policy in respect of pub~ic hospital 

services. Facing the future of greater health needs, an 

ageing population, more costly medical technology and 

with the setting up of the Hospital Authority and a new 

approach towards primary health care, we believe that 

the time is right for Government to take a critical 

look at the overall financing of health care services, 

including hospital services, in Hong Kong . 

Obj~ctives for a Health Care System 

14.3. Health care systems cannot be simply 

transplanted from one country to another. Each country 

has to take into account its own tradition, social, 

economical and political conditions in devising its own 

health care system. However, what is universal ly 

required before embar~ing on a review of an existing 

system or proceeding to implem~nt a new system is the 

need for clearly defined objectives . 

14.4. In our view, a desirable health care system 

should meet the following objectives -
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(a) Equity 

no one 

in terms of provision -of services, 

should be deprived of access to 

adeq~ate services either due to geographical 

non-availability or lack of means; in terms of 

·financing; the cost of medical and health care 

should be s1;>read more equally orer the 

community; 

(b) Cost control the overriding principle is 

not only to contain public expenditure on 

health but to control the overa·l l health costs 

at a level the society can .afford; 

(c) Efficient use of resources this requires 

the provision of services which will achieve 

the maximum health outcome with the minimum 

administrative costs; 

(d) Freedom of choice the patient should be 

( e) 

free to choose a doctor or a health care 

facility at a cost he can afford and is 

prepared to pay; and 

Quality care this refers to not only 

quality service at today's standards but also 

innovation and progress in health care 

practices to the benefit of patients. 

Health Care Systems: the Experience of Other Countries 

14.5. As a worki ng party tasked to review primary 

health care, we have neither- the time nor resources to 

undertake a detailed analysis of health care systems in 

other countries . However, from information obtained 

through individual me.mbe+s attending the International 
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Symposium on Health Care Systems[2]; we are aware that 

the modes of fi.nancing health care services can be 

grouped into three broad categories as briefly described 

in the following paragraphs. 

(a) State funded and managed universal health 
insurance schemes 

14.6. The common characteristics of these systems 

are universal coverage , central management by government 

at the state or provincial level and freedom of choice 

of doctors and health care facilities subject to 

restrictions in terms of the scope of service covered or 

level of fees reimbursable in certain systems. These 

systems 

levy . 

are funded from general taxation or by a special 

The National Health S~rvice in the United 

Kingdom, the health care system in Canada, Australia's 

Medicare and Singapore ' s Medisave[3] ar~ variations of 

this scheme. 

--------------------------------------------------------
[2] 

[3] 

See paragraph 2 . 12· in Chapter Two. 

Singapore ' s Medisave Scheme is strictly speaking_ 
not a health insurance scheme. It is a savings 
scheme under which each employee and self-employed 
person puts aside a percentage of his monthly 
income in his Medisave Account to meet future 

.Pospital izatiop expenses . A person whose Medisave 
balanci is not ~nough to cover the hospital bill 
may settle the outstanding bill from his future 
~edisave contributions. To help Singaporeans to 
meet the high medical costs· arising from ·treatment 
of serious . illnesses, a new · scheme called 
MediShield has been recently introduced. This is 
a low-cost medical insurance plan with a premium 
ranging from S$1 to S$8 a month and maximum claims 
of up to S$15,000 a year and S$50,000 for a 
lifetime subject to certain limits . 
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(b). Compulsory health insurance schemes which achieve. 
universal coverage but are not state funded or 
managed 

14.7 . This is ~h~ system operating in the Fede~al 

Repub~ic · of ·Germany and Japan . Universal health 

insurance covera~e is achieved through statutory 

requirements and this is often evolved from .schemes 

requiring compulsory health insurance for only a certain 

sector of the population . For example, the genesis of 

the German system was the statutory sickness fund first 

introduced for blue-collar employees back in 1883 .. This 

l).ealth insurance syst~m is characterized by a 

of insurance pla~s or funds but a highly 

statutory 

diversity 

regulated 

associations 

fee schedule , negotiated between the 

of the health care providers and the 

associations of operators of insurance plans . In this 

system, the government is only superv~sing the statutory 

health insurance system and ensuring comprehe nsive 

coverage by subsidizing the destitute and t .he 

highest-risk groups such as the elderly but is not 

running the scheme itself. 

(c) A "public-private mix" with government-run 
and privately managed health insurance schemes 

14.8. This pluralistic mix is operating in the USA . 

The public system comprises the federally financed and 

administered Medicare programme for the elderly and the 

federal-and-state-~inanced and state-administered 

For those American Medicaid 

citizens 

of their 

programme 

falling 

health 

employer-provided 

for the poor . 

outside these two programmes, the bulk 

care is firtanced through private , 

health insurance schemes . Still 

others have their own health insurance poli'cies or pay 

out-of-pocket at the point of service. It is e~timated 

that up to 15% of the population under .the age of 65 in 
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the USA or some 37 million are · not covered 'by any form 

of health insurance . 

14 . 9 . 

evident 

Without going into a detailed analysis, it is 

that different health care financing systems are 

meeting 

paragraph 

the principal 

14 . 4 . to 

goals and 

a varying 

objectives stated in 

extent[4] . For 

[ 4 J The relative success of different modes of 
financing health care services in cost containment 
can be inferred from these nations' total health 
expenditu~e over the years -

Total health expenditure as a percentage 
of Gross Domestic Products 

Australia 

Canada 

Germany 

Japan 

UK 

USA 

1960 

4 . 6 

5 . 5 

4.7 

3.0 

3 . 9 

5.2 

1970 

5 . 0 

7 . 2 

5.5 

4.6 

4 . 5 

7.4 

1980 

6.6 

7.4 

7.9 

6.6 

5 . 8 

9 . 2 

1986 

6.8 

8.5 

8.1 

6.7 

6.2 

11.1 

Source: · Schieber, George J . and Pqullier, 
Jean-Pierre, "Data Watch : International 
Health Spending and Utilization Trends, " 
Health Affairs, Vol. 7, No . 4, Fal l , 
1988; pages 105-12. 

For comparison, it is estimated that Hong Kong 
spent about 4% of its GDP ~n health in 1986 . · This 
estimate is derived from the total public 
expenditure on health ($4,454 million) and private 
consumption expenditure on medical expenses 
($7,377 million) out of the total expenditure on 
GDP ($300,818 million). 

Source : Hong Kong Annual 
1989 Edition, 
Department 

Digest 
Census 

central Finance Unit, HSD 
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instance, whilst equity and cost control are achieved in 

national health schemes, these systems are said to 

stifle innovative clinical practices and to have to 

ration technologically-advanced and expensive treatment 

fare as well with the services . Thus, they may not 

objectives of quality care. It is therefore up to the 

individual government to set its own priorities in 

developing the health care system having regard to the 

following economic and political realities -

(a) that health care is expensive and there is 

already evidence that the costs of providing 

medical services is rising faster than 

inflation and most other public services; 

(b) that resources which can be devoted to health 

( C) 

( d) 

( e) 

care are finite and have to be used 

efficiently to ensure maximum value for money ; 

that community aspirations are growing and the 

perceived 

facilities 

to exceed 

provide; 

that the 

contingency 

make some 

should be 

needs of services by patients and of 

by health care providers are bound 

what available resources could 

need for medical care is a 

for which the individual should 

provision for himself and there 

a more equitable shating of the 

health costs; and 

that in every society, there remains a certai·n 

proportion of the population who cannot take 

care of themselves and medical coverage for 

these people is fundamental to the mai ntenance 

of social and political stability. 
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Developing a Hong Kong Health Care System 

14 . 10. I~ the 

considered the 

health insurance 

managed scheme. 

would 

have 

cours·e of our discussions, we have 

introduction in Hong Kong of universal 

in the form of a centrally funded and 

The introduction ·of national health 

require 

neither 
very detailed investigations 

the brief nor expertise to 

insurance 

which we 

conduct . 

problems. 
However, we foresee a wide range of complex 

14.11. The first and foremost problem is the source 

of fund~ng. 

providi~g 
Any type of health insurance schemes 

universal coverage to all citizens would 

require a very substantial increase of resources, either 

by allocation of more public funds to the health 

programme or more realistically, by snme form of 

contribution from the recipients of the service. The 

latter may be in the form of a compulsory levy on all 

salaried workers in addition to the existing salaries 

tax with the revenue yield going to meeting all or part 

of the costs of health services, regardless of whether 

such services are to be provided by the public sector or 

private practitioners . Under the . present circumstances, 

it . is said by some that such a scheme would raise the 

following problems -

(a) it would result in an increased tax which 

. would reduce the attractivenes9 ·of Hong Kong 

as an investment centre at a time when every 

effort is being made to maintain our economic 

performance against fierce competition from 

industrializing territories in the· same 

region; 
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(b.) the scheme envisages revenue from the levy to 

be used solely on funding health services. 

This ·arrangement would amount to a 

hypothecation . of governme.nt revenue, whi9h is 

rega~ded as constraining government ' s ability . 

to prioritize its expenditure according to 

·needs and reducing incentives to economize; 

and 

(c) Hong Kong. has a very narrow tax base . If this 

levy were to be payable only by those already 

paying salaries tax, it would be neither fair 

nor acceptable . If all salaried workers were 

l iable for the levy , it would amount to 

14.12 . 

widening the tax base . 

such a move and the 

effect that it might 

not · be overlooked. · 

The objections towards 

likely destabilizing 

have on society should 

It would ·also raise the 

question of whether a central provident fund 

should first be· put in plac.e . 

We have also considered the introduction of 

universal insurance schemes for employees. In this 

respect, 

a gr.owing 

with the 

we are aware that there are noticeable signs of 

private medical insurance market in Hong Kang 

active involvement of e~ployers. While we 

strongly recommend the development of private insurance 

schemes and suggest that measures to encourage their 

development ·should be adopted by Government~ we have 

reservations on whether this should be made a mandatory 

requirement for the time being. 

14.13. As a result, we have settled for the 

continuation of the present dual system .a public 

syst.em and a private system -- at least for some time to 
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' come. we are, 

this arrangement 

indicated that 

however, not entirely comfortable with 

as experience- overseas h~s clearly 

some form of universal and centrally 

managed scheme 

to choice of 

would be more capable of ensurihg access 

care . and containing health costs in the 

long run . While there is still a certain degree of 

public-private mix in all these schemes, the merits of 

central management include -

(a) 

(b) 

collective bargaining in determining the 

charges for medical and health. services; 

quality control and 

over- treatment and 

costs to a minimum; and 

auditing 

to keep 

to discourage 

administrative 

(cJ proper regulation to prevent ab'uses by the 

users' , the service providers or the insurers . 

1 4.14 . Industrialized countries like the United 

Kingdom and Canada have a national or state-run scheme 

in place for many years . Countries like West Germany 

and Japan have a health care system characterized by 

comprehensive statutory insurance coverage . The newly 

industrialized countries like Taiwan , Singapore and 

South. Korea are heading in the dire9tion of a centrally 

managed s~heme . 

direction • 

Hong Kong is in need of an overall 

14.1 5 . We therefore recommend that Government should 

conduct a study leading to a policy statement on the 

future financing of health and medical services in Hong 

Kong . This proposed study should aim at clearly 

defining the role and responsibilities of Government in 

providing quality health care to the community and the 
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. · respective contribution 

i.e . the · employers and 

public should be given 

expected of the other parties, 

th€ patients themselves . The 

an opportunity to voice their 

opinion. In any event, if universal health insurance is 

to be introduced in Hong i<ong, it has .to meet with prior 

public acceptance. Attitudes of the community towards 

health insurance should be gauged at the beginning 

rather than at the end of the process leadi~g to the 

formation of a hea1th care financing strategy. Care 

must be· taken to ensure proper understanding of the 

purposes . of developing a strategy for financ_ing health 

care service$ in .Hong Kong. The public should be 

re-assured of Government's stated policy · that no one 

should be prevented, through lack of means, from 

obtaining adequate medical treatment. 
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CRAFT.ER FI ~TEEN 

THE WAY AHEAD 

Introduction 

15 . 1 . The aim of , the WHO programme of 'He~lth For 

Al l by the Year 2000', launched at the Alma- Ata 

Confe rence in 1978; is to achieve significant 

imp:rovement in . primary h~alt.h Ci;ire. As we have already

c r os.sed. the half -:-way point between the· Alma-:-Ata 

Confe:ien9e and t.hE? year 2000 , we a .:c::e looki.ng forward to 

a health care system not only for the yea r 20~0, but one 

which would be attuned to the needs of our community 

into the twenty-first century . 

· 15. 2 . 

of a 

Systems of health car e are usually the result 

process of evolution . We have therefore 

recommended a gradual , step-by-step approac h in 

improvement to the delivery of primary health care in 

Hong 

of 

Kong~ Where improvement may be ma de on the basis 

the exist~ng infrastructur e or mode of s ervice 

operation , we propose that . resources should be made 

available for i mmediate implementation . Where new 
~ 

schemes o r initiatives in the delivery . of primary health 

care are proposed , we advocate that pilot projects and 

models should be devel oped and fu l ly eval~ated prior to 

their · appl ic~tion territory-wide . . This approach would 

a s sure the c ommunit y as well as the primary health care 

personnel of Government's commitment to ·. improvement . 

However , these short- term measures should be in line 

with the long-term development of primary hea lth car e . 

The ultimate objective is to estab lish a health care 
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. · respective contribution 

i.e . the · employers and 

public should be given 

expected of the other parties, 

th€ patients themselves . The 

an opportunity to voice their 

opinion. In any event, if universal health insurance is 

to be introduced in Hong i<ong, it has .to meet with prior 

public acceptance. Attitudes of the community towards 

health insurance should be gauged at the beginning 

rather than at the end of the process leadi~g to the 

formation of a hea1th care financing strategy. Care 

must be· taken to ensure proper understanding of the 

purposes . of developing a strategy for financ_ing health 

care service$ in .Hong Kong. The public should be 

re-assured of Government's stated policy · that no one 

should be prevented, through lack of means, from 

obtaining adequate medical treatment. 
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CHAPTER SIXTEEN' 

SUMMARY OF RECO~ATIONS 

This 

·recommendations. 

chapter contains a summary of our 

Chapter Four : Objectives and Principles · 

1. We recomm~nd that the role of Government in . the 

development of primary health care in-Hong Kong 

should be -: 

( a) 

(b) 

to safeguard' 

community and 

the public 

minimi ze the 

heal th of 

incidence 

the 

of 

preventable disease and disabil i ty through 

provi sio~ of qua lity and efficient· p reventive 

care servi ces ; and 

to ensure the'provis i on of a framework for the 

delivery of 

whol e - person 

conti nui ng, 

medical care 

comprehensive and 

to individuals i n 

their home or natural environment. · 

(Paragraph 4 . 7) 

-- .. 
Chapter Five Heal th Promotion and Disease Prevention 

We recommend that 

2. The Department of Health particularly its Central 

Health Education Unit should continue to p lay a 
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major and leading role in health education 

activities . 

(Paragr aph 5.9) 

3. The~e should be a well-defined policy on health 

education and promotion which should meet the 

t argets and object ives as stated in paragraph 

5 . 10,. 

.4 . 

5 . 

Systematic planning 

educating the public 

(Paragraph 5 .10) 

should be 

on healthy 

adopted for 

lifestyle and 

self-care which are conducive to both phy_s~cal and 

mental health . 

(Paragraph 5 . 11) 

Priority in health ed~cation should be _given to 

the following health pr~blems -

(a) smoking; 

(b) mental health ; 

{c) , alcohol abuse; 

(d) AIDS and sexually transmitted diseases ; 

(e) accidental poisoning and injury ; 

(f) diet contr9l and healthy eating habits ; 

(g} regular exercise; and 

(h) drug abuse . 

(Paragraph 5 . 12) 

303 

.. ~ 

.\ .. .. 
i-
,, ' ~~!- t : 



6 . 

7 . 

8. 

9. 

' 

The Central Health Education Unit should be 

re- organized int o a specialist service, headed by 

a person who is knowledgeable in educational 

principles, communication skills and experienced 

in research but who does not need to be medically 

qualified . 

(Paragraph 5 . 1 3) 

opportunities such as postgraduate 

health education and training in 

skills shoul d be p r ovided to medical 
,. . 

More training 

training in 

communication 

and nu_rsing staff working at the. Central Health 

Education Un i t~ Training programmes ·should al so 

for o t her health educators and be organized 

intermediaries such as school teachers , social 

workers and volunteers . 

(Paragraph 5 . 13) 

An audio- visual produc~ion team of one Programme 

Officer , one .Ass i stant Programme Officer and three 

Technical Officers II should be established in the 

Central Health Education Unit; 

Membership of 

co-ordinati ng 

stronger 

(Paragraph 5 . 14) 

the existing 

Committee should 

representation 

Health Education 

be strengthened 

from public and with 

private sectors and greater community 

participation . 

(Paragraph 5 . 15) 
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11. 

12 . 

Health care professionals should be more ac.tively 

involved in health education . 

(Paragraph 5 . 16) 

A higher coverage of measles vaccination should be 

.ach,teved and 

programmes for 

be launched to 

· 11mop-up 11 measles immunization 

Primary One school children should 

catch those who have missed the 

standard immunization provided at age one under 

the programme. 

(Paragraph 5.19) 

The immunization programme shoul d continue to be 

supported by 

(a) vigilance over defaulters by health staff at 

the maternal and chi ld hea lth centres and 

regional -~eal th offices ; 

(b) . sustained health education efforts to promote 

the importance of inoculation and vaccination ; 

and 

(c) effective data collection and analysis to 

monitor the morbidity and mortality trends. 

(Paragraph 5 . 2 0) 
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13. 

14 . 

15 . 

16 . 

The 

kept 

immunization schedule should continue to be 

the Advisory under regu~ar review by 

Committee on Immunization . 

(Paragraph 5. 2 0) 

The Department of Health should exam~ne the 

continuing need. for, maternity; homes having regard 

to the availabi l ity of alternatives for those 

seeking maternity services. 

(Paragraph 5 . 25) 

The existing maternal and. child health service 

should be improved l?Y providing .oral .heal th 

education and counselling to parents at maternal 

and child health centres ; by incorporating the 

child's records maintained at this centre into the 

health booklets to be i ssued to students for their 

own keeping under the proposed Student Heal th 

Service; and by providihg preventive care services 

to women at weJ·l-woman clinics to be established 

as part and parcel of the Family Health Service. 

(Paragraph 5 .29) 

The surveillance system for the c9ntrol of 

communicable diseases. should be streI).gthened by 

updating, improving and simplifying the 

communicable· disease notification form ( MD 1 to 

facilitate notifications; by introducing an 

epidemiological bulletin to improve communication 
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17. 

18 . 

between the Department of Heal t h and a ll medical 

practition~rs and by · strengthening the 

epidemiology unit within the Department of Health 

t o take on new respons ibilities . 

(Paragraph 5 . 40 ) 

An overall r eview of occupational health services 

in Hong Kong should be carried out taking into 

account changing practices in industry and the 

modern day concepts of occupati onal health . 

(Paragraph, 5 . 43) 

To i mprov e the occupational health of Hong Kong's 

workforce , the following areas should be accorded 

particular attention -

(a) - . employers should be encouraged to provide 

occupational health service s in the wor kplace; 

(b) primary care doctors should be encouraged to 

orientate their pra ctice to put greater 

emphasis on the occupatio11al history of their 

patients; 

(c) doctors participating in medical care schemes 

for employees should be tra ined to provide 

occupatioDal health ser vices; 

.(d) more training opportunities on occupational 

health services should be provided for health 

care profes sionals , workers and management ; 
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19. 

20. 

(e) training opportunities, · grade st~ucture and 

promotion prospects of doctors, hygienists and 

nurses in the occupational Health Division 

should be reviewed and improved; 

{f) workers should be encouraged to take a more 

active part in promoting healthy working 

{ g) 

environments and wor king conditions for 

themselves and the· public~~ large should be 

educated on the importance of occupational 

heal tm; and . 

greater attention should be given to the 
< 

medical and health aspects of occupational 

safety and hea lth through strengthened 

co- ordination between the Labour Department 

and the 

liaison 

-
Departmen.t . 

between the 

of Health and 

Occupational 

closer 

Health 

Div ision and hospitals and c linics . 

(Paragraph 5 . 47} 

Pr omotion of mental health should be strengtjlened . 

(Par.~graph 5 . 49) 

Mental hea l th education should be strengthened 

both at the undergraduate and postgraduate level 

in medical education , particularly in vo.cational 

training in family medicine . 

{Paragraph 5 . 50) 
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21. 

22 . 

and utilization · of Collection, 

informatiop 

improved . 

analysis 

about health should be substantially 

A computer-based clinical 

should be deve loped i n the 

service . 

(Paragraph 5 . 54) 

information system 

genera l out-patient 

(Paragraph 5 . 59) 

23 . A proposed three-yt;ar programme to be conduc ted by 

the Department of Health in collaboration with the 

University of Hong Kong. f0r the development of a 

cl i nical information system i n g.ene;r;a l out- patient 

service should commence as soon as possible . 

(Paragraph 5 . 60) 

24. The present statistical Unit in the Department of 

Health should be strengthened and expanded to 

become a Health Information Oni~. 

(Paragrapl). 5 . 61) 

Chapter Six : Screening Services 

We recommend that 

25 . Screening progr a~mes targeted towards disea ses or 

population sub-groups should be more 
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cost-effective than general population screening 

in the local context. 

(Paragraph 6. 5) . 

26. Wel 1-woman clinics P.roviding preventive he.al th 

service to women of all ages should be set up as 

part and parcel of the Family Health Service. As 

a first step, such services should be provided on 

a pilot basis at two maternal and child hea~th 

centres. 

27 . 

28. 

(Paragraph 6 . 9) 

Opportunistic screening should be introduced for 

the elderly aged 65 and above attending general 

out-pa.tient clinics. 

(Paragraph 6 .18 ) 

Consideration should be given to the introduction 

of opportunistic screening ~or patients attending 

general out-patient clinics who are aged 4§ to 64 

having regard to theiI:" health status, medical 

history and the mortality and morbidity patterns 

in Hong Kong. 

(Paragraph 6 . 19) 

29. The existing screening programmes for women of 

.chi_ld-bearing age, newborns and . pre- school 
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30 . 

children should continue and a comprehensive 

screening programme for students under the new 

Student Health Service should be introduced . 

(Paragraph 6 . 21) 

New initiatives in the further expansion of 

Government provision of screening programmes 

should be built on the existing infrastructure in 

order to bridge 

services and to 

an obvious gap in screening 
' str~ngthen health promotion and 

disease prevention· for certain specific groups . 

These new initiatives should be conducted on a 

pilot basis linked to a detai l ed evaluation plan . 

Expert working groups should be set up to 'design 

the details of each of the various screening 

services , the appropriate screening protocols and 

the evaluation plan . 

(Paragraphs 6 . 23 and 6 . 25) 

31 . An advisory committee should be formed to evaluate 

the overall effectiveness of the opportunistic 

case-finding approach to s cre~ni ng and t o a dvi se 

on the need for more screening on the basis of the 

findings of t he evaluation and the ado,Ption of 

other approaches . 

(Paragraph 6 . 26) 

Chaoter seven Student Hea ltjl Services 

We recommend that 
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32. The School Medical Service should be abolished in 

favour 

Student 

of a 

Health 

mainly preventive and promotive 

Service to be · operated by the 

Department of Health . 

(Paragraph 7 . 38) 

33. The goal· of the new Student Health Service should 

be to p~omote and ~aintpin the health 'of school 

child~en so that they can derive maximum benefit 

from the education system. 

34. 

(Paragraph 7 . 43) 

The objectives of the Student Health Servtce 

should be -

(a) the promotion . of desirable health knowledge 

and practice for motivation of self- care and 

individual responsibility.in health; 

(b) the prevention of ill health and disease 

through timely vaccination and early detection 

of health and educational problems ; and 

( c) the provision of f-acilities for the further 

assessment of defects or d!,sorders ana 

referral to early treatment and rehabilitation 

services. 

(Paragraph 7.44) 
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35. The ttudent Health Service should comprise e~ght 

components as stated in paragraph 7 . 45. 

36 . 

37. 

38 . 

(Paragraph 7. 45) 

A separate non-regionalized division should be set 

up within · the Department of Healt~ to plan and 

implement the Student Heal th Service. The 

planning and development 

Service should have the 

of the student H~~lth 

benefit of an advisory 

school principals or committee comprising 

teachersr private practj,.tioners, parents, 

dental representatives of the medical and 

associationsr the Education D~partrnent and the 

Social Welfare Department. 

(Paragraph 7.54) 

The Department of Health should monitor the 

utilization of general out-patient clinic service 

by students and make appropriate adjustments in 

the light of the demand for service in each 

district . 

Allowing time 

resources are 

programmes of 

introduced in 

year 1992/93. 

(Paragraph 7 . 62) 

for p·lanning and assuming that 

forthcoming, the school-based 

the student Health Service should be 

stages, commencing in the school 

(Paragraph 7 . 6 4) 
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39 . The Department of Health and the Education· 

Departmeryt should jointly consider the feasibility 

of integrating the Combined Screening Programme 

with the Student Health Service and to decide on 

the best timing of such integration. 

(Paragraph 7. 6 6) 

Chapter Eight Delivery 0£ Primary Medical Care in 

40 . 

41. 

Clinic Service 

we recommend that 

The objectives of the Government primary medical 

care service ~hould be to provide quality primary 

medical care which is readily accessible and 

affordable , with special attention and provision 

for certain target groups, and which will act as a 

benchmark for the del ivery of service in Hong 

, Kong . 

Provision 

doctors, 

of training 

whether in 

for 

the 

{Paragraph 8 . 3 3) 

general out~patient 

form of vocational 

training leading to a further qualification or 

to _update their 

be accepted as a 

of the ·general 

continuing 

skills and 

priority in 

medical education 

knowledge, should 

the development 

out- patient service . 

(Paragraph 8 . 3 7) 
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Nurses in the general out-patient service . should 

receive special training · to equip them -for the 

extended respons ibil i t ie s including the role of a 

health practice nurse . The use of clinic 

assistants to carry out certain designated duties 

in order to - achieve a bet~er match of skills to 

tasks should al so be considered. 

(Paragraph 8 .3 8} 

The career prospects of doctors in the g~nera l 

out-p~tient service should be improved. 

(Paragraph 8.39) 

The system of manual medical r ecords for 

individual patients introduced on a pilot basis at 

four general out-patient clinics should be 

extended to other general out-patient clinics as 

soon as possible . The ultimate obj_ective should 

be to computerize the clinical information system 

and link up the records with other . units in the 

same · clinic as well as with oth~r clinics . 

(Paragraph 8 . 41) 

To improve pre_venti ve care, opportunistic 

screening for certain c~mmon diseases among the 

high-risk groups attending general out-patient 

clinics should be introduced . General health 

counselling 

should be 

about diet , weight and 

provided by · nurses 
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) 46 . 

47. 

48 . 

49 . 

out-patient clinics while 

more specific 

patient's health 

consultation . 

counselling 

problem 

doctors should provide 

in relation to the 

in the course of the 

(Paragraph 8 . 4.2) 

~he practi ce ofi labelling dispensed medicines 

should be introduced at the general out-patient 

clini cs . 

(Paragraph 8 . 4 3) 

The Department of Health should give urgent 

attenti on t o the various clinic manag·ement issues 

affecting workloads with a view to reducing the 

patient load of general out- patient doctors in 

order to provide longer consultation duration for 

each patient . 

(Par agraph 8 . 45) 

The necessar y improvements to clinic environment 

and support facilities should be identified with 

the co-operation of doctors in the clinics and the 

management should respond to these needs . 

(Par agraph 8 . 46) 

Effort s should be made to motivate the doctors to 

make the best use of the time available for each 
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50. 

51. 

52 . 

consultation and to educate the patients to comply 

with . the appointment schedule . An advance 

appointment system 

patients . suffering 

require follow-up 

intervals . 

should be developed for 

from chronic diseases wno 

consultation at regular 

{Paragraph 8. 4 8) 

Separate· 

introduced 

accounting arrangements 

within the Department 

should be 

of Health's 

o.verall budget so that the costs of providing 

primary medical care service to civil servants, 

retired civil servants and their dependants could 

be identified separately from those for members of 

the public . In the long r~, alternative 

arrangements for providing primary medical care 

services for member s of the civil service . . should 

be given due consideration by the Administration . 

(Paragraph 8 . 51) 

Private practitioners should be given more 

opportunities for training in family medicine. 

(Paragraph 8 . 55) 

The Hong Kong College of General Practitioners and 

the. medical associations should ,play an active 

role in encouraging peer review . 

(Paragraph 8.56) 
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53 . 

54 . 

... 

55 . 

56. 

57 . 

·~' 
~: 
' 

Group practice should be promoted in Hong Kong and 

the proposed arrangements for collaborati on . 

between t he public and pri vate sectors should 

facilitate such a development . 

(Paragraph 8 . 5 7) 

Private practitioners in primary and specialist 

care should maintain a close liaison and ensure an 

adequate two- way f l ow of information when patients 

are referred . 

(Paragraph 8. 58) 

Private practitioners should keep good me~ical 

records and give a detailed explanation to 

patients of their specific medical problems . 

(Paragraph 8_. 59) 

Private practitioners should · adopt the practice of 

labelling dispensed medicines . 

(Paragraph 8 . 60) 

Private practitioners should give greater priority 

to providing promot ive and preventive health care 

and counselling to their patients . 

(Paragraph 8 . 61) 
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58 . 

59. 

60. 

61. 

---· - .. 

r· .;;_, .. 

The proposed cli~ics for collaboration should be 

developed on a pilot basis involving one or two 

clinics, preferably in a fairly newly developed 

and geographically isolated area . 

(Paragraph 8 . 68) 

Primary care doctors should be provided with t~e 

necessary basic training, exposure and experien~e 

in various medical specialties so as to enable 

them to ·be more competent in handling patients and 

in determining the approvriate time to refer 

patients to the appropriate specialist service. 

(Paragraph 8.82) 

Additional spe~ialist mini-clinics on a sessional 

basis should be set up at the general out- patient 

clinics to be run jointly by speci~lists from 

hospitals and general out-patient doctors . 

(Paragraph 8 . 83) 

With the introduction of medical records for 

individual patients at the general out-patient 

clinics , referrals to special±s.t service should be 

accompanied by a written report containing as much 

details as possible on the patient's medical 

history and the referring doctor ' s observations. 

and diagnosis . 

(Paragraph 8 . 8 4) 
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62 . Additional resources should be given to the 

general out-patient clinics to take care of the 

increasing = number of patients referred to them for 

follow-up care · from the specialist services . 

. (Par·agraph 8 . 85) 

63. · A study into the operation of specialist clinics 

should be accorded priority by the Hospital 

Authority . . 

(Parag:z;-aph 8.88) 

Chapter Nine : Community Health Services and 

Rehabilitative Care 

6 4 ·• 

65'. 

We recommend that 

The objectives of 

be re-defined in 

a set of service 

evaluation and a 

service . 

community nursing service should 

the form of a mission statement, 

objectives that would facilitate 

more clearly defined scope of 

(Paragraph 9 . 7) 

Community nurs i ng service should continue to be 

universally accessible . 

(Paragraph 9 . 8) 
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6 6 . · 

67 . 

68 . 

69 . 

Community nursing.· service should be organized as a 

primary heal th · ·care service and tha t this 

arrangement should be introduced on· a pi l o t basis 

in the two primary. health care districts to be set 

up . 

(Par agraph 9 . 10) 

The devel6pment of dornicil~ar y occupati onal 

therapy service should be promoted and active 

consideration should· be given to the deye l opment 

of an integrated d.omi ciliary rehabi l itation team 

compris i ng domici l iary occupational therapy , 

physiother apy and other par amedical s ervices . 

(Paragrapp. 9 . 16) 

The elderly should be one of t he most important 

target ·gr oups for rece i ving primary health care . 

(Paragraph 9 .27) 

A more integrated approach to providi ng communi ty 

health · services for t he elder l y should be adopted 

under the primar y health care system with a view 

to pr omo.ting the heal t p. and · we l 1-being of the 

e l derly throug·h pro-visio'n of community-based 

services, ~ith the · maximum part ici pation of 

everyone including the elderly themselves . 

(Par:agraph 9 . 31) 
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70 . 

71. 

72. 

73. 

74. 

Community health services for the elderly -should 

have the objectives as stated in paragraph 9 . 32. 

(Paragraph 9 . 3 2) 

The Central Health Education Unit of the 

Department of Health should adopt a more targeted 

approach to promote health edu.cation among the 

elderly . 

(Paragraph 9 . 33) 

Consideration should . be given to the setting up of 

a more permanent committee to co- ordinate 

activities in community education on ageing and to 

advise on strategies, themes and targets of such· 

activities . 

(Paragraph 9.35) 

Health programmes and messages through the mass 

media on ageing should be strengthened. 

(Paragraph 9 . 36) 

The Department of Health should develop a health 

screening 

organizations 

protocol 

which 

for 

conduct 

programmes for the elderly . 
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Chapter Ten Tr aining of Health Care Pe ::rsonnel. 

we recommend ~hat 

75 . Mor e resources should be devoted to training in 

fami l y medicine at the undergraduate level and if 

possible , a separate department of family medic i ne 

should ·be e stablished at both univer sities to 

r eflect the gr owing impor tance of thi s disci pline . 

7 6 • 

(Paragraph 10.10) 

More and better clinic facil i ties should -be made 

available to the un i ver sities for . undertaking 

postgr pduat e educatiqn in fami l y medicine . 

(Paragraph 10 . 14) 

77 . Training centres in pr imary health care should be 

set up by the Depar t ment of Hea l th at the Ngau Tau 

Kok Clinic and the Yan Oi Polyclinic . 

JParagraph. 10 . 22) 

78 . . suit able arr angements should be devi sed to seek 

the assistanc e of the medical - facu l t i es and the 

Hong Kong College of Genera l Practitioners to 

ensure an adequate supply of trainers ~ 

(Paragraph 10 . 25) 
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79 . support shoulp · be -gi v.en to_ the d·evelopment 0£ ~ore 

local training in community medicine . 

(Par?graph 10 . 28) 

80 . Short- term training attachments to the reievant 

81. 

82. 

medical speciqlties for gove·rnment doctors 

involved in the Qelive~y of primary· health care 

should be further developed . 

(Parag~aph 10 . 29) 

Government doctors in primary health care should 

be provided . with opportunities £or · management 

training . to better equip themselves to 

· cb-ordinate, manage and evaluate the services for 

which they are responsible . 

(Paragraph 10.29) 

: 1 • I 

The idea of having clinic assistants to assist 

fully- trained nurses in the less technical work at 

general out-patient clinics sh9uld be tested . 

(Parag:raph 10 . 3 4) · 

• J 

83 . . The training capacity 

Health 's Public Health 

of the Department of 

Nursing School should be 

expanded as 

of Health 

universities 

a matter of urgency. The Department 

should also explore with the 

and the Hong Kong Polytechnic the 
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· possibi l ity of .organizing post- b_asic courses in 

public heal tb, nursing·. 

(Paragr aph 10 . 3St 

84 . The possibility of putting community nurse 

training under ·the ausp i ces of_ t.he De partment of 

Health '.s Public Health Nursing School should. be 

explored . 

(Paragraph 10.39) 

85. Cons i der ation should be ·given to t11,~ in.troduction 

of . forma l traini hg . in pealth education whether in 

the , form o.f structur ed · .post-basic · coux:ses for 

health care personnel or -part-ti_me programmes for 

other-intermediaries at tertiary institutions. 

(Paragraph 10 . 44) 

Chapt er Eleven The Distric t Heal -th s yst em 

we recommend that 

8 6 . Primary heal th care se.:r;v.t.c.es- sh.ou.l.d b.e organized 

and administered on the pasis ot a District Health 

System. 

(Par~graph 11.2) 

87. The Ngau Tau Kok Clinic and the Yan Oi Polyc l inic 

should be developed into District Health Centres 
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88 . 

89. 

serving as the headquarters of the Kwun Tong and 

Tuen Mun Primary Health Care Districts 

respectively . 

(Paragraph 11 . 15) 

The various measures proposed to improve existi ng 

servi ces s hould also be introduced in these two 

District Health Centres on a pilot basis. 

(Paragraph 11.16) 

A mechanism should be devel oped for the close 

effective eval uation of the monitoring and 

operati on of the District Health Centres and the 

various pilot projects. 

(Paragraph 11.20) 

Chapter Twelve structure for the Delivery of 

90 . 

Primary Health Care 

We recommend that 

· A statutory Pri-mary Health Care Authority with 

some degree of financial autonomy, and with the 

Department of Health as its executive arm should 

be established to oversee the delivery of primary 

health care in Hong Kong . 

(Paragraph 12 . 15) 
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91. Immediate action 

and strengthen 

should be taken to . re-organize 

the Department of Health to 

facilitate early improvement to the delivery of 

primary health care and to pave the way for the 

setting up of the Primary Health Care Authority. 

(Paragraph 12.16) 

Chapter Thirteen Funding and Implementation 

92. 

93. 

· we recommend that 

Preventive care services including immunization , 

maternal and child care, family planning, student 

health and other services conducive to tbe control 

of communicable diseases should continue to be 

provided free of charge. 

(Paragraph 1 3 . 12) 

Health screening servi·ces for the elderly and 

at-risk groups aged 45 to 64 attending general 

out-patient clinics and women attending well-woman 

clinics should be provided at a charge, with 

reduced charges offered to those target groups 

identified for subsidized primary medical care at 

general out-patient clinics . For those who cannot 

afford to pay, the present arrangement for charges 

to be waived should apply. 

(Paragraph 13.13) 
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·94 . A charging policy, whi~h identifies target groups 

for s~bsidized service at general out-patient 

clini·cs, in keeping w~ th Government I s policy that 

no one should be prevented, through lack of means, 

from obtaining adequate medical treatment, ~hould 

be adopted . 

(Paragraph 13 . 16) 

95 . Target gro_ups for subsidized primary me~ical care 

should i nclude -

· 96 . 

(a) Young children aged O to 15 and full-time 

students up to the age of 18 (half fee); 

(b) the elderly , aged 65 and above (half fee); 

(c) recipients 

fee) ; and 

(d) recipients 

charge) . 

of 

of 

disabi lity allowances (half 

public assistance (free of 

(Paragraph 13 . 19) 

The l evel of fees at _gene~al out-pati en~ clinics 

· should be set according to th~ principl es that -

(a) non-target group patients should not be 

charged above cost in order that the fees 

collected could go to subsidizing. the target 

groups . Subsidy for the needy should remain 

Government's respons i bility; 
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{b) charging 

should be 

non-target group patients at cost 

the eventual aim. This should be 

achieved gradually with visi ble. improvement in 

the quality of service . 

(Paragraph 13 . 22) 

97. Fees for community rehabilitative services should 

continue to be set at a highly subsidized level . 

98. 

99. 

(Paragraph 13.25) 

~harges for community nursing service and 

domiciliary occupational therapy service should be 

calculated and 

cost of the 

expre~sed . as a perce.ntage of the 

service a nd be regularly updated on 

this basis . These charges should continue to be 

set at a substantially subsidized rate and at a 

flat rate for a l l with the existing mechanism for 

waiving of fees . 

(Paragraphs 13 . 26 and 13 . 27) 

A gradual , step-by-step ' approach should be. 

adopted . Innovative ideas to improve existing 

services shoul d generally be imple~ented on a 

pilot basis and in t&e course of imp l ementation , 

there should be scope for revision and adjustment. 

(Paragraph 13 . 29) 
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The Department 

capability and 

of Health 

resources to 

should have th€ 

carry out heal t h 

services 

parties 

research in collaboration with other 

on an on-going basis as an essential part 

of the strategy to implement reforms . 

(Paragraph 13 . 30) 

A Health Services Research Fund should be set up . 

(Paragr aph 13 . 31) 

Cha pter Fourteen Financing of Health Care Servi c e 

102 . · We recommend that Government: s houl d conduct a 

study l eading to a po l icy statement on the fu t ure 

financ i ng of health and medical services -in Hong 

Kong . 

(Paragraph 14 . 15) 
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Chairman 

Members 

Appendix 1 

Membership 0£ the Working Party 

Professor Rosie TT YOONG, OBE, JP 

Professor S PB DONNAN (until 12 . 05.1990) 
Professor PC LEUNG (from 13 . 05.1990) 
(nominated by The 

c ~inese university of Hong Kong) 

Professor John C Y LEONG 
(nominated by the University 

of Hong Kong) 

Dr Anthony NG 
(nominated by the 

Hong Kong Medical Association) 

Dr Christopher D ADAMSON-!LUND 
(nominated ·by the British Medi cal 

Association, Hong Kong Branch) 

Dr Peter C Y LEE, LLD, JP 
(nominated by the Hong Kong College 

of General Practitioners) 

Mr ponald CHIA 

Mrs Alice CHONG 

Miss Mona LO 

Miss Moyna WONG 

Mr YEUNG Po-kwan, OBE, CPM, JP 
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Ex Officio . 

Secretary 

Chairman, School Medical Service Board 
Dr Natalis CL YUEN, .;rP 

D.irector 0£ Hea 1 th 
Dr S H LEE, ISO, JP 

Deputy Director of Health 
Dr K H PANG, JP 

A representative 0£ the Hospital Services 
Department 

Deputy Director of Hospital Services 
(Professional Services) 

Dr Lawrence FM LAI, JP 

A representative of the Finance Branch 
Assistant Financial Secretary 
Mr Brian BRESNIHAN 

A representative of the Health and 
Wel£are Branch 

Principal Assi.s;t;ant Secretary for 
~ealth and Welfare 

Mrs Carrie LAM 

Assistant Secretary for 
He?,l th ~n.d Welfare · · 

Mr . G. F WOODHEAD (until 31 . 05 . 1990) 
Ms: Annie CHOI (from , 01.06 . 1990) 
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Appe ndix 2 

Written Submissions Received 

Written submis~ions we~e r~ceived from the following 
bodies and individuals : 

Association of Government Nurping Staff 

British Medical ~~so~iation , Hong Kong Branch 

Caritas Medical Centre Doctors' Associa~io~ 

Consumer Council 

Dr CH9W ~~un-bong 

Estate Doctor s Association Limited 

Federation of Hong Kong Industries 

Gov~rnm~nt . Do~tors' Associqtion 

Hong Kong Association of Gerontology 

Hong Kong Association of Speech Therapists 

Hong Kong Chi nese Ciy~l Servants ' Association, 
Nurses Branch 

Hong Kong Chiropractors ' Association · 

The Hong Kong· C011E;ge -of· General" P~acti tioners 

The Hong Kong·col"lege of Physiclans 

The Hong Kong Council of Social Service 

Hong Kong Dental Association 

The Hong Kong Geriatric Society 

The Hong Kong Medical . Association 

The Hong Kong Nurses Association & 
the Hong K°ong College _of Nursing 

Hong Kong Ophthalmol ogical Society 
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Hong Kong Orthopaedic Association 

Hong Kong Paediatric Society 

The Hong Kong Pharmaceutical Manufacturers 
Association Limited 

Hong Kong Polytechnic, Division of Health 
and Social Studies 

Hong Kong Psychiatric Association 

Hong Kong Society of Community Medicine 

The Hong Kong Society for the Deaf 

Hong Kong Society for Emergency Medicine & Surgery 

The Hong Kong Society of Professional Optometrists 

Professor Patrick C PHO 

Professor F Lieb MAK 

The Obstetrical & Gynaecological Society of Hong Kong 

Provisional Hospital Authority 

School Medica l Serv ice Board 

School Medical Service Doctors ' Association 

The Soci ety of Homes for the Handicapped 

Tung Wah Group Hpspitals Doctors ' Association 

United Christian Hospital Doctors Association 
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Appendix 3 

Summary of Surveys on Health and Medical Care 
in Hong Kong conducted by the 

Department of Community Medicine · 
University of Hong Kong 

Background 

rn ·september 1989, the Department of 
Community Medicine · of the University of Hong Kong was 
commissioned by the Working Par ty on Primary Health 
Care to conduct a series of surveys on health care 
services in Hong Kong . . The purpose of the sur~eys was 
to excJ.mine the working of GOP .clinics , the . u·tilization 
of maternal and child ·health services and utilization 
of health care services among the general population . · 
Three separate surveys were conducted . The research 
team was headed by Professor A J HEDLEY and the report 
was submitted to the Working Party in March 1990 . 

Survey of GOP Clinics 
(Health Problems , Patterns of Utilization, Medica·l Work 
and Outcomes · in Patients Attending -GOP Clinics) 

The Sample 

2 . A survey of patients attending GOP clinics 
was carried out in 80 morning, afternoon, evening and 
Sunday/public holiday doctor sessions at 12 clinics . A 
large representative sample of 1 214 . GOP ~lin-i c usei;-s 
was interviewed . The response rate for the interview 
was high, ranging from · 82% for Sunday/pub;tic holiday 
clinic sessions tp 89% for morning sessions . 

summary ~f Major Findings 

3 . The major findings 0f the sun,ey are 
summarized below -

(a) Socio-demographic aspects - Clinic users were 
older and included more females than the 
general population; they were · from lower 
income groups and had lower than average 
levels of educational attainment. 

(b) Perceived 
majority 
or very 

health and health risks The 
of those rating their health as poor 
poor were youn_ger; 29 % of males · ·and 
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( e) 

(·f) 

r 
l 

J-
(g) 

5% of females were smokers; 13% were regular 
users of alcohol . 

Use of services and health beliefs 
Traditional health beliefs, including . the 
1 hot/ cold' ( ~ ~ / ~ IB{ ) concept , were 
strong . ( 89%) among GOP service· users and over 
40% were accustomed to ·making frequent 
changes of doctor ("shopping") - those · least 
likely to shop were older and had chronic 
problems such as diabetes and hypertension . 

consultations and hospital admissions - The 
frequency of consultation was higher among 
older people . Those with chronic problems 
?nd other illnesses of more than three 
months' duration had consulted at least once 
per month during the three months preceding 
the interview. Hospitalization rates were 
high among those with poor self-ratings of 
health but the hrghest rates for any 
sub-group {during the previous 12 months) 
were for ~hildren under the age of 12 (16%), 
together with patients with diabetes {26%) I 
and other . long-standing problems (16%) . 
There was a corre l ation between higher 
frequency of consultation and higher rate of 
hospitalization. 

Medical 
variati on 
different 
doctors 
ahead of 

work in GOP clinics - There was wi de 
in throughput times between 

clinics with similar workloads; but 
often processed all patients well 
t he clinic closing ' time . 

Problems of GOP clinic users - The majority 
(~6%) of users had used GOP clinics before 
but both former and new clients came with new 
health problems . Respiratory problems {66%) 
were the biggest group of new Gomplaints, 
with musculo- skeletal complaints (33%) and 
circulatory/respiratory probl ems (36%) . being 
the commonest complaints among ~atien~s who 
came for an o l q problem . 

Choices and uti lizat~on of health care - 80% 
of clinic users had used some form of 
s elf-care including over-the-counter drugs 
(25%) left-over drugs (1 4% } or Chinese herbs 
(10%) and might have sought professional 
(39%) or lay (22%) advice before coming to 
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the GOP clinic. - Patients suffering from a 
1Jn~- standing problem had mainly used 
government services previously whereas 
patients with new complaints arid particularly 
first-time users had almost exclusively 
consulted a private doctor before . 

(h) Characteristics of consultations The 
outcomes of consultations were characterized 
by low levels of investi gation and high 
levels of treatment . The majority of 
patients (70%) apparently · left the clinic 
without knowing the presumptive diagnosis but 
9nly 2.5% of patients left the clinic without 
some form of medication. Most patients were 
prescribed three types of medicine., the 
av:era·g.e ranging: from 2. 4 (new patients) to 
2 . 8 (former users). 

(i) R~~alls Medical work created by recalls to 
the clinic ranged from 11% in patients with 
new problems to 20% in patients ·with old 
pEoblems and 26% in those with diabetes and 
hypertension; this process was largely 
unstructured with many patients not told 
when to return. 

(j) Referrals Referrals to other units were 
relatively low; 4 . 9% of GOP patients were 
referred to specialist clinics and 0.57% to 
Accident & Emergency Departments; the 
contribution of GOP clinics to total 
specialist clinic workloads was estimated at 
7·. 9%. Similarl y GOP re.ferrals were estimated 
to account for 2.1% to 4.2% of all admissions 
arising -from Accident & Emergency 
attendances. · 

(kl Patients• expectations ind extent of 
satisfaction - Overall patients' expectations 
were low and ~atisfaction lev~ls generally 
high. The m~in source of· dissatisfaction 
arose from aspects of clinic organization, 
including waiting time . Most patients (80%) 
expected · some form of medicatiqn, although. 
the younger and better educated patients were 
less l ikely to take this view. A further 
source .of dissatisfaction concerned the low 
level· of information disclosed during the 
consultation. . The majority of GOP users 
would welcome the use of some form of 
patient- held record . 
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Health care expenditure 66% of clinic users 
had spent less t han ·$100 i~ the previous 
three months preceding the interview on all 

· types of health .· care, including 
c0nsultations, hospitalization, medication 
and tonics . 17% had ·spent nothing and the 
majority of them were the older patients and 
those with chronic diseases . 

Conclusions 

survey findings have id~ntified several 
aspects in the management of clinics which should be 
reviewed and several areas in the contents and quality 
of care which should be· improved . These -include -

4. The 

( a) 

(b) 

( C) 

( d) 

( e) 

the duration for consulta;ti on and the 
schedul i ng of appointments with a view to 
resolving . the problems of rapid discharge of 
patients and ea:r:l:y .closing o-f clinics; 

development of comprehensive records and 
mana gement protocols for patients with 
different types of medical ·needs especially 
those chronic cases who visit the . GOP clinics 
frequently ; 

m9dificatian of recall practices to provide 
more comprehensive and quality care and thus 
reduces the need for frequent visits which 
woul d benefit both patients and the service; 

improved health education which would 
facil itate a more r ational u se of health care . 
services; and 

adoption of more innQvatiye meas.ures such as 
patient-held records and the use of 
non-medical personne l : in the .clinics . 

Survey of Maternal and Child Health 
(.Health · and · Health Care Choices. in a Sample 0 £ 3 00 · 
Mothers and Infants) . 

The Sample 

5 . The pattern of preferences for maternal and 
child health care services was studied in a sample of 
infants and their mothers obtained from births 
registered in the territory . The study sample 
cornpr~sed 340 infants from a larger random sampl e of 
3 230 originally selected for an earlier study. A 
total of 300 s ampled mother s · (88%) were suc cessfully 
interviewed·. 
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Summary of Major F~ndings 

6 . The major · findings 
summar ized ·below -

of the survey are 

(a) General health indices - The birth weights 
for the children indicated that, acco~ding to 
this criterion, they began life as a healthy 
popul ati on . The mean and modal birth weight 
was 3 . 2 kilograms a nd 70% of the infants fell 
in the band 2 . 5-3 . 4 · kilograms . · Only 2% 
weighed less than 2.5 kilograms . They were 
aged six months to three years at the time of 
the survey . 

{b) Plac e and form of· delivery - The majori ty of 
children were . born in government {43%) or 
subv~nted . hospitals (30%) -followed by private 
hospitals (?0%) . 77~ were delivered 
naturally . Caesarean cases accounted f or 14% 
with the remainder requiring forceps or 
vacuum extFactions . The age of · their mothers 
ranged from 18 - 44 years . The mean age was 
30 . 5 and the modal age was 39 . 

(c) Soc i o-economic status Only 7b% of 
respondents responded to inquiries on fami l y 
income . Those who responded de~lared a 
monthly family income ranging from less than 
$1 ,00 0 to more than $10,000 with the modal 
value between $3 , 00·0 and $6,000 . The 
majority lived in private housing (not 
sb~red) or public housing estates . 

' (d) Antenatal care All except one mother 
received antenatal care , us~ng either MCH 
centr es alone or together with government and 
subvented hospitals (36%) ; ·a further 10% used 
government hospitals alone . and 22% use d 
subvented hospi tals alone . Private practice 
provided antenatal care to 32% of mothe.:r;s 
either alohe or in combination with othe r 
services . Overall , government and subvented 
services were providing antenatai care in , 
part or whole to 68% of mothers . Mothers 
chose antenatal care facilities mainly for 
6onvenience (57 %) and confidence (11%) . 
Satisfacti'on levels were relatively high, 
varying from 72% to 93% depending on the 
types of facilities used-. Satisfaction was 
lowest for users of ' government hospitals 
al'one and highest in those with predominantly 
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MCH use . Reasons for dissatisfaction with 
government hospitals included the appointment 
system . Whereas antenatal heaJth education 
was rated highest for MCH c~ntres, this 
feature was apparently lacking in other 

. services . . In contrast, signj,ficantly more 
users of private .practice · ·commented on the 
·use .of special tests such as ultrasound . · 

(e) Cos,t of antenatal care There were marked 
variations in costs to the women surveyed 
a~cording to the use of different types of 
services . The majority spent less than $500 
on antenatal care . Those using public sector 
services spent less overal-1 whereas 89% of 
those using the private sector spent more 
than· $SOD going up to $5,000 or more . In 
ge~e~al , mothers' acceptance of the fees 
levied wa9 h i gh whichever service they used . 
4;7% · of mother s using ·.MCH service thought that 
a fee could be charged fo~ antenatal care and 
9.p% of them would be .. willing . . and able to 
pay . In th~i r . view, an acceptable fee should 
be relatively low, with 41% favour ing a fee 
of $10 or less per visit and a·further 39% 
opting for $~0 or less~ . 

(f) .Postnata;l. care . - P.os,tnatal care was takeri up 
by 97% o~. the .women surveyed and was 
generally rated high)y . .The charges payable 
by users w~re low especially at non- private 
facilities. The i nclusion of preventive 
heq.l th services in the cour,se of postnatal 
car e given such as cervical pap · smear 
sci;-eeni~g was low, i!3-lthoug);l . higher than that 

. fouri~ in GOP servises . 

(g) Cost . of. postnatal Gare ~ Expenditure ~y u9er 
on. postnatal care was low overall. 76% of 

.. tJ:iose woi:ri~:r:i who received care. at MCH. centr es 
a~q government hospitals spent . no money on 

. postnata;L care . 55% agreed that there should 
be .a ' fee for post.natal servi'ces offered at 
MCH · centres · and the most acc;eptable level of 
fee w~s between $1 ans $20 per visit . 

(h) Family planning ~ On the ~asis of the sample 
re~erred _ to in paragraph 5, 88% of women in 
the . chi ~d-bearing ·age g r oup appeared to be 
using some form of contraception. In this 
group , condoms (41%) and oral contraceptives 
(32%) were most popular.~. Advice was mainly 
sought from MCH centres (49%), family 
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·planning clinics (19%) and private practice 
( 21% )· . Convenience, familiarity ·and 
confidence, rollowed by low · charges and 
advice from family and· friends, were- most 
commonly given as the reasons for their 
choice . The declared level of satisfaction 
was high irrespective of source, although the 
fees charged vari~d from source to source. 
Most (87%) spent less than $100 ahd 30% spent 
nothing. 75% of those responded to · a 
question on the charging of fees for family 
planning services at MCH centres thought that 
charging a fee would be · reasonable; 95% 
suggested a fee level of between $1 and $20 
per visit . 

(·i) Preventive .care for infants MCH centres 
were :the facility used·predominantly for the 
care of well-babies in Hong Kong. The u~e of 
preventive health services was documented for 
299 9hildren. Only two (0.6%) of these were 
not immuniz·ed; 90% were immunized at MCH 
centres . 90% of the children underwent· 
developmental screening, 97% of these at MCH 
centres . In general, mothers chose MCH 
centres for ' coRVeRience and on the 
recommendation of doctors, nurses and 
hospitals · and less than 10% quoted low 
charges as a reason. Levels of satisfaction 
were generally high . 

(j) curative care for infants - About two-thirds 
( 64 % ). of the children had had a health 
problem the month before the interview. 94% 
of these had taken medical advice; · most 
consulted a doctor only once but 14% had 
consulted four times or more. In contrast to 
preventive services, the majority sought 
advice from private doctors and only 6% 
attended GOP clini~s . _Only 2% of children 
did not receive some form of medication in 
the last consultation; 70% received three or 
more types of medicine. In addition, 18% of 
the su~veyed children · were given medication 
not prescribed by a medical practitioner in 
-the month- before. 

{k) Hospitalization ·- The cumulative 
hospitalization rate in the sampled children 
aged six months to three years was 14% for 
those admitted once, 4% for those admitted 
twice and 2% for those admitted three times 
or more . 20% of the surveyed children had 
been hospitalized at least once . 
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(1) Health care expenditure In contrast to 
he·alth spending in the genera.l population 
survey Wflere only 38% of respondents spent 
more than $100, 64% of the .parents of sampled 
children did so .. 

Conclusions 

7 ·· The, general standard of MCH care, at l east in 
terms of accessibility, affordability and client 
satisfaction appears to be high . 

8. Government c linics and hospitals, together 
with subvented . . hospitals provide mos.t of the care for 
pregnant mothers; in contrast, most medic~l attention 
for infants · (most of them suffering from upper 
respiratory in:uect:j.ons) is provided by the private 
sector . The . expe~diture bn care payable by the 
majority of . respondents is low and although most 
mothers would ac9ept .cha_rges. for antenatal, .postnatal 
and . ~amily planning s~rvices in government facilities, 
they suggested that .this should not exceed $20 per 
v:is.i t. ' 

Survey of the General Populati.on 
(Health Problems, Choices of· Care and . Patt~rns of 
Utilization in a W~ll-Population Telephone Survey) 

The Sample 

9 . In a general health enquiry by telephone of a 
territory-wide .well-population sample of residents, an 
overall . response rate· ot 79% was obtained. A total of 
1 496 respondents were i~terviewed. 

Summary of Major Findings 

10. 

{ 
I 

\ 

(a) . 

(:q) 

( c) 

The major findings are summarized below -

"Dqctor shopping" Younger individuals, 
partic.µlarly . those . aged . 20-29. and le.ss than 
10 years old (in this . case their parents) 
were most likely to shop for ~octors , with 
the elderly the le~st likely . 

Belief in the "Hot/Cold" ( ~ ~ / ~ ~ ) 
concept - The overall prevalence of belief in 
the "Hot/Cold" concept was 86%, which 
compared closel y to that (.89%) found in the 
GOP survey. 

Compliance 
treatment was 

The completion , of a course of 
relatect to r age.', (the elderly ..___..., 
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(d) 

were more likely to complete), educational 
level ( less·· educated more likely · to complete) 
and · mar i tal · status (singles more likely to 
comp-1 ete ) . 

Self-ratings of health - The majority (95%) 
rated their health as very good or fai+ - 28% 
reported a health problem in the two weeks 
preceding the interview. Mos t of these 
comprised symptoms of. respiratory illness, 
headache , fever and dige·stive comp-laints . 

(e) Choices · and utilization · of health care - pf 
those who' had a · health problem in the t wo 
weeks prior to the interview (417 out ·'of 
1 : 496), 62% sought profe·ssional advice · either 
from · Western or -Chinese practitioners and 15% 
relied= on lay advice. Active self care 
included the· use of over-the- counter drugs 
(27%) , diet (24%), Chiftese h~rbs 113%) or 
left-over dru·gs {10%). Gf those who saw· a 
docto-r, 65% sought private care and· 15% u-sed 
Gop · · services : Less than 1.5% of tnose 
consulting doctors consulted one whose 
charges were paid by the respondents' 
employer . 

(f)· Smoking The prevalence of smoking was 
higher in malet (28%) compared . with females 

1 (5 . 8%), with the elderly having the highest J 
rate (34 . 4%). . In this sample·, there were· ho f 
recorded smokers in the 0-9 year age range, ' 
but the cum\,}latiye proportion smoking at age·s . 
10- 19 years was 5. 7%. 80% o~ respondents · had f 
been given advice to quit ~t some time, but /· 
were still smoking . · . . . . 

(g) Hospitalization - About 7%. of . the· respondents 
had been hospitalized in the past 12 months. 
The main provider of hospital care was the 
government system (45%), followed by 
subvented (32%) and private (23%) . 

(h) Health care expenditure , Over 62% 
spent less than $100 on health care 
(incl~ding hosp~talization , consultation , 
medication and tonics) in the three-month 
peri od preceding the interview. 30% spent 
between $·100 $500 during this period of 
time . Only 8% spent more than $500 on health 
care . The.- median expenditure on seeking 
professional advice from a private doctor 
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during the past two weeks was HK$80. One in 
~eve~ of the respondents had health 
insurance, more prevalent among those with 
post-secondary education, the employed, and 
those whose monthly household income exceeded 
$10,000 . Information on the source of 
premiums wa~ obtained . from only 88 
respondents who had health 'insurance and of 
these, 48% were paid for by employers . 

Conclusions 

11 . The · younger and tbe mo;re educated groups have 
a . patt.e;m o~ .health c~re uti+ization characterized by 
more doctor shopping , l ess con~ultations with the same 
doctor tkan the. ei~er.ly and _iess educat.ep.. The elderly : 
and less educated a:re also mo:r:e likely, to complete ; 
cc;,urses· . of physician-prescribed medication. The . 
reasons for thi-s may be that the elderly · have less 
disposable income to spend o·n health c·are. Al so, their 
expectations for health care may be lower than ' those of 
the yo-q.nger age · groups, so dissatisfaction with ) 
consultation may not prompt a change of.doctor . 

12.! This survey has confirmed the findings of the 
1989 General Household Survey that the private sector 
is the main provi der of out-patient medical 
consul tations (accounting for 65%) with GOP clinics 
catering . for 15% . In contrast to ambuic~tory care, the 
main provider 9f hosp.i ta~ service is the government a:qd 
subvented system (77% . compared to 23% in private 
ho.sp i tals) . . As only one-:-seventh of r.espohdents have 
health insurance, th?-,s finding is not surprising since, 
without the .protection of health insurance, some people 
who usually . . receiye ambulatory care from private 
doctors would have to go -t o publ~c ~nstead of pri vate 
ho~pitals because of £inancial consideration when 
hospi talization is necessary . 
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Appendix .4 

Summary of Survey on· Doctor~ Working in 
Goverru:nent GenerAl Out-pat ient Se~ice and 

the Family He a lth .Servic e 

Introduction 

This opinion survey on dpctors working in · the 
~OP Servi9e and the FHS was initiated and conducted by 
the Department of Health . The objectiv~. was to s~ek 
the views of doctors on the functions of the services , 
th~ training needs ' and the . fac.i l i ties ancf equipment 
which should be provided for the effective and 
efficient operation of thei~ respective · areas of 
services . The survey was · conducted by way of 
self-administered questionnaire? . These were designed 

.with . input from the Government D0ctors' A$sociation . 
Que$tiqnnaires were sent to a l l doctois on 8 December 
1989 and completed returns were r~ceived _in early 
Janµary 19.90 . The survey ~as mqnitored by a steering 
group comprising staff of the Department of Health and 
the Department of Community Medicine and Unit for 
Behavioural Sciences of the University of Hong Kong, 
the latter having been commissioned by the working 
Party on Primary Health Care ~9 condu~t separate 
survey.s . 

Surrunary of Major Findings 

P~ofile of Respond~nts 
. . 

2 . In the GOP Service, 128 out. of a total of 175 
doctors working in GOP clinics during the . survey period 
responded , representing a response rate qf 73 . 1% . Over 
ha•lf of them ( 57% ) were aged 45 and above . Mbre than 
50% 0f the doctors had ~een registered for .six years or 
more . About 48% of ' the respondents . had worked i~ ·GOP 
clinics for six years or more . 

3.' In the FHS, 51 out of a total of 57 serving 
doctors in FHS duripg the survey period responded , 
repr esenting a response rate of 89 . 5% . About 
two- f{fths of them ( 43 . 1% ) were aged 45 an,d a.b0ye. 
Almost half ( 49 . % ) of them had been registered for 
six years or more . About 37% of the res~ondents had 
worked in FHS for six years or more . 

345 



:: 

J~; 
ii1 ... ~ :, 

~I, . i 
•\·'l 

Jt 
"'.?:-: 
'C'!'•t .. :.:,::. 
r.;[L 

Ji:: 
llh-
E,{\ 

;1: 
r.r~ .. 

111 
;~i~ 
f' h',.... 
~~g 
~ll~i{ 
f4.t.;"r 
f!ii.'11 

l(iJ 
~J; 
~;!'. 
~l}EH 

;x :r~ 
i~{:'. 
~-. 

> ••• 

·" 

k. 

Functions of GOP Clinics 

4 . Fol low-up management of patients with chronic 
conditi ons, providing low-co_st ~ervice , for those in 
need and treatment of minor a i lments were considered by 
respondents to pe the · thr~e most ' ~mp9rtant ·functions of 
GOP clinics. A smaller percent,ige of respondents 
commented that GOP clinics functioned as the source of 
referral to specialist clinics and centre of 
survei l lance of communicable diseases. 

5 . · In general, about 60% of the doctors 
commented that the funct.ions of GOP clinics were being 
met to a very large or reasonably large · extent . 
However , · " too m·any patients ·to attend to", insufficient 
facilities and shor tage of staff_ wer~ regarded as the 
major fa<;;tl?rs hindering the functioning of GOP clinics . 

Functions of FHS 

6. A majority of re~ponqents corrsid~+ed · 
prevention 6£ childhood infectious dii~a~es~ · ~iQyision 
of family pianning perv~ce and pr6yi9ion of qntenatal 
care · to be the three most 1.n:iportarit functions· · of FHS . 
Other existing iervices provided by . F~·s such . ~s . . . . 

screening · of ·· d·evelopmental defect~ in chilc;'iren c:;}1-d 
health educatio!). wefe ·also considered to i:?·e very 
important. 

7; In general, about 90% pf the .~oc~ors 
commented that the functions of FHS were being met to a 
very large or reasonably large extent. 

8. ·Insufficient manpower and heavy workload and 
to a lesser extent, lack of professional training were 
considered by the doctors as the main factors hindering 
the functioning of FHS. 

Sector of Population to be. Served 

9. About 65% · of the doctors in GOP clinics 
thought that the GOP clinics should cater for _the ' whole 
population while 50% of the respondents supported the 
idea that GOP clin·ics should cater for those who 
required subsidiied service . 1he opinion qf FHS 
doctors on the question differed from GOP doctors . 
About 84% · of the respondents 'thought that the whole 
women and children population should be catered for by 
the · FHS while only 2S:% of the respondents supported 
that FHS should cater for those who require9 subsi~ized 
service . 
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Medical Records 

10 . About half of the GOP doctors who commented 
on the existing medical · record system in GOP clinics 
s .aid that it was satisfactory. Over half of the 
doctors prefe~red the recor ds to be kept by doc~ors 
while only about 15% of the respondents· preferre.d the 
patients to keep their own r~cords . About 86% of the 
doctors in. FHS commented that the existing medical 
record system in FHS was satisfactory. 

Drugs and ,Equipment 

11 . Among the GOP respondents, 63% considered the 
existing formulary to be inadequate . some 42% of the 
doctors agree9 that. medication should be given . to 
patients for eYery consultation. About 45% of the 
doctors regarded the existing p r ovision of . medical 
equipment as· adequate. Some 52 . 5% of the respondents 
favoured the installation of ECG machine . 

12 . In the FHS, about 52% of the respondents 
regarded the existing medical equipment to be 
adequate . About 35% of the doctors thought that the 
existing formulary was not adequate . 

consultation Time 

13. On the whole, GOP doctors preferred ah 
average consultation time of 5~5 minutes per patient as 
·compared with the current average of about 3 . 3 minutes 
per ' patient . In the ·FHS, the preferred average 
consultation times for different types of service (such 
as . family planning , anten~tal/postnatal and infa~t 
care) ranged from 6 . 9 to 8 . 3 minutes ·per patient .when 
the current average consultatio~ time was - 5.7 to 6 . 4 
minutes . ·' 

Investigations and Referrals 

14 . A small pro~ortion of doctors 'in GOP clinics 
said that they had experienced problems ~n ordering 
simpl e radiologica l · examinations · ( · · 11.7% ) and 
pathq1ogy tests ( 10 . 9% ) for their patients . Most 
doctors in FHS said they had not experienced problems 
·in · arranging simple radiol ogical examination·s and 
pathology tests for their patients but about one-third 
of the doctors sometimes encountered problems in 
arranging ultrasonograms~ 
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Re- distribution of Duties 

15 . About 60% of the GOP d0ctors who had 
responded to the question of .. re:-distribution of duties 
among various g~ades . of clinic staff . tn GOP clinics did 
not · believe that this . could improve t h~ service ·at 
ali. On the other .hand," 64.4% of the FHS doctors said 
that such could improve the service . . . 

Choi6e of . Doctors in GOP clinics · 

16. Two-thirds of the doctors in GOP clinics did 
not prefer patients who came for the first· time to have 
a choice of doctors wI1ile a s·imi lar proportion · thought 
that patients should be allowed to see the same doctor 
in their follow- up visits. 

+raining 

17 . Virtually all GOP doctors ( 127 out of 128) 
responding to · the survey said that training was 
required. Refre~her course was prefer~ed by 79.5% 
while 65 . 4% were in favour of a structured programme 
leading to a higher qual1rication. About half favoured 
education in the form of teachin9 pamphlets/notes a~d 
audio/visual cassettes. Clearly, a considerable 
proportion was in favour of all t he different forms of 
training . 

18. 
required 
different 

All respondents in FHS said that training was 
and their pattern o~ preference .for the 
forms of training was similar to their GOP 

col le9-_gues . 

Satisfaction towards Work 
.. 

19 . About two- thirds ( 64 . 6%) of the doctors i~ 
GOP clini cs were very satis:fied/satisf;i.ed with their 
present work. Personal preference · and interes t. (43.?%) · 
and regular hours (29 . 5%) were quoted as the reasons 

·for choosing .to work in· GOP clinics. 

40. L~kewise, two..:.thirds 66%) of the doc:;tors 
in FHS were very satisfied/satisfied with their present 
wor~~ Doctors in FHS -said that they worked in FHS 
because the . work was interest.{ng or they were familiar 
with the · wo~k. ( 45.7% ) or because of regular hours 

. ( 41.-3% j . 
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Appendix 5 

Membership .of tb.e Delegation Visiting. Si.ngapore 

Professor Rosie TT YOONG, OBE, ~ (Leader) 

Secretary £or Health and Welfare 
Mrs Elizabeth WONG, I$0, JP 

Professor S PB PONNAN 

Professor John C Y LEONG 

Dr Christopher D ADAMSON-LUND 

Dr Peter C y ~EE, LLD, JP 

Mr Donald CHIA 

Mrs Alice CHONG 

Miss Mona LO 

Mr YEUNG Po-kwan, OBE, CPM, JP 

Dr S H LEE, ISO, JP 

Dr Lawrence FM LAI, JP 

Mrs Carr:i,.e LAM 

Mr G. F WOODHEAD (Secretary) 
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Appendix 6 

Institutions. in S1ngapore Visited by the Delegation 

Ministry of Health 

Macpherson Outpatient -Department 

Toa Payoh Polyclinic 

Toa Payoh Senior Citizens' Health Care Centre 

School Health Clin~cs at the School Health 
Service, Institute of· Health 

Observation of the work of a School Health Team 
in a primary school 

Training and Health Education Department 

Health Corporation of Singapore 

National University Hospital 

Singapore General Hospital 

Faculty of Medicine, National University 
of Singapore 

College of General Practitioners, Singapore 
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Appendix 7 

Membership of the Sub-groups 

Statistics Sub-group 

Convenor 

Members 

* 

* 

* 

* 

Secretary 

.Professor Rosie ·T T YOUNG, OBE, JP 

Profes~or S P ' B DONNAN 

Mi ss Mona LO 

Dr Natalis CL YUEN , JP 

Dr KB PANG, JP 

Mrs Carrie LAM 

PTofe~sor A J HEDLEY, 
, DepaTtment of community Medicine 

University of Hong Kong 

Professor D WATSON, 
Department qf Community & Fa~ily Medicine 
The Chinese O~iversity of Hong Kong 

Mrs Edwina SHUNG , 
Senior Statistician, 
Department of Health 

Miss Lilian FONG, 
Senior Statistician, 
Hospital Services Department 

Mr·G F WOODHEAD 

Clinic Services Sup-group 

Convenor Professor Rosie TT YOONG, OBE, JP 

Members .Professor John C Y LEONG 
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Secretary 

Professor S PB DONNAN 
Professor PC LEUNG 

(until 12. 05. 90) 
(from 13 .05.90) 

Dr Anthony NG 

Dr Peter C Y LEE, LLD, JP 

Mr Donald CHIA 

Dr S H LEE, ISO, JP 

Mr Brian BRESNIHAN 

Mrs Carrie LA.~ 

* Professor A J HEDLEY 
Department of Community Medicine 
University of Hong Kong 
(for meetings discussing general 
out-patient clinicsf 

* Professor D WATSON 
Department of Community & Family Medicine 
The Chinese University of Hong Kong · 
(for the meeting discussing t raining for 
primary care doctors) 

* Dr Clarke .MUNRO 
Department of Medicine 
University of Hong Kong 
(for the meeting d iscussing training for 
primary care doctors) 

v . 

Mr G F WOODHEAD (until 31.05 .90) 
Ms Annie CHOI (from 01.06.90) 

School Health Services Sub-Group 

Convenor 

Member$ 

* 

Mr YEUNG Po-kwan, OBE, CPM, JP 

Dr Natalis CL YUEN, JP 

Mr G F WOODHEAD 

Ms Nancy CHONG 
Headmistress, Kei Wan Primary School 
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* Dr CHAN Nang-fang 
Senior Lecturer in Community Medicine 
Tne Chin~se University of Hong Kong 

* Dr Margaret CHAN 
Assistant Director of Health 
(Personal Health Services) 

Secre_tary Miss Dora NG 
Senior Executive Officer 
(Health & Welfare) Medical 1 

·,i· 

Community Services Sub-group 

Convenor 

Members 

Mrs Alice CHO~G 

Ms Mona LO 

Ms Moyna WONG 

Dr Lawrence FM LAI, JP 

Mrs Carrie LAM 

* Mr Alfred CHUI 
Assistant Director of Social Welfare 
(Family ~elfare) 

* Dr WM CHAN 
Assistant Director of Health 
(Health Administration and Pl~nning) 

* Dr H FUNG 
Principal Medical and Health Officer 
(Services and Manpower, Development and 
Pla~ning), Hospital Services Department 

* A representative from the Welfare Division 
of the Health and Welfare Branch 

Secretary Mr Alex~nder CHAU . 
Senior Executive Officer 
(Health and Wel fare) (Medical) 2 
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Health Promotion and Disease Prevention Sub- group 

Convenor 

Members 

Dr K H PANG, JP 

Dr CD ADAMSON-LUND 

Miss Mona LO 

Mr G F WOODHEAD (until-· 3.1~65.1990) 
Ms Annie CHOI (fro~ 01.06.1990) 

* Professor A J HEDLEY 
Department of Commu~ity Medicine 
University of Hong Kong 

* Dr SY CHAN 
Occupational ·Health Consultant 
Labour Department 

* Dr WI HO 
Community Physician (Kowloon) 
Department of Health 

* Dr K H ·~K 
Senior Medical Officer 
(Epidemiology, Health Research & 
Statistics) 

Department of Health 

* Dr LY TSE 
Senior Medical Officer 
(Family Health Services) 
Department of Health 

* Dr W L CHAN 
Senior Medical Officer (Special Duties), 
Department of Health 

*· Dr Constance CEAN 
Medical Officer i n-charge 
(Central Health Education Unit) 
Department of Health 

* Dr Philip HO 
Medical Officer 
(Ceni:ral Health Educaticm Unit) 
Department o~ Health 

* Mrs Edwina SEUNG 
Senior Statistician 
Department of Health 
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Secretary Miss Dora NG· 

Co-or dinating Sub-group 

Convenor 

Members 

Secre tary 

Professor Rosie TT YOUNG, OBE , JP 

Professor PC LEUNG 

Dr Anthony NG 

Mr Donald CHIA 

M:r;-s Alice CHONG 

Mr YEUNG Po-kwan, OBE, CPM, JP 

Dr S H LEE, ISO, JP 

Dr K H PANG, JP 

Mrs Carrie LAM 

Ms Annie CHOI 

Miss Dora NG 

* Denotes co-opted members 
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Appendix 8 

'•, . Proposed Health Education Strategy 
·~ 

The proposed health education strategy should 
be based on the following -

to identify p;rincipal i 9sues ·and targets for 
health promotion and disease prevention 
through research and evaluation of data; 

j(b) to emphasize in health promotion the large 
preyentable fraction of the common causes of 
serious morbidity and premature deaths in 
Hong Kong and .to promote self-care; 

J (c) to -translate well established epidemiological 
findings into effective health promotion 
practice; 

r/ 

J 

(d) to draw on scientific data to disseminate 
convincing _health messages to the public and 
to counter misinformation from , commercial 
interests on health inducive and destructive 
factors; 

( e) 

( f) 

(g) 

( i) 

to identify 
demographic 
health and 
influences; 

differences between social and 
groups and their inequalities in 

access. to health promotion. 

to identify through 
groups the impact of 
changes upon them 
interventions; 

studies of population 
social and environmental 

and specific health 

to identify overall health goals 
community and factors pertaining 
achievement of ~hese goals ; 

in the 
to the 

to set up standing committees or working 
groups to study specific -problems such as 
trends in morbidity and mortality and 
specific targets for intervention and to 
promote community invo·lvement to develop 
public interest i n health; and 

to develop an efficient health information 
system for easy access by the health care 
professionals as well as t4e public and to 
enhance the system by computerization. 
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Appendix 9 

Existing Immunization Schedule 

Vaccine 

BCG 

Disease Schedul e 

Tuberculosis At birth 

Primary school 
children (after 
Mantoux_ testing) 

Type 1 Poliomye l itis At birth 
Oral Po l io 

DPT 
Tr:i,ple 
Vaccine 

Trivalent 
Oral Polio 

DT 
Cornbin~d 
Vaccine 

MMR 

Rub.ell a 

Diphtheria 
Pertussis 
Tetanus 

3 doses at 2, 3 , 
4 months at 
4 weeks i nterval 

Booster at 
1-1 /2 years 

Poliomyelitis 2 doses at 2 & 4 
months at 8 weeks 
interval 

Diphtheria 
Tetanus 

Measles 
Mumps 
Rubeil~ 

Rubella 

Booster dose at 
1 - 1/2 years , 
primary 1 & 
p:i;imary 6 

Primary 1 & 6 

1 year 

Primary 6 schoo l 
girls 

H~patitis B Hepat~tis B 3 doses at birth, 
1 month and 

HBIG. 

3-5 months 

At birth for 
babies born to 
HBsAg positive 
mothers 

357 

Remarks 

To provide immunity 
to young infants . 
To maintain immunity 
among at-risk 
children. 

To provide immunity 
against type 1 
polio whic~ is a 
paralytic strain . 

To provide immunity 
against pertussis, 
diphtheria and 
tetanus at an early 
age . 

To maintain immupity 
in toddlers . 

To provide immunity 
against all 3 types 
of polio virus . 

To maintain immunity 
among toddlers and 
school children . 

To .maintain irriinunity 
against diphtheria 
and tetanus among 
school children. 

To provide ~mmunity 
against · rnea:s l ~s, 
mumps and rubella . 

To p r ovide immunity 
to teenage girls so 
as to'prevent 
Congenital Rubella 
Syndrome . 

To provide sustained 
immunity agaj..nst 
hepatitis B. 

To provide additional 
protection for at 
risk infants . 
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Appendix 1 0 

Noti:ficat ion of Communicable Diseases i n Hong Kong 1 984- 1 9 89 
by Age Groups . 

~ 
Dipht?eri a I Pertussi s (Whooping Cough) 

1984 1965 1986 1987 11988 1989 1984 i 985 [1986 119$7 11988 1989 e 

0 - - - - - - 14 16 1 - 6 4 
1 .- 4 - - - - - - 2 3 - - 1 -
5 - 9 - - - - - - 2 2 - - 1 -

10 - 14 - - - - - - - - - - - -
15 - 44 - - - - - - - - - - - -
45 - 64 - - - - - - - - - - - -

65 & over - - - - - - - - - - - -

Total - - - - - - 18 21 1 - 8 4 

~ 
Tetanus (incl neonat orum) Measl es 

1984 198Sj1986 1987 1988 1989 1984 1985 1986 J:987 1988 11989 . 

I I I 

0 - - 1 1 - - 174 90 67 51 601 43 

1 - 4 ·- - - - - - 281 109 67 48 723 59 
5 - 9 - - - - - - 172 49 48 66 848 38 

10 - 14 - - - - 1 - 38 15 15 24 669 10 
15 - 44 25 9 12 3 2 3 9 11 16 5 306 9 
45 - 64 18 19 19 4 6 1 - 1 1 - - -

65 & over 3 3 ·1 - 1 1 - - - - - -
Unknown - - - - - .- 4 5 1 - 15 -

Total 46 31 33 8 10 5 678 280 21,5 194 3162 139 
(29 ) (23) (19) (4) ( 4) (3) (2) (1) (1) (8) (1) 

~ 
Pol iomyelitis TulY=>..xcul osis 

1984 1985 1986 1987 1988 1989 1984 11985 1986 1987 1988 1989 e 

0 - - - - - - 7 2 2 6 5 1 
.. 1 - 4 - - - - - - 54 39 44 42 40 46 

5 - 9 - - - - - - 49 35 32 51 31 34 
10 - 14 - 1 - - - - 80 90 65 - 58 69 69 
15 - 44 - - - - - - 4370 4069 3854 3754 3555 3345 
45 - 64 - - - - - - 2130 2148 2060 1949 1909 1839 

65 & over - - - - - - 1147· 1158 1356 1385 1412 1366 
Unknown - - - - - - . 6 4 19 . 24 - 4 

Total - 1 - - - - 7843 7545 7432 7269 7021 6704 
(420) (409) ( 407) (405) (388) (403 ) 

Not e Figure in brackets d?J)ot es deat..~s 
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Appendix 11 

Mortality Data in Hong Kong, 1988 

For the age group For the age group 
15-44 (1988) 45-64 (1988) 

a) Population 3 million 1 million 
(52% of total populationJ (18~ of total population) 

b) Total no. of deaths 2 001. (67 . 8/100 OOO) 6 784 (675 . 2/100 OOO) 

c) Major causes of 
death 
(i) Malignant 

neoplasm 704 (23 .9/100 OOO) 3 047 (303.3/100 OOO) 
-liver and 
:LD.trahepatic 122 
bile ducts 

(4 .14/100 090) 485 (48 •. 3/100 OOO) 

. -trachea, 
bronchus and 68 (2 . 31/100 OOO) 798 (79 A/100 OOO) 
lung 

-esophagus and 45 (1.5/100 OOO) 351 (34.9/100 OOO) 
stomach 

-nasopharynx 111 (3 . 86/100 OOO) 24l (24.0/100 OOO) 
-female breast 31 (2 • .1,8/100 OOO) 115 (24 . 4/100 000) 
-cervix uteri 14 (0,99/100 OOO) 52 (11.0/100 OOO) 

(ii) -Injury anq 664 (22 . 5/100 OOOJ 375 (37 . 3/100 OOO) 
p::,isoning 

(iii) -Heart disease 139 (4.7/100 000) 922 (91. 8/100 000) 
- acute 
myocardial 37 
infarction 

(1.25/100 000) 369 (36 . 7/100 OOO) 

-chronic 15 (0.51/100 OOO) 62 (6.17/100 OOO) 
rhematic 

--disease of -
pulmonaxy 13 
circulation 

(0 . 44/100 OOO) 80 (7 .96/100 000) 

-hypertensive 8 (0 . 27/100 OOO) 159 (15 . 8/100 OOO) 
heart disease 

-other ischemic 7 (0 . 24/100 OOO) 150 (14 . 9/100 OOO) 
heart disease 

d) Diabetes Mellitus 6 (0 . 2/100 OOO) 38 (3 . 78/100 OOO) 

For. All Ages 

(a) 30% of total death are neoplasms . 
(b) 29% of total death are circulatory system diseases. 
(c) 17 . 5% of total death are respiratory system diseases. 
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Academic 
Year 

1985/86 

1986/87 

1987/88 

1988/89 

1989/90 

1990/91 

Appendi·x 12 

Number of Students Enrolled. 
in the School Medical Service 

No. of 
Enrolments 

349 064 

3:69 035 

380 166 

428 307 

367 546 

352 429 

No. of Eligible 
StudentSi 

792 742 

796 944 

800 326 

\• 

798 754 

792 708 

785 300* 

* This is the enrolment forecast figure 

Enrolment 
Rate (%) 

44.03 

46 . 31 

47.50 

53.62 

46 . 3 7 

44 . 88 
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Appendix 13 

Public Expenditure on the School Medical Service 

~inancial Administrative Capitation Total 
Y~ai Unit of SMs · Grant Provision 

HK ' OOO HK$'000 HK$·' 0.00 . . . 
1985/86 624 22,555 23 , 179 

1986/87 708 23,352 24 , 060 

1987/88 720 2 4, 370 25 , 090 

1988/89 1 ,2 48 25 , 643 26 , 891 

1989/90 1 ,433 32 , 669 34 , 102 

1990/91 1 ,3 22 40,178 41 , 500 

361 



l : . 

Appendix. 14 

The School Health Service in Singapore 

The School Health Service in Singapore is run 
by the Primary Health Division of Ministry of Heal th . 
It pr0vides preventive and promotive health services · to 
nearly half a mill ion ~chdol children in Prim·ary, 
Secondary, special schools and Pre-0 Colleges. This is 
bas i cally a health service rather than a medical 
service . For medical service, students go to government 
clinics (where 'they are charged at half the adult rate} 
or to private practitioners at their own expense. 
M~dical treatment wi~l be provided by the Scho~l Health 
Service only tf the child is actually ill when being 
examined. In the primary schools a ll health activities 
are performed by the visiting school health teams; in 

· the secondary schools students are encouraged to 
participate in the health activi ties . Full scale 
examination of students are gi ven when they enter and 
leav~ primary schoo l s and towards the end of secondary 
schools. All students are given ' periodical 
examination . Back-up services are available at the 
School Health Service Headquarters at the Service's 
Institute of Health, which provides general and 
specialist clinic service covering a wide _range of 
health problems .and other support services . The 
specialist clinic session~ are often staffed by visi ting 
specialists from_ hospitals and universities . These 
include ophthalmic clinics, nutrition/obesity clinics, 
spinal/scoliosis clinics , audiometry/otology clinics, a 
cardiac clinic, an endocrine clini0, an adolescent 
clinic and a learning disorders clinic . 

2 . To implement the school- based programmes, 
Singapore is dividea into six zones -ea~h served by a 
heal th team of one medical officer, one nursing officer,. 
six staff nurses , three assistant nurses, three clerks 
and one driver doing the examination for the school 
children in that zone at each school . _ A lap-top 
computer is provided for each team for the .entry of the 
health records of individual student. These records are 
then fed into the main computer in the headq~arters . 
Apart · from medical screening and health education, an 
important function of the team is to complete the 
immunizati on schedule for each child. For this purpose 
the data from the Central Immunization Registry is 
transferred to the School Health Service computer frame 
for children when they enter primary school. The data 
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is cross-matched with school enrolments and is available 
to the field health teams for updating . Defa~lters are 
thus able to be foll9wed up quickly . 

3. If the screening . throws up significant 
problems the nurse will refer the student to the doctor 
in the team who may then refer the child to the general 
or specialist clinics at the . School Health Se~Vice 
Headquarters . Observation and management is performed 
at these clinics free of charge; if a severe problem is 
encountered the case will be referred to a specialist 
out-patient clinic or hospital for treatment at normal 
cost. Observations on the child are recorded in his 
personal health book, which together with the 
immunization data, provides continuity of care between 
the Maternal and Child Health Clinics ·and the Schooi 
Health Service . 

4 . The service is also supported by a Research 
Unit which conducts various research programmes to 
establish the state of health of Singapore school 
children and to determine and evaluate -methods for t_he 
management and control of common heal~h problems of 
scho.ol children . Intensive formalized in-service 
training programmes are organized for staff to upgra~e 

. their knowledge, clinical , communication and 
administrative skills to cope with changing needs of the 
SHS . 
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Appendix 15 

Student Health Service 
School-Based Programme. for Primary Schools 

ME/SE 

screening 
Programme 

Irnrnurii-
zation 

Heal th 
Education 

.Docum::n
tati6n 

I Prim3.ry 1 

ME by 
Ix:ctor 

.Htiwt/ 
Nutritional 
Status/Rt/Wt 
Percentiles/ 
Vis"-i.on/ 
Col our 
Vision/ 
Audiometry/ 
Speech 

• Phy /Errot/ 
Ment/Soc/ . 
E.duc 
Assessment 

.Booster 
Di phtheria/ 
Tetanus 

.Booster oral 
p:)liO 

. Immmization 
check & 
up:'!ate 
accordingly 

.Pamphlets on 
SHS/Healthy 
Li£estyles/ 
Eye care/ 
Self-care 

.Personalized 
talks by 
D:>ctors on 
Healthy 
Lirestyles 

.• Orientation 
Day 
Bri efings by 
SHS 

.Record in 
medical 
records for 
SHS 

.Record in 
Health 
Booklets for 
pare.Tl.tS 
reference I 

Primary 2/3 Primary 4/5 Primary 6 

SE by SE by ME by 
Nurse Nurse . Ix:ctor 

.Ht/wt/ .Vision .Ht/Wt/ 
Nutritional Nutritional 
Status/Rt/Wt .Update Status/Rt/Wt 
Percen:til es/ health Percentiles/ 
Vision problems Vi sion 

.Update (pr evious & .Phy/Errot/ 
health current ) Ment/SOC/ 
p~oblems E.duc 

.. : 

(previous & Assessment 
current) 

. Upda-1:e .Booster 
Immunization Diphtheria/ 
for Tet;anus 
defaulters - .Boost er oral 

FOlio. 
.Rubella 

.Di stribution o_f pamphlet s & posters on 
Healthy Li£estyles/Growth & Development/ 
Eye care/Smoking/Drug abuse/Self-care 
for cornrron probl ems 

.Ad hoe Heal th Talks/Vide0 Presentation/ 
Discussions/Question & Answer Sessions 
on above topics & any other topical 
subjects 

.Record in medi cal records .Record in 
for SHS medical 

364 

records for 
SHS 

.Update on 
Healt.1-i 
Bookl ets for 
parents 
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Appendix 15 
(continued) 

Student Health Service 
School-Based Programme for Secondary ·Schools 

Secondary 1/2 Secondary 3 Secopdary 4-7 

ME/SE SE by . ME l;>y $by 
Nurse D:x::tor Nurse 

Screo...ning .Vision .lit/Wt/Nutritional .Vision 
Programme . UJ:Xlate health StatusfHt/Wt . 

problems (previous Percenti:l..es/ .Up:jate health 
& current) Vj..sion/Blcxxi problf;fl1S 

Presslll?e 
:Pubertal Staging 
.Phy/Emot/Ment/Soc/ 
Fduc ·Assessment 

Health .Distribution of .Speciq.l· talks, Question and Answer 
Education pamphlets and Sessions on Breast Selr-Examinatiori 

p:,sters on Healthy by nurse and on STD/AIDS/Cervix 
Lifestyles/Growth Cancer by doctor in addition t o all . ,. 

& Development/Eye above. 
care/Smoking/Drug 
Abuse/STD/AIDS -

.Ad hoe Health 
Tal ks/Video 
Presentatj.on/ 
Discussions/ 
Question & Answer 
Sessions -on above 
topics_and any 
other topical 
subjects 

Documen- .Record in .Record in rredical · .Record in 
tat±on medical records r ecords for SHS medical records 

for SHS .Op:late on Health for $HS 
Booklets for 
pa.rents 

ME= Medical examination 
SE= S~eening and evaluation 
Ht· = Height 

Phy = Physical 
Emot = Emotional 
,Ment = Mental 

wt= Weight 
SHS = Student Health Service 
STD= Sexually Transmitted Diseases 

AIDS= Acquired Imnune Deficiency Syndrome 
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Soc = $0Cial 
Educ= F.clucational 
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Appendix 16 

Arrangements to Strengthen 
the Co-ordination between r 

the Out-patient Clinics and the Hospitals 
Recommended by the Provisional Hospital Authority 

(a) Co-ordination between the general out-patient 
service and hospital services should be enhanced 
and improved, e . g. referral of out-patients 
should be made to the specialist clinics which 
have the shortest waiting times through an 
information feedback system. 

(b) Mu], ti-dis.ciplinary training - for doctors in 
out-patient <;;linics is desirable, and could be 
provided by attaching these doc~ors to various 
specialties in hospitals and vice versa. 

(c) The utilization of general out-patient clinics 
should be incre~sed, e.g. by providing a 24-hour 
s,ervice at selected clinics so that patients can 
attend them instead of going to Accident and 
Emergency Departments in the hospitals. In 
addition, general out~patient clinics could be 
provided close to Accident and Emergency 
Departments. 

(d) At present; general out-patient clinics only 
perform a very limited range of minor operations 
such as the removal · of · cysts and circumcision, 
nor ·d0 they have facilities for patient 
observation. In order to reduce the need for 
hospital attendance, "day beds" should be 
introduced in the general out-patient ,clinics to 
enable the conditions of patients whose need for 
hospital admission cannot be ascertained in the 
first instance to be observe<;i. ·The list of minor 
operations and medi~al procedures that can 'be 
carried out at the general out-patient clinic~ 
should be examined, with a view to expanding it 
so as to reduce the pressure on the Ac~ident and 
Ern~rgency Departments and hos~~taJ admissions . 

(e) There should be a close li~ betw.een accident and 
emergency medicine and primary health care and 
ther~ are grounds for exp.anding the ambulato:i;-y 
care function in Accid~nt and Emergency 
Departments, in particular to cater for cases 
received outside the normal working hours of 
general out-patient clinics. The increased use 
of observation beds in Accident and Emergency 
Departments should also be considered. 

Source Report .of the Provisional Hospital Authority 
December 1~89, pages 129-130. 
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Appendix 17 

. . 
·views of the Working Group 

on Review of Conunu;nity Nursing Service 
on the Organization of CNS 

as a Conununity-based Service 

The Working Group acknowledged the need to 
enhance the role of CNS an~ considered that much of the 
problems related to inadequate medical and paramedical 
support coulq in fact be solved with the dev~lopment of 
primary health care centres with the fqmily physician 
playing the role of a primary · health care team 
co-ordinator . Thus, the Working Group considered it 
most appropriate for CNS to be organized and integrate~ 
with other health services, and be developed as a truly 
comrnuni ty-based service organized with ·other health 
services :under the Depa~tment of Health . 

2 . · The Working Group , however, expressed the 
fo llowing concerns about the pace of implementation and 
othe.r practi.cal issues related to such a re- organization 
at the operational level 

(a) 

(b} 

( C) 

histor ically , most organizations now providing 
CNS are subvented hospitals which provide both 
professional and administrative back-up 
support to the se~vice; 

upon establishment of the Hospital Authority, 
all communtty nurses now working 1n subvented 
hospitals will become Hospital Authority 
staff; 

an increased emphasis on the health 
it is expected that hospital -

despite 
aspects, 
discharged 
contribute 
c;:NS ; a_nd 

patients will continue to 
to a large portion of patients in 

(d) communication with specialis·t doctors and 
paramedical staff working in hospitals 
therefore remains important for m~intaining 
the referr~l and feedback system. 

3 . Hence, the . Working Group sees CNS would remain 
closely lin~ed with the hospital services in the 
immediate future . An enhanced leve~ of community- based 
activities is desirable. Eventu~lly , it should be 
integrated with other primary health care services in 
.the community. · 

Source : Report of Working Group on Review of Community 
Nursing Ser vice set up under the CNS Joint 
Consultative Committee chaired by· the Hospital 
Services Department . 
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Appendix 18 

The District Health System 

Director of Health 

-
Head, Primary Health Services Division 

- Prof essiona:l 
Committee 

~ 
· di~tric~ <??psul tants 
universities 
Hospital Authority 

I 
Hong Kong Academy 

of Medicine 
(colleges ~f general 
practice and 
community medicine) 

t 
medica1 associations 
nursing and allied 

professional 
associations 

various servi ce heads 

consultant, Primary Health Care District 

District 
Leve:J_ 

Management- ~ 
Committee 
[Internal] 

. . 
medical services 
nursing services 
paramedical services 
aqministrative · 

services 

· community 
representatives 

District district hospital 
....--- Heal th private practitioner~ 

C9mmittee Social Welfare 
[External] Dep?rtment 
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IJ) 

Non-regionalized 
Uealth Services 

Tuberculosis· & 
Chest 

Social hygiene 

Dental health 

Child assessmen t 

Clinica l genetic 

Public heal th & 

Pathology Labs 

forensic Pathology 

Occupational health 

' Personal Realtb 
Services 

Realtll education 

Family health 
service 

General 
out-patient 
service 

PRESENT ORGANIZATION OF l'IIE DEPARTMENT OF HEALTH 

DIRBC'.l:OR. OF lIBALTB 

Special Health 
services 

Port health 

Occupational & 

environmental 
he~lth 

Special preventive 
programmes 
(incl. AIDS and 
Hepatitis BI 

Radiation hea l th 

Narcotics & D~ug 
Administration 

Pharmaceutical 
service 

Health Adain.istrati.an 
& Planni..ng 

Health administration 

service development 

Manpower deve lopment 

Epidemiology, health 
research and 
statistics 

Training 

Region'al adminis tration 
of clinics 

_! 

Adaini.st:ration 
& Policy 

Informatibn 

Departmental ,. 
admini
stration 

Finance & 
accounting 

Clin,i.c 
administration 

Pood 
Hygiene 

~ 
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PROPOSEO IU!-ORGANIZl\TIOH OF TUE DRPIIRTHENT 01' lTBl\LTR 

I 
l\DttllllSTIUITIOII 

DIVISIOH 

Finance 

• Budget and financial 
manag;ement 

• Supp.lies 

General Administration 

* Per sonnel management 

• Informa tion & public 
relations 

• Staff relationu 

• Subventiono 

• Interdepartmental 
co-ordination 

• Office administration 

Clinic Administration 

DfRKCTOR' OF ' l1Bl':(:tll' I 
I 

PUBLIC PRhtllRY 
IIJl.aLnl m!l\LTII 

SDVICJ!S SRRVICBS 
DIVISICB DIVISION 

Public nealth Serviceo 111 · e·reventive , Promotive 
Serv.ices 

•Community, 
environmental health 

• Food hygiene 

• Port Health 

• Occupational hea lth 

• Radi ation health 

• Tuberculoais & Chest 

• Social hygiene 

• Special preventive 
programmes (incl. 
AIDS and Hepatitis Al 

Special Serviceo 

• Pathology 

• Health education 

• Clinical genetic 
SP.rvice 

• Family health service 

• Child assessment 
servi ce 

• student hejllh I [2) 
service 

~ur~~ive Services 

• Primary medical care 
sl'!rvice 

Rehabilitative Services 

• Commun! ty nursing 
service 

• Building ·and equipment • .forensic pathology 
maintenance • 5omicI11ary 

rehabili ta tiye 
services • Library facilities 

• Support services 

• Narcotics & Drug 
Administration 

' • Pharmaceutical 
service 

I 
OIIVl!LOPHBl'IT 

' PLl\lllllltG 
DlVISic.M 

Epidemiology, 
ttealth Information 

• Epidemiology 

• Statis ties 

• Research/Survey 

[:. llv a 1 ua tion 

Development & Planning 

• Service development 

• Hanpower development 

' Training (incl. public 
health nurse training) 

[ • lleal th economics 

r• Pr.ojec l: co-oi;_dination 

l~stem rnanaqement 

· Health /\dminis tra tio_n 

• Ilea 1th leqis la tion 

•Boards/ councils 

• International health (WIIO) 

• Health admini"stra t.lon 

Ilea! th personnr!l 

I 
Dl!lfTl\L. 

SlmVICRS 
DIVISION 

PUblic Dental Health 

• Oral health education 

• School dental service 

• Uospi tal dental service 

Government Dental lleal th 
(£or civil servants and 
dependants) 

• Dental clinics 

Dental Administration 

• Management of dental 
personnel 

• Training of Paradental 
staff 

Ill 

12 ) 

'£heee public health servicea also contribu t e to thP. preventive and p romo tive aspects of primary health care 
and despite the organizationa l set-up, _. there ,,ts,. ~n .absoll)te peed for .close-oo-ors:lination between the 1:wo divisions, 
'l'he service in bo><es represents new ~ervici, 111i1t·,s rP.r.nmmended by thls !'/orkin9 Port:y. 
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Appendix 21 

Estimated Proportion of Target-group and 
Non-target-group Users Among CUrrent GOP Users 

Using the Department of Health's records and 
findings of the HKU GOP Survey, the frequency of usage 
of the GOP service by the respective target groups is 
estimated as follows -

Target Group 

Young children aged 
0 to 18 

Proportion of GOP Consultations 

22% 

The elderly aged 65 
and above 

22% 

Public Assistance 
recipients 

1% * 

Disability Allowances 
recipients 

1% ** 

Notes * The 1% is derived from the actual number of 
cases seen at GOP clinics with their fees 
waived as a percentage· of the total number 
of cases in 1989 (39 596 out of 4 010 873 
cases seen by doctors) . As some· 67% of PA 
recipients as at 31 . 3.90 were elderly over 
60, a considerable proportion of this 1% 
wi ll have already bee~ covered under the 
elderly target group which is estimated to 
account for 22% . 

** The 1% for the disabled is purely a~ 
estimate based on the number of people 
receiving the Disability Allowance or the 
Higher Disability Allowance at 1989 and 
assuming that their usage of GOP service 
resembles their proportion in the general 
population . In 1989, about 62 • poo people 
were in receipt of disability allowances, o~ 
say roughly 1% of the population. Again, 
there is likely to be a considerable portion 
of double-counting between the disabied 
target group and the elderly and young 
target groups . 

371 

I 
·I 

~ 

I 
~ 
I 



'• 

Qne major limitation to the estimate is the use 
of GOP service at no c~arge by civil servant~ , retired 
ctvil servants and their eligibl~ dependants which 

·accounted for some 19 .4% of all consultations· in 1989 of 
whom there is no· ~vaiiabie age profiie . If our proposal 
for separate accounting arrangements for the provision 
of such services to civil servants is adopted , this 
would help to provide a much clearer picture . 
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