20234 8 H 4 H REBESE FC 8/2023 X HF
& &

HEZRY
(EEBFRERER)
HH

AXFREZEEHNMTEEHERLME (EEBFEFBEEER)
( (EEE) ) -

=

2. B L AR R B R 2% BUFE R 2022 4 12
H 19 AAM (EEE DY BT — 25 S 55 0 LA &1 & 58
L b hs U Rt DNRER 2 LT 2t
T ACHI o8, - SR DT BE > DHEB AL > LEES
oy o TRES > RUGEE | B R 0 T R R R
{9k 38 B 4 T SRR 0 O L T TR A B R S - (EEEE)
ST REBNEED FRE S B G AR S E

( www.primaryhealthcare.gov.hk ) e

3. CEEIE ) Y H o — {8 5 8E 7 (R 2 058 1 I B8 R (2 R 24 -
BUR RS 2023 FHEH " 1@ Mkt EVa B Se EHet &, (T HE
e EEE ) R HEED > EAREBBEENER
EHEAEEREA N FEZEHZEHNEHE B REERR > UEN
H 5 4 1Y 18 MR BROR > JC H R =) I R ANE PR i 88 A9 1% O

4. RrAEF R 2020-22 FFJE A O R 39 & i & BT
ARBRE RS M EE T RINE 37% M 41%E#EZRE
FINGAREE CEW - B8 T REVEH S EHETE > TRFEERS
PAZERA - BREMAN ABREIRE - R k5 18 M 5 B
H e OF 3% iE -

5. ftla s AR FEEAE " — A —KEBLE B
TE A R AR B o T HEEUE B ST E T & ) & BB R E R ST

P AR AR


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

FEER A o RFEEA 5SS BRI R EE AL - st E & b
RS HITSUT ~ W PR s A e 1L JBR 1 (3 B 5 R AN B A T R 2 B B
HIEHR T2 BRI ABE - LLTRPG 18 M 5 9 oK I8 28 R
2SI B BFERE - S0 AT B EESIE (EAEBFEER) B
% E B A A A M T R (R P B L R (R R HETT BC ¥ > RE bR
HERFE M 2 E AV A BRI -

6. AR (EE ) & (EFEDEHESLESE) @rmike R o
I IS B R T R B O

BHER
7. FEZBEREBZARBENTHAE > LIREER -
BE®LER

2023 &£ 8 H



EERERRER

Primary Healthcare Blueprint
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Primary Healthcare Blueprint
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Background

REERESR?

What is primary healthcare?

HZEEREREE

Primary Healthcare Blueprint

fiom

Conclusion

Annex 1
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Health Bureau

The Government of the Hong Kong Special Administrative Region
of the People’s Republic of China
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Ageing Population & Increasing Chronic Diseases Prevalence in Hong Kong

% 83.4 Gsﬁ&DALE1EEﬁAH SRR

® sFi’J:;Eﬁj g 87 7 %}ZRE%% numb:fsrlca;:g:i?:i?sreeass:r;itients 3008 ﬁghronic
Longest life expectancy (Male: 83.4 / female: (3212‘?% M e

87.7) in the world 2.2M

9 65 L

c ADEESEINAE - AT
1.3M 1508 Population
@M ARLLAIEN0108 9% X sdoverss

. . (20%)
Every 5 years of increase in age, percentage of =

chronic diseases increases by 10% 0.8M
(11.7%)

2002 2021 2039
(HER) (projection)
==/ tHhEAUL == ISIERBA

65 and over Chronic disease patients 3

REARTIFEN | BRARSNE

Sustainability of Healthcare System : Diabetes Mellitus and Hypertension

& 11t ch

P H=(B BraaiE
L 5B R
o B S

About half are undiagnosed One in three has developed Service cost for complications
complications is two times higher
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Sustainability of Healthcare System

NEEBER

Public healthcare expenditure

MmEHK

Public demand
FE=E - HRREHOER
Tertiary — Special and Complex Care

83% E—E - BRRER

(799*) 7098 Secondary — Hospital and Specialist Care

e

Primary — Primary Health Care

5

E@ﬁaﬂﬁ_%% 7

Health chal‘enges faced y citizens

) @@ &

AEEES | FicHiR =RRPITS BOES
BRI RREEE R8I0 BASERE

Uncertain about Health declines Higher risks Worry of frequent trips
my health condition as |l get old of chronic diseases to hospitals
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What is primary ‘

/ healthcare? 7
&) v BREteE Q:Q x RUREREE

Serves 7 million Care for grassroots only

v YRBORES B x KIRToKE

Prevention beats cure Seek medical care only when situation worsens
\ = \ 3\
v INREE x I\VRERER
Treat mild cases in the community Visit specialists for mild diseases
—_ A —E8 \,“‘%.% —.k\ S E
v A = x A= IJ/ é
Family doctor for all Clueless of where to seek medical help

v —iIaT\i8 * BAERIE
One-stop care Frequent visits to hospitals

vV — AN—TREE * RERRT
Personalised health record for everyone Health record scattered everywhere

v RFSOERE x BasHREE

Follow up at the doorstep Long queues for follow up

701
==
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HZEEERER: A= XE
Primary Healthcare Blueprint: Vision & Strategies

NE=mREEERINR

Improve the overall health of the population

RAEEEZESERS

Provide continuous and comprehensive healthcare services

2 1 Ol BB B RR IR

Create a sustainable healthcare system

A=

Vision

RIS

Strategies

\u‘ | 7 ]

PIRERPIL SHIRPEE
Family-centric Early detection &
intervention 8

DFEphRE Dt @ R4

Prevention-centric Community-based
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Primary Healthcare Blueprint : Major areas
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BRI JIIE: =g ER8ER
Em 57‘5 IT:B Develop a Community-based Strengthen Governance Consolidate Resources
System
Major areas F )
-’5 _,_'-\ ;  adl|
i & J
Q ‘
F .
MEIANF EEHIR
Reinforce Manpower Improve Data Connectivity and

Surveillance

=REEBERE RREERER BIURRES

Utilises primary healthcare Detect health risks Develop healthy lifestyle

® .
) ) @@ = Q\_L.] = @ W
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Healthier &
happier life
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n_,\ﬂlﬂﬁl%ﬂﬁe ﬁ Ib\ﬂrﬁfﬁ EIEJ

SIERIT

Ignore health risks Stroke Heart failure  Kidney failure Serious illness and death
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| can receive health information and treatment at
District Health Centres

BIFSRASNERBNER (x- ﬁgﬁmggﬁﬁﬁ )
*E’?Kﬁ (I:)ygrdmate ' 7 »

The Government subsidises and arranges me to screen “

Multi-
disciplinary
. care

and manage hypertention and diabetes ExlelpelSedertert ziplel el ez erslorte
NESBEBERRIDARERNZEH : >
g%@ \ﬁ:ﬁ{D/n\E 2 ﬁ I WIS A S

The public healthcare system continues to be my safety net B encephnncessivomnlicaiionepndmospiisisaiiil
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Family Doctor for all

Professional

¢ ﬁﬁ g %Hg ?’Eéi {rainine ealthcare professiona E -

(BE8RaM)
EEAS

on Primary Care Register

| have a self-selected family doctor

- RAFIREN 5 BEEBVERTE

Continuous follow up and knows my health needs best

(BEEZEREaf) REER

Care quality is ensured by the Primary Care Register

D D 6

Elderly Health Care Screening Vaccination Chronic Disease Co-Care
Voucher Scheme

Establish
standards

12
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Treat mild cases in the community

© ROfEEEBRES EEHIE MR

| could manage chronic disease with my family doctor in the community

- BEESITERIBRRBRIFIE ST 2R R EERRTS

I may receive the required specialist and hospital services when my situation worsens

- RIBRER - RESEEBESNIRE

My family doctor continues to monitor and follow up on my situation after it stablises

\ Specialists
and Hospital

BREE :
o e

erious cases @
. waEnws dEEd
) Two-way referral = =
mechanism

|
., ® Stablecases HLIEEIE]

B [E SR UTS !
To focus on serious illness and disease complications

[ ; "
‘\\ -

13

o— 8\ y \
5258

One-stop care / \
| 4 Il ‘ l \

§ 9 z Eﬁ Y i 4

‘ . Family.« 4 J‘
doctors A

Fo

2

- BEESHER ERRIERY
HEHSEE

| shall receive professional care in the i

community in a collaborative manner

- EiERERP L MRS

Services to be co-ordinated by District Health

Centres

renle 1 ] N
ional 3 = o Optometrists
Occupat.lonal \ J ,\% E% J p
TR *ﬂﬁﬁﬁ? A’ \58 §Eﬁ "épeech
rk};ﬁédical o therapists 14

laboratories
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Personalised health record for everyone

- BREEEANEFTRRICES0 =
| own my personal electronic health record account . | "
RAHNBEASHNZE S R %’r

Nl
~ %ﬁ”
?‘Zﬂgﬁlﬁ m— chion
My care team and | will all be able to understand
my medical history thoroughly

BARE
B mBRlEaFERE

Es 5
SRR e 2 1E
| can monitor and manage my health situation through the eh ea Ith

use of technology with the assistance of eHealth

15
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Early detection, tlmely mtervention

(Allot automatl allﬁ
upon spendin % 00
on designate use)

=\ /E%m 000
L BEE

- BOYLIEAED BRSER
RRINEHS ~ ARREnE AU
FREMRE

| can use a portion of vouchers and meaningfully on

R
BRI EERR

Desighated -
WILREEWS |
Enhance EHC\g (i

—RRFE

Generalluse

health assessment, disease screening and
management

16
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Strengthen primary healthcare governance

RE ~ DEER ~ HIE (2
B EREENE |

Decision making, resource yr v
allocation, standard setting & mEE HEEEE 8 EEE
surveillance of health outcome Department of Primary Healthcare Commission HOSpIt:’:ﬂ
Health Authority

iEpaARTS ~ SRESERAE - P
mz—\ﬁiﬁ, District Health

. . ntri
Service co-ordination, strategic purchasing & (G
performance monitoring !

e HARTS IEEERE SETRTES

. .. Private primar
Service provision P .y NGOs
healthcare services

NREEREBR

Public primary
healthcare services

HEEREMRISFBIRER

Primary Healthcare Commission and Strategic Purchasing Office

F{H
l‘r
Hn}i

ol

/

E}E ;—-— o3 Primary Healthcare Strategic Purchasing /“-ﬁ- ?\u % -3 Jf_
g% Commission Office WL 55 AL

(L, E=EE Erre Q)

% & Manage services
( I% ‘ﬁjgdﬁﬁ C{Emﬁ effﬁ;ct%;wes:)

(@ ExRe EEE B e )

Assure quality Consolidate purchasing

(b BT (PaEF Q)
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Healthier and Happier Life
R REIR IR GE

Health management

- l’ -
i=19a): N
m% An ounce of;reventmn

is worth a pound of cure b i

o

RERERER
WBRIFZ

Invest in health
‘ savings in future

starts young

.. PEIR F0lE

Early detection
il ) :
timely intervention

?gﬁ%ﬂ Thankyour™
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Chronic Disease Co-Care Pilot Scheme (CDCC Scheme)

GE,

Background

2022%10H17H
17 Oct 2022

sive
The Chief Exec
zozzP\V‘md

20224 HE BUER 45 )

Policy Address 2022

BB R A 1 BAHE
B HIARE
Set out the policy direction
to launch the CDCC Scheme

2022%12H19H
19 Dec 2022

(EEERERER)

Primary Healthcare Blueprint

AELABNEERRRRERR
I TE 3% R 75 1 R SRR
Set out direction of development and
strategies for strengthening Hong
Kong's primary healthcare system

ZRAHRE

Dr. PANG FEI CHAU

EEERRERER

Commissioner for Primary Healthcare

FRARAR Iiﬂﬁﬂlhﬂlﬂﬂ
BB LR

Health Bureau

of the Paople's Republic of China

2023§7H17H
17 Jul 2023

tEREETE

CDCC Pilot Scheme

Bah (EERRREER) LXK,
HEEDEERRNIER
The first item to promote primary
healthcare since the announcement of
“Primary Healthcare Blueprint”
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“Everyone is the first person
responsible for his/her health”

HEDAEF SR ERBEFEES
micBNTREEEACRENEI NS ,
EEERRETREEFKFUMNEFERECHRER.

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.

BRASEMA LA QA

Among Hong Kong population aged 45 or above

S100fEA....

In every 100 people...

301& o 0 00 (] [ ]
B ERRERRNE MR 'N"W w 'ﬂ'

®© 0 0/06 0000 0 0
Diagnosed with diabetes or hypertension wwwwwwwwww

| m‘w”'ﬁwﬂ 1748

LLL AERBECHBEER

7 ‘\‘J\\V‘l |  VI\M |‘ %tﬁﬁﬁﬁ%ﬂ@

’ |’ | | m | | Unaware of the fact that he/she has
. diabetes or hypertension

EIWTH

e

i
61&
AmERSNER

High blood sugar levels
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Among Hong Kong population aged 45 or above

1001 A...

In every 100 people...

3018
BYEARRAS S ME S

Diagnosed with diabetes or hypertension w

P
?

17{8
AERBHUCHEDKE
£ EERFRE DB

Unaware of the fact that he/she has
diabetes or hypertension

HEAEFE
FERHEMBERAL

CDCC Scheme aims to
identify these two types of individuals

61H
BMERSHER

High blood sugar levels

HEVRETE

CDCC Scheme

N
BiEHR
5 = |

Enrollment
for Screening/GP

A5E I E AT AT AE
[ EREE RO B RO A
BE, wEREHLE
A REDS R,

Individuals aged 45 or above
can enroll for screening at the

District Health Centres (DHCs).

DHCs will conduct initial
health assessment for the
participants.

[T 2]
RERE

Family Doctor
Matching
> 4

wERRHPLERTR
HOMBREAMEHR
BAHNREBERDNE
BEH M ARER o

DHCs will help participants
to conduct family doctor
matching according to their
own choices, make
appointment for
consultation, and arrange
blood tests.

H2024FE-FiE  BERH NG ETNEREBRENDFTAET

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

P
BB e

Consultation Fee

R R E

Long-Term
Follow up

T ke

MRAFNAD 1207 ,
{CBR T8 A Sk FR U AR
mRERBIMRTFIL

BRFFo

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.

ETREDEHAENE, FERESR
myERe  BENLERRI LS
RUBBRBEREE, ARG, &
AR, REREERSRNER
ANEFTEINE AT ER.

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#F IRt E Bz 3% 63 I A BUER
Service Provider Service Scope Government Subsidy

B4 m EBEYE $192(—kt)
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)
BLPR - BLYRE v (#829) -
EEh B Nurse Clinic (Consultation) (partial, per subsidised visit)
Mg EMBREBOY RLH RREVES @D
a, é;ﬁﬁ/ %E}ﬁﬁgﬂi) (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 @

EITRER

Launch Timeline

2023 FEMF

2023/4Q

e,

BB

1%t Phase

BNE AR [EERP O
ETHREREERY
Participants can enroll and
matach with family doctors at
the DHCs

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

EEERRN% AEANIEE

Medical Expense Waiver is NOT applicable

SinENE

Participants Co-Pay Amount

Bl—%$120 (—RfE)

$120 (one-off)

B A PRET BARY (348 (SRR BIRDTE)
(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 D UL e EE S e ER T e L)

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

BRABHIIR

No additional co-pay

BB

Co-pay per item within Scheme Investigation Items

fE

To be announced

2

To be announced

%

Free

R

2" Phase

REBLRHNGEFIUNEEEESE
DETRELT

Family doctor matching and screening can be
carried out directly at doctor clinics

@ <zoz4 FE—F
2024/1Q




EEERBREZELARBNIHE

7 Elements to Strengthen Primary Healthcare Development

HERFNEBRRRR ,
Community-based @
Primary Healthcare System

3 - L]

Incentive Mechanism

"— A—REBE ) HE

<
T \

HEFEYE M

Community Drug Formulary

ER B R

Primary Healthcare
Development

BEREBEEHER

Multi-disciplinary service model

BREE , REER

Data Connectivity & Health Surveillance

o
ERES-—REREEENED \IQ

Protocol-driven Bi-directional Referral

REERHENSE 0BT #E

Protocol-driven Bi-directional Referral Mechanism with HA

BMERREBEETGAE , BF
MAEE , SRBETUNEN
REMIESE, Eﬁﬁ$t1ﬂﬁﬁffﬂ
;EIA-EE’J ﬁﬁﬁﬁo L{./\IE

EERH B )
HEN SN DR EHEREI AR |, HA

SR E ST B o 7R A

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

FESRABERRBENER

Conditions required M&G specialist consultation

FEPRAR, &R A

Suboptimal disease control on DM/ HT

H 355 9 B BHE

New complications arising

BERBRENL

Deterioration of patients’ conditions

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



BEBHERRER

Incentive for Doctors and Patients

EERBBEABEBSEAFBE  WERLREERE , LUEIARER , YRAREKY

It aims to o encourage patient empowerment and to drive the achievement of desirable patient health clinical outcome

ENEERNBEARER
EmnBEmERS /SR

NE¥ERA / BIR / $ERIE) |

EENAEEKRZTSER
M ERERETH

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

B Y& 7

Community Drug Formulary

ERR B WEE AR E
—{EME A Gt 8 E R
AT (BN AE A SR P
B RE12E A %)

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
FEDEANBRB S
HRBFRENS 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)

- RERBRBESEETRRE  SFSNBAEDFIANELEN—EHEEENER
EEREERNENHESRELEREYS M THEY

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

11
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E-Health

- BIERILEHTEANBEERBINE
BHEBEMA THEEE
CDCC doctors and participants shall agree
to join eHealth

- TREREEBMEAREREESL
&8
And agree to share data with eHealth
related service providers

B 2iE

E-Health
@EEEL T3

Search for family doctor
- BEEmastEdn
REEE

Search for CDCC family doctor

(D

1z verm 2w e 2w R
B L Advanced Search  Reset Search Result
Hello Healthcare Professional/ Healthcare Healthcare Professional (38 resul(s))

& Provider/ Healthcare Service Location
A0 LAU, SHUK MAN > CHAN, ANGELA SHUK YAN

heare Professional CHAN, ANGELA SHUK YAN

IMedical Pracitoner

District
Doctor Search CHAN, CHI WAI NIXON
SHATIN DISTRICT L
I I IMedical Practiioner
Address
Popular Health Programmes CHAN, CHI YIN NATURAL
6] WER
District Health Cent
(© osticteatn cenve ftinPracttions
General Outpatient Clinic Public o

Private Partnership Programme CHAN, CHUNG YUN

L
[Medical Practitioner

[ Elderly Health Care Voucher
Scheme

FZ] Chinese Medicine Ciinics cum Health Programme

&l Training and Research Centres LS SENTO MASK.
Chronic Disease Co-care Pilot. ]
Chronic Disease Co-care Pilot |Medical practitioner
Scheme (CDCC)
Useful Links CHANG, MING ON DENNIS
R
Colorectal Cancer Screening Search |Medical Practitoner

Programme - Primary Care Doctor

CN

(£

“© Hello PATIENT, KIWIFRUIT ©

=)
Eo Health Programme

My Programmes

Chronic Disease Co Care Pilot Scheme
(cocce)

Enrolled Programme Summary >

@ District Health Centre
My membership Card

& My Family Doctor
Dr. Chan, Chung Yun

BTRREBLEER

Show Family Doctors’ Profile

- BF
Name

« B&H A

Contact Information

310 L.
Search Result

CHAN, CHUNG YUN

AR

|Medical Practitioner 1B %

Healthcare Service Location in “Chronic
Disease Co-care Pilot Scheme (CDCC)”

Human Health Medical Centre
EREHPO

Quotable Qualifications
MBES (HK

BRERtRE RS EMEARERR ,
XERBERIE , MEARERHE

The government will take this opportunity to
gradually update the IT system to support the
treatment process. Related functions include:

H#&

Enrolment

BEREBLERY

Family Doctor matching

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

Clinical Documentation (including

2 ©) Y

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

() @Rt EIh 2B mEER
CDCC Participation information
- DIERH
Medical records

- HNHE

Co-pay amount

e a .

healt v fal

) Hello PATIENT, KIWIFRUIT

=)
[io Health Programme

My Programmes

Active Completed
Chronic Disease Co-Care (CDCC) Pilot scheme
DM & HT Screening Service

Medical Consultation Consultation Date

Chronic Disease Co Care Pilot Scheme.

(coce) | Dr Chan Tai Man

01-Jan-2024 (PAID $350)
| DrChan Tai Man 01-Feb-2024

W Screening Result: DM, HT, Hyperlipidaemia
Enrolled Programme Summary >

£ Hypertension Screening Programme

Y —
dk:)\ District Health Centre

My membership Card >

DM & HT Management Service

Medical Consultation

Consultation Date

1 Dr Chan Tai Man 01-Jan-2021
1 Dr Chan Tai Man 20-Jan-2021
@@ My Family Doctor
R Individual Service Consultation Date
1 Wong xo0x xxx (Dieetic Service) 20-Feb-2021
Q Hypertension Screening Programme 1 Chan 0000 (Physiotherapy) 20-Mar-2021

[B] Low Back Pain Programme
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