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World Population Ageing
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é 0.5 billion elders in > 1.5 billion in 2050

= 2010

= (aged > 65)

1 elder in every 6 people in 2050*

(~ 17% world population)

T viord Populsmon rosp R B R (ﬁ) o

Remark *Refer to the median prediction



Speed of Population Ageing

Time required / expected for the proportion of elderly population
to rise from 7% to 14%
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14%

Percentage of Population Aged 65+
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Source: Kinsella K, He W. An Aging World: 2008. Washington, DC: National Institute on Aging and U.S. Census Bureau 2009. qp HOSPITAL
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Hong Kong Figures from Census & Statistics Department, HKSAR iy
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Challenge of Aging population
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Life Expectancy at Birth (Male and Female), 1971 - 2015

Health Topics

Stat . The life expectancies at birth for both sexes have steadily increased during the past 45 years, from 67.8 years for males and 75.3 years for
Recommendations females in 1971 to 81.2* years and 87.3* years respectively in 2015.

Publications

Infection Control a3

Corner

Media Room 8 I

Training and Events 84 |

e-Resources
82

Mobile Applications = a0
Other Languages g I
Related Links s 18
Contact Us 2%l
. t\ ?4 o
'I Sn2t
70 |
Department of Health = ’
568 et Femals
A
66 | —-
The Centre for Health i
Protection is a 84
professional arm of the 05: .................. N S S S S S S S S S
Department of Health for 1975 1980 1985 1990 1995 2000 2005 2010 2015
disease prevention and
control Year
Notes:
n (/] Tube Figures from 1996 onwards are compiled based on the population estimates under the "resident population™
CHP Facebook  CHP Channel "extended de facto" approach.
* Provisional figures for year 2015.

i e ————
IO :



Hong Kong Health Care System — A Two Tier
System

= Public _ Private
,:-: 92% Prevention & Public Health I 8%
: . L)

4

33% ‘ Outpatient \ 67%
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Ageing — Increasing Complexity of health issues

No. of HA Patients with Chronic Diseases” per 1 000 Population (End
2014)
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m With 1-2 chronic diseases

B With at least 3 chronic diseases
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Age group (Year end)
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Impact of Population Ageing: Services Utilization

Inpatient Service Utilization Rate (Total Patient days” per 1,000 population) in 2010
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0 01-0405-0910-1415-19 20-24 25-29 30-34 35-39 40-44 45-4950-5455-59 60-64 65-69 70-74 75-79 80-84 85+

Age Group

Remarks:
# Patient days for General Specialty only (i.e. Care Category: Acute General or Convalescence/Rehabilitation). qp m
* Figures at age O refer to patient days (exclude Nursery only) per 1000 registered births. -



Higher Risk of Hospitalization for Elderly

Non-Elderly (< 65) Elderly (= 65)

Everl_?grr\]witted tlo
an ospita ; ¢
'(ngeralspgcialty*) 0.7 in 10 2.6 in 10

1 VS. 4

W B W R
Remark: HOSPITAL .
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*Refers to Acute General and Convalescence/Rehabilitation in 2010 (excluding aged 0).



Mounting Demand from Elderly

Per 1000 Non-Elderly (<65) Per 1000 Elderly (> 65 )

- - 4 - - “+ 4 4 4 -
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Hospital Bed
Requirement*
(General specialty)

- N ‘::;;:13 r\

1.3 beds 11.8 beds

1 VS. 9

Remarks:
* Bed requirement is based on the rate of patient days per population for General Specialty only (i.e. Acute General qg HOSPITAL
and Convalescence/Rehabilitation) in 2010. Age 0 are excluded in the calculation of hospital service utilization. W7 Avrons
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Characteristics of Elderly Patients

]

~\-

Multidisciplinary team
approach important

More Chronic illnesses &
comorbidities

Slower response to treatment

Environmental factors
important

Dementia in Hong Kong

- 100,000 in 2009 (~ 330,000
by 2039)

Low “tech” but high “touch”
care

PN RS

* Avoid unnecessary

hospitalization

— Caring at place of residence is
better esp for dementia

Adverse outcomes of hospitalization for
older patients

Hospital management of older adults. UptoDate May 2017

Functional decline

Falls

Delirium

Sleeplessness/sleep deprivation
Tethers

Infections

Malnutrition

Pressure ulcers

Venous thromboembolism
Adverse drug events



HA’s Overall Strategies

+ * Strategic Service Framework for Elderly People |

<« Provide appropriate level of care based on
stratified risk & needs " D

wote

Case management —
Reduce avoidable hospitalisation
. & improve community support

Tools [

JH 1

al

)

" Chronic disease management —
Better manage chronic conditions
& prevent further deterioration

Majority Well but Many Have | | Supported self-care —
Stable Chronic Conditions or | Maintain well-being & improve
Mild Episodic llinesses - disease control

&
\/

qv wewE®
HOSPITAL
Figure: Pyramid of Healthcare Needs of the Elderly Population Ry THORIYY



Principle of health
. care provision to
> elderly people

E%%ﬁ u Elder-centerd LI E A5t
ﬂﬁ?ﬁ Q Accessibility A& A ES
 Elderly X P are

Services

Community medical care
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Medico-social collaboration

s Some examples
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Old Age Home distribution in NTWC i REEE ARS 5 MHiER
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Community Geriatric Assessment
service

Community Geriatric
Assessment service
(CGAS) itmzamums

Start in 1994
Now serves all clusters

Timely assessment & appropriate
Mx of health problems for elderly
people at risk in the community

Improve the interface b/w medical &
social service sectors

Establish community based
rehabilitation programs

Ensure correct placement of elderly
people into institutions

Promote quality of care through
education of caregivers

— Reduced admission rate,
unplanned readmission rate,
A&E attendance rate &
incidence of adverse events
& appraisal of service by
clients or caregivers

Community Geriatric
Assessment Teams
(CGATs) 2016

» Covers ~640 RCHEs
(90%)

» Provides outreach
medical consultation,
nursing assessment,
treatment and
community rehabilitation

BERERER
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LamTel RCHE project
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LamTei RCHE project EExhEtal

Enhanced Community Geriatric
Assessment Service (CGAS)

- Empowerment of RCHE to care for

— selected sick inmates

' « Ride on existing CGAS platform

« Medical-social care model
development

« Medical/ nursing/ AH/ pharmacy/
support

* Governance & finance

- The Sick Bay

e 45 beds
— Owned by POH board

*  The Clinical Governance
— RCHE inmates but CGAT patients

+ Extended caring of RCHE
inmates by CGAT

» Outpatient status but with more
in-depth medical & nursing care

+ Case selected by CGAT

* For acute, sub-acute,
rehabilitation, End-of-life (EOL)
care

— Collaboration with future RCHE
resident team

CGAS in the usual mode

@Total Bed Days cared at Sick bay

Possible to have 1/2 to 2/3 of total bed days for
the residents with hospitalization need to be
cared at Sick Bay

260 Total Bed Days = 261

Estimated total
bed days saved

126

(=48%)

Medical Care Support of the RCHE

RCHE medical team * Primary care and mild episodic

illnesses of residents

CGAT to provide current mode of
scheduled outreach visits to
RCHE residents

Enhanced CGAS in the
Sick Bay consultation to Sick Bay on daily

HA specialist to provide medical

basis, Mon to Fri, one (AM)
session per day

* HA specialist to work closely with
RCHE resident doctor

*  Protocol based medical, nursing
and rehabilitative care would be
implemented

*  Tele-communication would be
utilized at times
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A 2-year Pilot for Establishing a Medical-social
Collaboration Model for Mild to Moderate Dementia

L}
E P
Identify suitable patients and make referrals to NG

l.
2. Conduct assessment PR
Z- S = 3. Formulate care plan for individual patient
2 Social Welfare Department 4. Develop protocol and service standard
5. Facilitate/ Provide training for staff of NGO
A Primary Care
SWD .
W (Medical
. select DECGs : Suitable patients with Support)
2. Handle contractual and funding arrangement _ A
with NGOs mild to moderate :
3. Monitor performance of NGO dementia referred by HA Y
4. Coordinate relevant training activities NGOs (DECCs)

|. To provide services to patients with stable mild to moderate
(according to care plan) who are living at home:
* Training/ rehabilitation of demenita patients according to

Community members
who are prone to
dementia

3 the careplan designed by HA

* Day and home care

* Carer training

*  Other community/social support

wly 2. To report patients’ progress

After the time-limited programme

ming

' Place
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Dementia Support Community

Program

Level of Care

&
Dementia with less carerburden  Dementia with greater carer burden | &

v Cognitive Madules
Core  « Functicnal Modules
Modules v Carer Burden Modules
¥ Psychosocial Modules

v Cognitive Maodules

¥ Functional Modules

¥ Carer Burden Modules [Enhanced)
v Poychosocs]l Modules [Enhanced}

#/- Behavioursl and Peychalogicsl
Additional Symptoms of Dementia [BPSDs)
Modules 2/~ Phiysical Co-morbidities Training
#/- Booster

#f- Behevioursl and Psychologcal
Symptoms of Dementia [BPSDs)
#{~ Physicel Co-morbidities Treining
+/- Booster

Duration 57 monthes

T-9 months

Review of Cure Plan

5~9 months
programime

—

e ;
%‘ging ” ‘:_"‘ ] [ —— [" Structured post-programme

= Dl*—’ co c-month FU sssscomant
. (=DE CDAD, ZB4, 0L &

accecoment

Saif-alficacy)

Training

Empowerment

— Elders

— Care-givers

— Social Welfare
staffs

Clinical support
IT & Technology
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Tele-medicine

Definition

« The delivery of health care services,
where distance is a critical factor, by
all health care professionals using
Information and communication
technologies for the exchange of valid
information for diagnosis, treatment
and prevention of disease and injuries,
research and evaluation and for the
continuing education of health care
providers, all in the interests of
advancing the health of individuals and
their communities.

. A health telematics policy in support of WHO'’s
Health-For-All strategy for global health
development: report of the WHO group consultation
on health telematics, 11-16 December, Geneva,
1997. Geneva: World Health Organization; 1998

Categories

Store-and-forward — store-and-forward
telemedicine refers to the use of asynchronous (not
real-time) computer-based communication between
a patient and a consulting provider, or a referring
health care provider and a medical specialist at a
distant site for the purpose of diagnostic and
therapeutic assistance in the care of patients who
otherwise have no timely access to specialty care.*

Real-time interactive telemedicine —
provides synchronous real-time interaction between
a patient and health care provider, usually via a
videoconferencing device or wireless tools.

Home health care and remote monitoring

systems — provides care to individuals and
families in their place of residence to promote,
maintain, restore health, or to minimise the effects
of disability and iliness, including terminal illness.
Use of remote monitoring and interactive devices
allows the patient to remit information about vital
signs on a regular basis to a provider without the
need for travel.> Monitoring technology is classified
into two broad categories, a portable or wearable
device (e.g. blood pressure monitor, glucosge®
monitor) and fixed or environmental devic@. Ah s E

. HOSPITAL
motion sensor, acute fall detector).6

AUTHORITY



Information Provision — HA’s Smart Patient
Website
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Information Provision — Smart Elders Website

A one-stop online information platform to empower elders who are suffering

from chronic diseases and their carers.
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Electronic Frailty Index

@ The Author 201 6. Published by Oxford University Pres
This iz an Open Access article distributed underthe tarm
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Development and validation of an electronic
frailty index using routine primary care
electronic health record data

& British Geriatnes Saciety
Commaons Attribirtion

Publishad electronical y 3 Mareh 2016

Anprew CLEGG, CHRis BaTes?, Jonn Youna', Ronan Rrard, Linoa NicHoLs?, ELzazeTH Al TeaLe!,
MoraMMED A, MOHAMMED?, Jorn Parry?, TomM MapsHall®

! Academic Unit of Elderty Care and Rehabilitation, University of Leeds, Bradford, West Yorkshire, United Kingdom of Great Britain
and Northemn Ireland

“ResearchOne, TPP, Leeds, West Yorkshire, United Ki ngdom of Great Britain and Northern Ireland

*nstitute of Applied Health Research, University of Birmingham, Birminghamn, United Kingdom of Great Britain and Northern
Ireland

AFamt_\ of Health Studies, University of Bradford, Bradford, West Yorishire, United Kingdorn of Great Britain and Northern Ireland
55_\:’“0’@. TPP, Leeds, West Yorkshire, United Kingdom of Great Britain and Northern Ireland

"Address correspondence to: A. Clegg. Tel: (+44) 01274 383440; Fac (+44) 01274 382766, Email: ap.clegg@leeds.acuk

Abstract

Background: frailey is an especially problematic expression of population ageing. International guidelines recommend routine
identification of frailty to provide evidence-based treatment, but currently available tools require additional resource.
Objectives: to develop and validate an electronic frailty index (¢FT) using routinely available primary care electronic health record data.
Study design and setting: retrospective cohort study. Development and internal validation cohorts were established using a ran-
domly split sample of the ResearchOne primary care datbase. External validation cohort established using THIN database.
Participants: patients aged 6595, registered with a ResearchOne or THIN practice on 14 October 2008,

Predicrors: we constructed the eFl using the cumulative deficit frailty model as our theoretical framework. The eFI score is
calculared by the presence or absence of individnal deficits as a proportion of the total possible. Categories of fit, mild, moder-
ate and severe frailty were defined using population quartiles.

QOutcomes: cutcomes were 1-, 3- and 5-vear mortality, hospitalisadon and nursing home admission.

Statistical analysis: hazard ratios (HRs) were estimated using bivariate and multivariare Cox regression analyses. Discrimination
was assessed using receiver operating characteristic (ROC) curves. Calibration was assessed using psel_u:lo—R2 estmates.

Results: we include data from 2 total of 931,541 patents. The eFI incorporates 36 deficits constructed using 2,171 CTV3
codes. One-vear adjusted HR for mortality was 1.92 (95% CI 1.81-2.04) for mild frailey, 3.10 (95% CI 2.91-3.31) for moderate

Box |. List of 36 deficits contained in the

eFl.

Activicy imitation

Ansemia and haemartnic defidency

writis
Atrial fbdllatdon
Crrebrovascular diseass
Chronic kidney discase
Diabetes
Dizziness
Dyspnosz
Falls
Foot problems
Fragility fracture
Hearing impairment
Heart faihire
Heart vabre discase
Housebound
Hypertension
Hypotension, sroncope
Ischaemic heart disease

Memeory and cognitive problems
Mobility and transfer problems
Ostzoporosiz

Parkin=onism and tremor
Peptic ulcer

Pedpheral vascular discase
Pohpharmacy

Fequirement for cane
Fespiramry disease

Skin ulcer

Sleep distrhance

Sodal vulnerability

Thyroid disease

Ubnary incontinence

Unnary systern diszase

Visual impairment

Weight loss and anorexda
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Innovation for patient care

- 1800+
Winners announced — RCP Excellence in Patient Care Awards _— S
[ I
The winners of the Royal College of Physicians' (RCP) Excellence in Patient Care Awards Q 14004 N
were announced at last night’s dinner and ceremony following the first day of Medicine g S
2017, RCP annual conference. The awards aim to recognise and celebrate the impressive =
work of RCP members, fellows and their teams in contributing to excellent patient care both £ 1200 efl
in the UK and internationally. E '0-6
(7}
. c 10004 i 0.4
We are pleased to announce that our 2017 winners are: 3 i
- o
[ £ %9 0.0
Innovation =
& eo0-
Award for outstanding clinical activity that contributes to excellent patient care in an
innovative and forward-thinking way. 400+
The Electronic Frailty Index Team 200+
The electronic frailty index (eFl)
o-
U U 1 1 T T U
1004 65 70 75 80 85 90 95
] Age (years)
Fit . . . . -~ . .
Figure 2. Relationship between age, electronic frailty index
075 e score and mortality (internal validation cohort).
Proportion Moderate frailty
alive 0.50-
Severe frailty
0.25-
0.004 &
; ! ; ; BERERKER
0 500 1000 1500 HOSPITAL

Time (days) AUTHORITY



e Hospital Authority Clinical Management System - Internet Explorer

Useful Links
NTWC Intranet

HA Library Information Systems

Fact Sheets for Informed Consent
TMH Intranet

Drugs Ingredient Search

HA Drug Formulary (HADF)

=1oix]
Hospital Authority
Clinical Management System
Logon ID: |
T
Password: \ Logon

Important Notes

~ 1. All patient information is strictly confidential

2. Staff may only use the CMS for authorised purpose

3. All access to CMS is logged
4. Please logoff immediately after use

5. Please ensure you have werified the content before

SESAS Background Information / Tx Measurement / Lab Test | Eyes Feet || Other Complication(s) Diet Assessment Risk Profile Care Plan
Electronic Patient Record Metabolic Risk Assessment Date * 11-Oct-2013 (Preview rules ) (_History ) (_New )
Pharmaceutical Service fleasurements faboratoryiiests
CMS Newsletter Blood Pressure Periodontitis Last retrieval: 11-Oct-2013 16:54:49
I R Systolic / Diastolic  Yes ¢ No ¢ Not known Lab Test Lab Result Reference Dat
User Guide Clinical Dashboard SItng (IE) L) ;110 mm:g CXR HbA1c RefePR % 05-Nov-2012
: w MM ~Normal ~ Abnormal - Other | Fasting glucose 38 mmol/L (L) 31-0ct-2012)
i ) jL__\mimtio - | Total cholesterol m 05-Nov-2012
Get protected, get a jab! Seasonal| gtanding I mmHg olal cholestero Ref.ePRmmo whoisica A,
LDL-C Ref.ePR mmol/L 05-Nov-2012
Body HDL-C Ref.ePR mmol/L 05-Nov-2012
Weight 71.1 kg }BMl ECG Triglycerides Ref.ePR mmol/L 05-Nov-2012 =
Height 156 m 42922 kg/m?  Normal - Abnormal © Other | gonumk 40 mmol/L 24-May-2013
Waist cm }WHR N " | Serum creatinine 80 umol/L 24-May-201%
Hip L Calculated eGFR mUmin/1.73m?2
BT Creatinine clearance 150 ml/min (H) 29-Oct-2012|
i‘:‘;‘m‘d Thickness L . | Proteinuria 0A5g/d (H) 24-Nov-2012
Armomen :x Albumin excretion rate 30 mg/d (H) 05-Nov-2012
Subscapular - Urfne alb/ Crratio _ 33 mg/mmol (H) 05-Nov-2012
Urine alb concentration 2000 'ma/L 05-Nov-2012 ~
< i1} »
o ( pelete ) (print ) ( ) ( )
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HARPPE = Hospital Admission Risk Reduction Programme for the Elderly

AL
AU\

Risk Stratification — HARRPE Score

B - cin

Emergency admission to
medical ward (including
those transferred from EM

T 0- 2 &=

Altendance at Elective admission to Attendance at medicine
emergency department medicalward specialst outpatient clinic
for medical conditions (SOPC)

ward) {without admission)
R = )
Index episode
Discharge alive
Look backward period Look forward period
g Day 0 Day 28

14 Predictors :

» Socio-demographics
 Prior utilization in past 1 year

* Co-morbidity

* Type of index episode

To predict the probability.
of A&E admission (MED) in
28 days ahead

Risk
stratification

e

HOSPITAL
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32
System of Integrated Care and Discharge Support for

High Risk Elderly Patients: Patient Journey
v’ Risk identification

- & stratification NGO Home
- —

2 v"  Need assessment Support
; Services 3
v Discharge care o
' I=
planning 1) Home @
- @
e 4 D E
A 3).) U
Medical . o|| =
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Enablers for success
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