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Primary Healthcare Blueprint

PURPOSE

This paper briefs Members on the Primary Healthcare Blueprint
(“the Blueprint”) released by the Health Bureau.

BACKGROUND

2. To strengthen Hong Kong's primary healthcare system, the
Government released the Blueprint on 19 December 2022 setting out a series of
reform initiatives to formulate the direction and strategies of primary healthcare
development in view of the challenges brought about by an ageing population
and the increasing prevalence of chronic disease. Through prevention-oriented,
community-based and family-centric strategies which focus on early detection
and intervention, our vision is to improve the overall health status of the
population, provide accessible and coherent healthcare services, and establish a
sustainable healthcare system. Full text and pamphlet of the Blueprint are
available at the Health Bureau’s thematic website
(www.primaryhealthcare.gov.hk).

3. One of the key recommendations under the Blueprint is to enhance
the community-based primary healthcare system. The Government will launch
the Chronic Disease Co-Care Pilot Scheme (CDCC Pilot Scheme) from 2023 to
provide targeted subsidies to citizens for early diagnosis and management of
target chronic diseases through self-selected family doctors in the private
healthcare service sector to address the increasing chronic disease prevalence
particularly hypertension (HT) and diabetes mellitus (DM).


https://www.primaryhealthcare.gov.hk/

4. According to the Report of Hong Kong Population Health Survey
2020-221 released by the Department of Health, around 37% and 41% of
patients with DM and HT, respectively, were unaware of their condition prior
to the health examination. Through CDCC Pilot Scheme, citizens would be
able to receive screening, monitoring and intervention as early as possible in
order to prevent occurrence of chronic diseases or related complications.

5. The community-based healthcare consists of “family doctor for all”
concept and various district-based services. Through family doctors in the
private sector, the CDCC Pilot Scheme will identify people with high risk of
HT and DM early. The scheme will provide evidence-based screening service
and subsidised treatment package for persons with prediabetes, DM and HT in
order to provide timely intervention and prevent complications that would
otherwise arise from the delayed diagnosis of the chronic diseases. Through
the assistance of District Health Centre (DHC)/DHC Express, participants
could select and be matched with a family doctor listed in the Primary Care
Directory, in order to foster continuous and holistic primary care.

6. A brief introduction on the Blueprint and CDCC Pilot Scheme are set
out in the Powerpoint presentation materials at Annex | and 11 respectively.

ADVICE SOUGHT

7. Members are invited to note the content of the presentation and
provide comments.

Health Bureau
August 2023

1 Health examination formed a part of the survey.
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Ageing Population & Increasing Chronic Diseases Prevalence in Hong Kong
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Sustainability of Healthcare System : Diabetes Mellitus and Hypertension
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Sustainability of Healthcare System
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What is primary
healthcare?
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Serves 7 million
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Care for grassroots only
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Prevention beats cure Seek medical care only when situation worsens
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Treat mild cases in the community Visit specialists for mild diseases
—_— A _E8 \,“—%.é —.R E3

v A = x ﬁll};\ |J> é
Family doctor for all Clueless of where to seek medical help
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Primary Healthcare Blueprint: Vision & Strategies
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Improve the overall health of the population
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Provide continuous and comprehensive healthcare services
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Create a sustainable healthcare system
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| can receive health information and treatment at
District Health Centres
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The Government subsidises and arranges me to screen
and manage hypertention and diabetes
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The public healthcare system continues to be my safety net
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Government shares the care cost with the citizens
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Family Doctor for all
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| have a self-selected family doctor
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Continuous follow up and knows my health needs best
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Treat mild cases in the community
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| could manage chronic disease with my family doctor in the community
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I may receive the required specialist and hospital services when my situation worsens
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My family doctor continues to monitor and follow up on my situation after it stablises
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One-stop care
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Personalised health record for everyone
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| own my personal electronic health record account
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Strengthen primary healthcare governance
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Chronic Disease Co-Care Pilot Scheme (CDCC Scheme)
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“Everyone is the first person
responsible for his/her health”
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CDCC Scheme is designed to put this concept into practice,
by strengthening each citizen’s ability and awareness of
taking responsibility for his/her own health.

Medical team is there to support citizens to take care of their own health.
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Among Hong Kong population aged 45 or above
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Among Hong Kong population aged 45 or above
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Diagnosed with diabetes or hypertension
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CDCC Scheme aims to
identify these two types of individuals
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High blood sugar levels
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Unaware of the fact that he/she has
diabetes or hypertension
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CDCC Scheme
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Enrollment
for Screening/GP
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Individuals aged 45 or above
can enroll for screening at the

District Health Centres (DHCs).

DHCs will conduct initial
health assessment for the
participants.
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Matching
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DHCs will help participants
to conduct family doctor
matching according to their
own choices, make
appointment for
consultation, and arrange
blood tests.
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Consultation Fee
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Long-Term
Follow up

T ke

MRAFNAD 1207 ,
{CBR T8 A Sk FR U AR
mRERBIMRTFIL
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Each participant only needs
to pay a consultation fee of
$120, while the laboratory
fee will be borne by the
government. Participants do
not need to pay additional
fees to the laboratory.

Family doctor matching and screening can be carried out directly at doctor clinics since 2024/1Q

ETREDEHAENE, FERESR
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AR, REREERSRNER
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If participants are diagnosed with high
blood pressure, diabetes or high blood
sugar, doctors and DHCs will provide
advice on self-management, risk
assessment, drug treatment, diet and
weight control programmes, and life
course preventive care programme.
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Subsidy & Co-payment Summary (Indicative)

R#FIR 6t E R 3% 63 A BUER
Service Provider Service Scope Government Subsidy

BEE > EBEIE $192(—iRt)
Family Docte 1 % Screening Consultation $192 (one-off)
SRR $162
Treatment Consultation (per subsidised visit)
AREYRS $103.5 per quarter
Drug
B L ERPT HEHRNILBRRE v (100%)
Laboratory Screening investigation according to Scheme
gl ARAEStRERE v (#)
Treatment investigation according to Scheme (partial, per item)
BEZAMK BLDADE v (#829) S
%R&Eﬁ Nurse Clinic (Consultation) (partial, per subsidised visit)
Nty EWBEEBDH (X0 RRREG @)
8 ,&Eﬂggm/ %Efﬁﬁ Efﬁ) (partial, per subsidised visit)

“. 7, Allied Health Session (Include Optometrist/
7.7, Podiatrist/ Dietitian/ Physiotherapies)

EERFL RETE/E v (100%)
District Health Health Management
Centre @

REBES(BIBIEEAR) BAMRIEE*
Elderly Healthcare Vouchers (including Designated Usg
are applicable to this scheme*

H% B RS TERR I

Medical Expense Waiver is NOT applicable

S NE

Participants Co-Pay Amount

Bl—%$120 (—RfE)

$120 (one-off)

B A PRET BARY (348 (SRR BIRSTE)
(ATER/ZER/BERBUSRENSE 1448 $150)

Doctor decides co-pay level with price transparency to facilitate patient choice
(Publicized reference co-pay price: $150)

BABIMIR
(GEFES DI Uil SEDEE S e ER Gl i L)

No additional co-pay for drugs within basic tier of Scheme Drug List

BABSIIR

No additional co-pay

ZIRINE AR

Co-pay per item within Scheme Investigation Items
HIE

To be announced

BE

To be announced

%

Free
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Launch Timeline

‘ 2023 FEMF
@ 2023/4Q
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1%t Phase
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ETHREREERY
Participants can enroll and
matach with family doctors at
the DHCs
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2" Phase
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DETRELT
Family doctor matching and screening can be
carried out directly at doctor clinics
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2024/1Q
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7 Elements to Strengthen Primary Healthcare Development
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Primary Healthcare
Development

Community Drug Formulary
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Data Connectivity & Health Surveillance
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Protocol-driven Bi-directional Referral
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Protocol-driven Bi-directional Referral Mechanism with HA
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After being assessed by the family doctor,
participant with certain clinical conditions will be
referred to the 7 Clusters under HA for designated
specialist consultation, in accordance with the
established referral criteria and protocols. The speci
alist consultation is on a one-off basis

EHEREFTEE WA
SR E ST B o 7R A

After a care plan is developed, the
patient will be referred back to his
original family doctor for follow-up

FESRABERRBENER

Conditions required M&G specialist consultation
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Suboptimal disease control on DM/ HT
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New complications arising
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Deterioration of patients’ conditions
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Incentive for Doctors and Patients
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It aims to o encourage patient empowerment and to drive the achievement of desirable patient health clinical outcome
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All eligible patients (diagnosed with high
blood pressure & high blood sugar / high
blood pressure & diabetes / high blood
pressure / diabetes) will automatically
enroll in the incentive mechanism after
entering the treatment phrase
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The incentive mechanism will start
from the second Participant
Programme Year onwards for each
established doctor-patient
relationship (i.e. 12 months after the
date the patient entered the
treatment phase)

EEREN T —EEAFE
FEMRKE , mANE X
ZEDEANBRB S
HRBFREN S EH N
($150)

At the beginning of the next Participant
Programme Year after reaching the target,
the patient's first subsidized consultation
copayment will be reduced by up to the
government's recommended reference
copayment ($150)
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Community Drug Formulary
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Doctors participating in government-subsidized programmes will be enabled to purchase drugs under the Community
Drug Formulary at favourable prices from the drug suppliers of HA, via central procurement by the Strategic Purchasing

Office (SPO)

- EHEPREFET  EXEYESF -REARFTEPEMERR  RIAZFIERROEY (Hlw : A

RERZRTNEY )

Basic medications include those generally used for the indicated chronic diseases in the CDCC Scheme as well as
medication for episodic illnesses (e.g. common cold, flu or cough etc.)

- BETEREARARMEMRREMNELRMER  EBEES - WRABENI03.5T , Mih

EFEEINIE

The government will also provide subsidies to doctors who provide patients with chronic disease drugs. The subsidy

amount is about $103.5 per patient per quarter, and the public does not need to pay extra
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=& Hello PATIENT, KIWIFRUIT @ BRNEELBERTEMEARERR ,
B oot Programme XERBERIE , MEARERHE
o ZINMEBREIEAENEENSZME e The government will take this opportunity to
YZEREMA TEEE, gradually update the IT system to support the
EEE dimeias and periasae shell e e DR — treatment process. Related functions include:
to join eHealth

Enrolled Programme Summary >
- WEEREEREMAREREREER [r—
ZER
And agree to share data with eHealth @ Disiict Heshth Gentre

elaed servce providers

& My Family Doctor

H#&

Enrolment

BEREBLERY

Family Doctor matching

R B 4 fF B PR O 8%
(BFETE, EEHE/RRUE
ZH. RS, BERALRH )

Clinical Documentation (including

Dr. Chan, Chung Yun

2 ©9 (Y

assessment, screening result (diagnosis),
clinical notes, life course preventive care)

B 2iE

E-Health
@ EBExREEL 9 BERAREEBLEER @ BRLATTEIF 2 mEER

Search for family doctor Show Family Doctors’ Profile CDCC Participation information
- BERERLEITEPHN - BF - DIERCER
REEBYE Name Medical records
Search for CDCC family doctor o P& 3E . H{tEE

Contact Information Co-pay amount
= L} &, -~
12:15 vT- ad T- an T i L -~ healt " )
] ] s Search Result
o Advanced Search Search Result " Hello PATIENT, KIWIFRUIT @ Active Completed
Hello Healthcare Professional/ Healthcare Healtheare Professional (38 result(s) CHAN, CHUNG YUN -
S0 LAU, SHUK MAN > Provider/ Healthcare Service Location L] EO Chronic Disease Co-Care (CDCC) Pilot scheme
CHAN, ANGELA SHUK YAN ’-
hcare Professional/ Healthcare CHAN, ANGELA SHUK YAN |Medical Practition a2 My Programmes DM & HT Screening Service
IVedicalPrctiiones Medical Consultation Consultation Date
District 5 Chronic Disease Co Care Pilot Schey
Doctor Search et CHAN, CHI WAI NIXON Healthcare Service Location in “Chronic ‘C;‘; st i | Dr Chan Tai Man 01-Jan-2024 (PAID $350)
SHATIN DISTRICT e Disease Co-care Pilot Scheme (CDCC)"
| r Chan Tai Man 01-Feb-2024
- I |Medical Practitioner
Deasiiw i Ao ;“:;“;;"“"M“’""c'""’ W Screening Result: DM, HT, Hyperlipidaemia
Popular Health Programmes. CHAN, CHI YIN NATURAL o Enrolled Programme Summary >
LE

pu A
(® ovistricteatth cenre [Medal ractitoner " £ Hiarmdon ieranks Pentm DM & HT Management Service

General Outpatient Clinic Public: Male

Private Partnership Programme Phone CHAN CHUNG YUN f) S —
hon W Quotable Qualifications (@) pistrict Health Centre i )

[ Ededy Health Care Voucher . vl MBES (4 S Medical Consultation Consutation Date

Scheme |Medical Practitioner YCH (HK)(HKCPaed) My membership Card > 1 Dr Chan Tai Man 01-Jan-2021
[Zu] Chinese Medicine Clinics cum Health Programme )CH (International)(RCPCH 1 Dr Chan Tai Man 20-Jan-2021
&l Training and Research Centres ;"Q!SUEN HOMARK &7 My Family Doctor

Chronic Disease Co-care Pilot.. . Clinic Address
Dr. Chan, Chung Yun
Chronic Disease Co-care Bilot |Medical Practitoner 313A, G/F, MOSTC 628 SAI 0 o Individual Service Consultation Date
Scheme (CDCC) HA MAON Y §
. MA 1 01-Feb-2021
B Enrolled Programme Summary > Chan o xxx (Physiotherapy)
Hypertension Screening Programme Chan o0t 0 (Physiotheraf
Colorectal Cancer Screening Fr P— 6330 Q 1 (Physiotherapy) 20-Mar-2021
Programme - Primary Care Doctor b . T —
— ax

Draft lavout for reference
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